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Abstract 

 

Continuous quality improvement (CQI) approaches used by healthcare services and teams to 

improve care systems and health outcomes have potential for informing wider system and policy 

improvement. The work presented in this thesis investigates this potential and provides 

knowledge for engaging stakeholders with aggregated CQI data, to inform multi-level system 

improvement. 

A developmental evaluation approach was applied to an online interactive dissemination 

process through which stakeholders interpreted reports of CQI data aggregated from 175 

Indigenous primary health care (PHC) centres across five Australian jurisdictions. The study used 

mixed methods including document analysis, stakeholder surveys, participant interviews and 

facilitated processes with the research team. Data analysis guided adaptations to improve the 

dissemination process and the accessibility and use of its findings, and enhanced understanding 

about scaling participatory research. The integrated Promoting Action on Research 

Implementation in Health Services (i-PARIHS) framework was applied retrospectively to analyse 

stakeholder engagement and implementation.  

The study found that system-based participatory research using CQI data, CQI-based methods 

and established networks could be applied at scale without intense facilitation efforts to support 

knowledge exchange and improvement. Stakeholders in diverse roles, organisations and settings 

collaboratively identified system-wide priority evidence-practice gaps, barriers and strategies for 

improvement across the scope of PHC. Stakeholders perceived the findings to be applicable at 

different system levels for planning, policy development, identifying research needs, supporting 

evidence-based care and strengthening capacity in data use. Commitment to best practice, 

perceived data quality and relevance, reporting formats, facilitation, competing work pressures 

and the organisational environment for change mediated use.  
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Interactive dissemination is a promising strategy for system-based knowledge translation and for 

engaging multi-disciplinary stakeholders in participatory research. Further research should 

examine the resources required for effective engagement and data use in different contexts, 

explore facilitation in system-level interventions and investigate further potential of 

developmental evaluation for supporting implementation.   
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research processes and using aggregated CQI data to achieve large-scale change to improve 

population health. The research context, background and relevant literature are summarised in 

Chapter 1, followed by the research rationale, aim and objectives. 
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methods, tools and the manuscript draft.  
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communication processes over the course of the ESP project and compared the ESP project 

team’s experience with relevant knowledge translation literature (Chapter 5).  
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scale interactive process to inform the policy and system-level action needed for large-scale 
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14 

 

I drew on the literature, findings and research team experiences to discuss the use of DE as an 

approach to knowledge translation. I had primary responsibility for synthesising literature and 

facilitating reflective team feedback, and for drafting and refining the manuscript as a ‘debate’ 

paper (Chapter 9), prior to drawing study conclusions (Chapter 10).  

During my candidature, I have contributed intellectually to five further peer-reviewed 

publications related to the ESP project but not central to my thesis, 18 ESP project technical 

reports and three related parliamentary submissions. I have made 14 conference and seminar 

presentations and contributed to 12 ESP project presentations by project team members. These 

are listed in Appendix 1. 

  



15 

Acknowledgements 

In the spirit of respect and reconciliation, I acknowledge and pay respect to the people and 

Elders of the Aboriginal and Torres Strait Islander Nations who are the Traditional Custodians of 

Australia. I pay my respect for their strength and resilience, and their continuing connection to 

land, waters, sea and community.  

Professional 

There are many people to thank for guiding me through this learning journey. I sincerely thank 

my supervisors Professor Ross Bailie, Dr Frances Cunningham, Professor Gillian Harvey and Dr 

Nikki Percival for support that far exceeded the responsibilities that supervisors have to 

students. Thank you for your generosity and expertise, and the inspiring learning opportunities 

you have provided. I particularly thank my principal supervisor, Professor Bailie, for encouraging 

me to undertake this study and for providing clear and patient guidance, constant reassurance 

and unwavering faith in my capability.  

I am extremely grateful to my fellow research team members, Jodie Bailie, Dr Veronica 

Matthews and Professor Ross Bailie, as well as Perri Hull and Kerryn Harkin, for their collegiality 

and collaboration, friendship and continuous support as we undertook this project together. 

Jenny Brands, Dr Gill Schierhout, Dr Frances Cunningham, Anna Sheahan and Cynthia Croft were 

also involved at the start of the ESP project. 

I thank all co-authors for their intellectual input, encouragement and constructive criticism on 

multiple manuscript drafts.  

Sincere thanks to all who participated in the ESP project, and especially those who shared their 

time, contacts and insights to provide evaluation feedback, and those who trusted me with data 

from their interviews.  



16 

 

I acknowledge and thank staff of participating PHC services and their communities, and 

members of the ABCD National Research Partnership. The data used in the ESP project reports 

were made available through their enthusiasm and commitment to improving Aboriginal and 

Torres Strait Islander health.  

Thank you to my many colleagues in the CRE-IQI network. 

I am grateful to colleagues at Menzies School of Health Research who provided long-distance 

expert or technical advice, logistics and encouragement. I particularly thank Lynette Feeney for 

decades of friendship and knowledge sharing. I thank Audra de Witt for checking data coding 

and Lisa Whop for sharing her advice and study experience.  

I thank Dr Katharine Evans for helping to compile and proof-read my thesis. 

Personal 

My deepest thanks to Patrick for the unfaltering practical and emotional support, constant 

encouragement and care, patience and proof-reading. Heartfelt thanks to you, and to our 

daughters Claire and Freya for being so understanding about the time and commitment the PhD 

has taken, and for adjusting family life around my study needs for so long.  

Thank you to my mother for her encouragement and pride in me undertaking this study. 

Thank you to my friends for helping me with work-life balance, and for caring, listening and not 

always asking ‘have you finished your PhD yet’? I sincerely thank Karen Piper and Steve 

Guthridge for their generous hospitality during my trips to Darwin.  

  



17 

 

Publications 

 

Chapter 2: Laycock A, Bailie J, Matthews V, Bailie R. Interactive Dissemination: Engaging 

Stakeholders in the Use of Aggregated Quality Improvement Data for System-Wide Change in 

Australian Indigenous Primary Health Care. Front. Public Health. 2016; 4:84. 

Chapter 4: Laycock A, Bailie J, Matthews V, Cunningham F, Harvey G, Percival N, Bailie R. A 

developmental evaluation to enhance stakeholder engagement in a wide-scale interactive 

project disseminating quality improvement data: study protocol for a mixed methods study. 

BMJ Open 2017; 7: e016341.  

Chapter 6: Bailie J, Laycock A, Matthews V, Bailie R. System-Level Action Required for Wide-

Scale Improvement in Quality of Primary Health Care: Synthesis of Feedback from an Interactive 

Process to Promote Dissemination and Use of Aggregated Quality of Care Data. Front. Public 

Health. 2016; 4:86. 

Chapter 7: Laycock A, Bailie J, Percival N, Matthews V, Cunningham F, Harvey G, Copley K, Patel 

L, Bailie R. Wide-Scale Continuous Quality Improvement: A Study of Stakeholders' Use of Quality 

of Care Reports at Various System Levels, and Factors Mediating Use. Front Public Health. 2019; 

6:378.  

Chapter 8: Laycock A, Harvey G, Percival N, Cunningham F, Bailie J, Matthews V, Copley K, Patel 

L., Bailie R. Application of the i-PARIHS framework for enhancing understanding of interactive 

dissemination to achieve wide-scale improvement in Indigenous primary healthcare. Health Res 

Policy & Syst 2018; 16(1).  

Chapter 9: Laycock A, Bailie J, Matthews V and Bailie R. Using developmental evaluation to 

support knowledge translation: reflections from a large-scale quality improvement project in 

Indigenous primary health care. Health Res Policy & Syst 2019; 17(70).  



18 

 

Abbreviations 

 

ABCD  Audit and Best Practice for Chronic Disease 

ARF  Acute rheumatic fever 

CQI  Continuous quality improvement  

CRE-IQI Centre for Research Excellence in Integrated Quality Improvement in 

Aboriginal and Torres Strait Islander Primary Health Care 

DE  Developmental evaluation 

ESP Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps, Barriers 

and Strategies for Improvement in Primary Health Care 

i-PARIHS Integrated Promoting Action on Research Implementation in Health Services 

KT  Knowledge translation 

NHMRC  National Health and Medical Research Council 

PARIHS  Promoting Action on Research Implementation in Health Services 

PHC  Primary health care 

RHD  Rheumatic heart disease  

TDF  Theoretical Domains Framework 

 

 

 



 
 

 

 

 

 

 

Introduction 

 

 

 

 

 

 

 

 

 

 

 

  



 
 

 

 

  



 
 

Chapter 1 The research context, literature review, 

aims and objectives 

 



22 
Introduction – Chapter 1  

Background  

Continuous quality improvement (CQI) approaches are used by many primary health care (PHC) 

services to drive improvements that will lead to better client outcomes (1). CQI processes 

generally involve health care teams using data and undertaking repeated cycles of change to 

identify areas for improvement, develop and implement strategies to strengthen care systems 

and monitor outcomes (1-3). CQI can play an important role in improving care provision for 

population groups with specific health needs and tailoring systems and interventions to care 

settings (4).  

Indigenous Australians, as a population group, experience poorer health (5-7) and poorer access 

to health services (8-10) than the general Australian population. Improvements in Indigenous 

people’s health have been made in recent years, however significant challenges remain. 

Disparities are reflected across a range of health and wellbeing indicators (6, 11), highlighting 

the need for system-wide strategies to improve the quality of PHC provided to Indigenous 

people (12). CQI is now an integral part of many PHC services through which Indigenous people 

access care (13, 14), and there is evidence of the effectiveness of CQI in improving care and 

outcomes in this context (15-19).  

The Audit and Best Practice for Chronic Disease (ACBD) National Research Partnership (14) 

compiled comprehensive data on the quality of PHC received by Indigenous people over more 

than a decade. These data have provided the opportunity to design, implement and evaluate a 

wide-reaching knowledge translation (KT) and dissemination project. Consistent with definitions 

of KT (20-23) and dissemination (24), the ‘Engaging Stakeholders in Identifying Priority 

Evidence-Practice Gaps and Strategies for Improvement’ (ESP) project used an interactive 

process to promote knowledge exchange and evidence use. The ESP project engaged a range of 

stakeholders in interpreting CQI data from 175 Indigenous PHC centres across five Australian 

jurisdictions for the purpose of informing large-scale improvement in the delivery of evidence-

based PHC for Indigenous people. 
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The KT research presented in this thesis is a study of the ESP project. This introductory chapter 

describes the research context and establishes the contribution that will be made by the 

research. It provides a brief overview of Indigenous health, health policy development and PHC 

provision in Australia, followed by overviews of CQI and CQI implementation in Indigenous PHC, 

and relevant KT and dissemination literature. Gaps in knowledge in relation to CQI and CQI 

implementation in Indigenous PHC are identified. The chapter concludes with the research aim 

and objectives.  

Indigenous health in Australia 

Historical context and health outcomes  

In June 2016 (the latest available estimate), an estimated 798,400 Indigenous people made up 

3.3% of the Australian population (25). Australia has one of the highest life expectancies in the 

world and a universal health insurance scheme. However, like many Indigenous populations 

worldwide (26, 27), the legacy of colonisation has had a lasting effect for Indigenous 

Australians. Experiences such as dispossession of land, separation of Indigenous children from 

their families, disempowerment, racial discrimination and social and economic exclusion, along 

with remote living locations for many, and impacts relating to the social determinants of health, 

are reflected in poorer access to health services and in health and wellbeing outcomes (28-31).  

For Indigenous Australians born in 2010-2011, life expectancy is estimated to be 10.6 and 

9.5 years less than for non-Indigenous males and females, respectively (6). In 2015, the 

mortality rate for Indigenous infants was 1.9 times the non-Indigenous rate (32). Chronic 

conditions currently account for two-thirds of the health gap and 64% of the total burden of 

disease among Indigenous people (32). Rates of diabetes are 3–4 times higher than for non-

Indigenous Australians (33) and type 2 diabetes occurs at earlier ages (34). Indigenous people 

aged 35–44 years are 4.7 times as likely to report coronary heart disease (33). Between 2009–

2013, the notification rate of end stage renal disease was 6.2 times higher compared with non-

Indigenous people (6, 33). Rheumatic heart disease (RHD) accounts for one of the greatest 

disparities: Indigenous Australians are 55 times more likely to die from acute rheumatic fever 
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(ARF) or RHD (35). Indigenous people report experiencing psychological distress at 2.5 times the 

rate of other Australians (30).  

At least 34% of the health gap is linked to social determinants including education, 

employment, income, incarceration and housing quality (36). When combined with behavioural 

risk factors (e.g. tobacco and alcohol use), those factors contribute to over 53% of the gap (32). 

Addressing these inequalities is complex and challenging. It requires coordinated, system-level 

action across the health system and other sectors relevant to the social determinants of health 

(26, 37).  

Improvements in Indigenous people’s health have been made in recent years. Contributing 

factors include greater Indigenous control of, and participation in, health services (11, 32, 37, 

38), policy reform (39), increased access to culturally appropriate and effective health care (11, 

32, 33, 37) and evidence (37), educational attainment (11) and changes in health behaviours 

(11). There was a 33% decline in the mortality rate for Indigenous children (0–4 years) between 

1998 and 2015, and a 13% decline in low birthweight babies born to Indigenous mothers 

over a similar period (32, 33). In 2015, immunisation coverage rates for 5-year-old Indigenous 

children were slightly higher than for other children (32). Deaths due to circulatory disease 

reduced by 43% between 1998 and 2015 and kidney disease death rates reduced by 47% in the 

decade to 2015. Smoking rates decreased by 9% between 2002 and 2015 (32). Fewer young 

people aged 15–17 years are smoking (30% in 1994 and 17% in 2015) (11). Risky alcohol use has 

also reduced (11). The number of Indigenous people having annual Medical Benefits Schedule 

preventive health checks (consultations) rose significantly from around 22,500 in 2006–2007 to 

nearly 197,000 in 2015–2016 (11). Effective interventions in, for example, risk factor prevention 

and chronic disease management are needed to strengthen these trends and address significant 

remaining challenges. 

Indigenous health policy reform 

The emergence of Indigenous community controlled medical services and Indigenous health 

policy development in the 1970s heralded legislation and policy reforms and stronger 
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Indigenous representation in health services policy and management (39). Over the past four 

decades, Indigenous leadership and engagement have been crucial in developing policy 

responses to Indigenous health inequity. An important policy commitment was made in 2008, 

when the Council of Australian Governments committed to working with Indigenous people to 

achieve equality in health status and life expectancy (40). The targets in the National Indigenous 

Reform Agreement (41) reflect evidence that social determinants have a profound impact on 

health and wellbeing (42, 43). While progress in meeting the education targets is encouraging, 

the health targets to ‘close the gap’ in life expectancy by 2031 and halve the gap in mortality for 

Indigenous children under five by 2018 are not on track to be met (44). The ‘closing the gap’ 

agreement was followed in 2013 by a health policy framework (37) and a 10-year 

Implementation plan (45) that focuses on policies and programs to improve health, social and 

emotional wellbeing and resilience. The plan incorporates Indigenous concepts of health as 

holistic (46) and recognises that strong connection to Indigenous culture is strongly correlated 

with good health for Indigenous people, through strengthened identity, resilience and wellbeing 

(47, 48).  

Policy development approaches advocated for accelerating Indigenous health improvement 

include: participatory approaches that build on existing capacities and strengths (36, 44, 48-50) 

and acknowledge Indigenous community priorities (48, 51); partnering between stakeholders to 

set priorities and design strategies (44), and; approaches that support Indigenous use and 

ownership of data about Indigenous people (50).  

Collectively, these approaches have the potential to mobilise evidence, strengthen Indigenous 

community participation and leadership, develop policies and programs that respond to local 

contexts and priorities, and improve population health (50, 52). They require timely, accessible 

and relevant data to empower decision-making and greater health service end-user capability in 

data analysis and research (50).  
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Primary health care  

International principles of PHC  

The principles of health equity as part of social justice, community participation, and universal 

access to PHC were established in the World Health Organization 1978 Declaration of Alma Ata 

(53, 54). Empowered people and communities, multi-sectoral policy and action, and integrated 

health services that meet people’s health needs throughout their lives continue to be key 

components of PHC (55). The 2018 Global Conference on PHC, held in Kazakhstan, affirmed the 

principles outlined in 1978 in a new declaration emphasising the critical role of comprehensive 

PHC in addressing contemporary population health and health system challenges. The 2018 

Declaration of Astana (56) reinforces the ethical, political, social and economic imperative of 

achieving health equity and reducing disparities in health outcomes for vulnerable populations, 

and emphasises the need for care that is accessible, integrated, safe and high-quality (56).  

PHC services operate within broader, complex health and social systems (57, 58). There is 

accumulating international evidence linking strong PHC systems with better community and 

population health outcomes, greater equity in health throughout populations and more 

economic use of health resources (59-62). Some research also suggests that system-

strengthening strategies should be informed by those who work in and use PHC services (63). 

An important approach for the strengthening of health care systems is systems thinking - a 

problem solving approach that views ‘problems’ as part of a wider, dynamic system (64). 

Systems thinking promotes understanding of the linkages, relationships, interactions and 

behaviours among the elements that make up the entire system and the potential of the 

synergies that emerge from those interactions (64). It encourages the engagement of diverse 

stakeholders in learning, planning and evaluating PHC system improvement (12). 

PHC provision for Indigenous communities in Australia 

In Australia, PHC encompasses a range of providers and services across the public, private and 

non-government sectors. PHC services include health promotion, prevention and screening, 

early intervention, treatment and care management (65). Reforms such as the establishment of 
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Primary Health Networks (66) and the recent piloting of a ‘Health Care Homes’ (67, 68) 

approach aim to reduce the fragmentation of PHC services and to improve the efficiency, 

coordination and integration of local systems to better meet client needs (69).  

Indigenous people access PHC through Indigenous community-controlled and government-

managed health services (70) and through private general practices. Services are located in 

diverse geographic settings: approximately 35% of Indigenous people live in major cities, 43% 

live in regional areas and 22% in remote or very remote areas (11). Different settings pose 

specific challenges for care systems (15, 71, 72). Health services in remote or very remote areas 

are often challenged to recruit staff and deliver a broad range of services (11), while those in 

regional and urban settings must coordinate and monitor care for clients who use multiple 

service providers for chronic illness management (15, 16, 71, 73). Regardless of setting or 

provider, the burden of ill health and the high acute care needs of many clients can limit the 

capacity of PHC teams to provide holistic care (73, 74). These realities reinforce the need for 

evidence-based policies and stronger systems for PHC delivery.  

There is an important body of literature about Indigenous Australians’ experiences of PHC and 

what characterises and supports effective care. Valued characteristics include respectful 

provider-client relationships, understanding of clients’ needs, Indigenous staff, cultural safety, 

accessibility and tailored approaches to holistic care (13, 48, 73, 75-82). Incorporating these 

cultural and social perspectives into clinical care supports Indigenous clients and communities 

to achieve better health outcomes (12, 76, 79, 81, 82). 

Continuous quality improvement 

CQI principles and processes 

CQI has been embraced in health care as a way of improving the use of evidence in care 

delivery, with wide uptake internationally and in Australia over the past three decades. Kaluchy 

and McLaughlin define CQI as “a structured organisational process for involving personnel in 

planning and executing a continuous flow of improvements to provide health care that meets or 
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exceeds expectations” (2: pp 4-5). This definition provides for the expectations of a range of 

stakeholders, such as those who receive care, (including population groups with distinct needs), 

those who deliver and manage health services, those who produce the evidence that guides 

care, funders and governments. Identifying and addressing differing expectations requires the 

participation of all stakeholders in CQI.  

CQI places emphasis on improving the efficiency and effective functioning of organisational 

systems (4, 12, 16, 84), in recognition that system development and function impact on quality 

of care outcomes for clients (85, 86). Rubenstein et al. (1) found consensus among quality 

improvement researchers and practitioners on three essential features of CQI methods:  

• systematic data guided activities  

• designing with local conditions in mind 

• iterative development and testing (1). 

Other common characteristics of CQI include the intention to change how care is organised, 

structured or designed, use of recognised change methods (e.g. Plan-Do-Study-Act cycles), 

implementation by teams with the involvement of participant leaders and a culture of collective 

responsibility that relates most problems to the functioning of systems rather than to individual 

efforts (1, 3, 4, 87-89). The World Health Organization identified CQI as one of the core skills 

needed by the health care workforce to meet the challenge of chronic illness care in the 21st 

century (53).  

Continuous quality improvement and large-scale change 

International and Australian evidence supports CQI as effective in improving the standard of 

care, particularly when: 

• contextual factors are taken into account to tailor improvement strategies (90) 

• technical resources and CQI training are in place and CQI data are trusted (91, 92) 

• there is a supportive organisational culture and leadership and routine involvement of 

staff in CQI (91, 93-96) 
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• CQI is applied system-wide (85, 93, 97).

The literature also suggests that where common gaps in care provision occur across multiple 

health services and centres, they are likely to be caused by weaknesses in the broader PHC 

delivery system and require a multi-level approach to improvement (e.g. individual, team, 

organisation and larger system strategies) (98). Simultaneous and complementary strategies at 

each level are likely to achieve greater and longer-lasting impact (98).  

Continuous quality improvement in Australian Indigenous primary health care 

In Australia, CQI in PHC has developed in a positive policy environment. CQI is recognised as a 

key element in health service accreditation and CQI activities are supported through, for 

example, access to CQI tools and training (92, 99-102) practice-based CQI facilitators (102, 103) 

and the establishment of Australian Primary Care Collaboratives (104) and local CQI networks 

(92, 103).  

Important developments in CQI have occurred in the Indigenous health sector, where they 

evolved from a focus on national performance indicators and targets in the 1990s (105) into an 

organised, structured and system-based approach to using CQI (4, 12, 92, 105). A system-based 

approach includes multiple services, managers, policy makers and others at various levels of the 

health system in working together to overcome systemic barriers to improving care (12). CQI 

methods were shown to be acceptable and effective for Indigenous PHC services and 

communities through applied research in the early 2000s (4, 92), leading to individual service 

initiatives and large-scale CQI programs including Healthy for Life (105, 106) and the ABCD 

program (2002–2014) (92, 107). The Australian Government has funded the development of a 

‘National Framework for Continuous Quality Improvement in Primary Health Care for Aboriginal 

and Torres Strait Islander People 2018–2023’ (108, 109) to guide the embedding of CQI at 

different PHC system levels.  

The essential features of CQI as identified by Rubenstein et al. (1) are acceptable to the 

Indigenous PHC sector for their use of practice-based data (110), for processes that draw on 
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experiential and contextual knowledge to tailor improvement strategies to local communities 

and available resources (4), and for iterative participatory approaches (111) that can 

incorporate Indigenous research values (112), build capacity and support self-evaluation (4). 

ABCD National Research Partnership 

The ABCD National Research Partnership (2010-2014) (the Partnership) was a system-based 

research network bringing together stakeholders across six Australian jurisdictions. Sixty 

organisations, including Indigenous health support organisations, government health 

departments, research institutions, government-operated and community-controlled PHC 

services, partnered to guide and participate in research to improve the quality of PHC provided 

to Indigenous communities (12, 14, 113). 

The research aims of the Partnership were to: 

• explore the factors that underlie variations in quality of care between health centres 

and regions 

• identify specific strategies that have been effective in improving PHC performance 

• work with health centre staff, management and policy makers to enhance the effective 

implementation of successful strategies (113). 

Led by the Menzies School of Health Research, the Partnership built on the ABCD program of 

research that commenced in 2002 with a project supporting 12 Indigenous PHC services in the 

Northern Territory to improve care delivery systems for the prevention and management of 

chronic disease (105). The ABCD project used participatory action research approaches and an 

adapted Plan-Do-Study-Act process to test the effectiveness and acceptability of CQI 

methodology in Indigenous PHC settings (4). As a result, clinical audit and systems assessment 

tools and processes and a systematic approach were developed to assist PHC staff to identify 

and address barriers to delivering services that accorded with best practice guidelines (114). The 

research was extended to involve 69 health centres nationally by 2010 (107).  
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The Partnership continued to expand the evidence base for CQI, while One21seventy, the 

National Centre for Quality improvement in Indigenous PHC, mobilised this knowledge through 

service support. Between 2010 and 2016, One21seventy provided staff training, tools and 

processes to support CQI audits and system assessments and web-based data analysis and 

reporting to 270 PHC centres nationally (14). Audit tools were developed for chronic Illness 

care, child health, maternal health, preventive health, mental health, ARF/RHD, sexual health, 

youth health, health promotion, consumer perspectives of quality of care and tobacco control 

(14, 115). Figure 1 illustrates the progression of the ABCD program of CQI research.  

 

Figure 1 The ABCD program of CQI research. Source (14).  

Between 2005 and 2014, 175 health centres provided the Partnership with de-identified data 

from the use of the clinical audit and systems assessment tools and processes (Figure 2). This 

period of CQI research and development, and the data generated, have provided a unique 

resource for understanding variation in quality of care and what is needed to improve service 

delivery for Indigenous communities. Key research findings included: a general trend of 

improvement in the overall quality of care among participating health centres over 5–10 years; 

wide variation between health centres and between jurisdictions in the quality of care 
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delivered; identification of aspects of care that were delivered relatively well and aspects where 

consistent evidence-practice gaps were evident across the system and; the importance of 

regional support, and organisational and team capacity building in CQI (115).  

Figure 2 Health centres enrolled in the ABCD Partnership and registered with One21seventy. Source 

 (14). 

Centre for Research Excellence in Integrated Quality Improvement (2014-2019) 

The NHMRC-funded Centre for Research Excellence in Integrated Quality Improvement (CRE-

IQI) (2014–2019) was established as an ‘innovation platform’ (116) to improve Indigenous 

health outcomes by accelerating and strengthening large-scale PHC quality improvement 

efforts. The CRE was initially established at Menzies School of Health Research in late 2014 and 

transferred to the University Centre for Rural Health, University of Sydney in early 2017. Many 

of the stakeholders involved in the ABCD Partnership have continuing involvement in the CRE-

IQI, which is an open collaboration between researchers, policy and service delivery partners to 

integrate quality improvement into organisational systems and cultures. The key areas of CRE-

IQI research are: refining and building new processes and tools; improving data reporting 

systems; improving the use of CQI data in clinical governance, management and practice; 
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building CQI capacity in the Indigenous workforce and; monitoring and evaluating the impact of 

the CRE-IQI (116). The ESP project was strongly aligned with the CRE-IQI objectives. The aim of 

the ESP project was to test and refine a dissemination process, report and promote use of CQI 

data in clinical governance, management and practice and build workforce capacity, thereby 

addressing several CRE-IQI research aims. 

Gaps in CQI research in Indigenous PHC 

The ABCD program of CQI research established system-based participatory research in CQI (12) 

and achieved significant improvements in clinical systems development and client outcomes 

(91, 114, 117). Generally, CQI programs and processes have been shown to improve service 

delivery rates and clinical outcome measures in Indigenous clients (15-19, 118-120). 

Despite these achievements, professional and organisational barriers persist in implementing 

CQI at individual, team, service and health system levels (121) and its impact on changes to 

health service systems is variable (122). Two recent scoping systematic reviews drew on studies 

conducted across a range of PHC service types and settings to identify applied research needs in 

Indigenous CQI (121, 122). One review identified a need for research and evaluation that more 

completely describes CQI processes, implementation strategies and barriers and enablers to 

implementing CQI and improving care (121). The other review called for more research that is 

grounded in the realities of service delivery, contributes to CQI capacity and builds in KT (122). 

In 2015, an international scoping systematic review also identified the need for research guiding 

the selection of strategies to overcome barriers to implementing best-practice care guidelines 

(123). A further gap in knowledge exists in whether, and how, the CQI methods used at a team, 

practice or service level can be applied at scale using regional- or national-level data to plan 

system-wide improvement, raise standards of care and improve health outcomes at a 

population level.  
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Knowledge translation and dissemination 

As previously stated, the core theme of this thesis is KT through stakeholder engagement with 

evidence to improve the quality of Indigenous PHC. KT or implementation research generally 

refers to the study of methods to promote the uptake of evidence into routine practice, (e.g. 

through care practices and interventions), or the study of influences on behaviours in health 

care or population settings (124). 

A widely adopted definition of KT was developed by the Canadian Institutes for Health Research 

in 2000: “a dynamic and iterative process that includes synthesis, dissemination, exchange and 

ethically-sound application of knowledge to improve health …, provide more effective health 

services and products and strengthen the health care system” (125:Para1). Alternative terms for 

KT include implementation, research utilisation or translation, knowledge transfer or exchange, 

knowledge utilisation and mobilisation (23).  

Although sometimes used as a synonym for KT, the term dissemination more often implies a 

‘push’ process in which researchers provide evidence to those who may use it (20). In their 2010 

systematic scoping review of dissemination frameworks, Wilson et al. define dissemination as 

“a planned process that involves consideration of target audiences and the settings in which 

research findings are to be received and, where appropriate, communicating and interacting 

with wider policy and health service audiences in ways that will facilitate research uptake in 

decision-making processes and practice” (126:2).  

KT approaches emerged from the evidence-based medicine movement that gained traction in 

the 1990s (127). The movement was founded on the premise that making evidence more easily 

accessed and understood (e.g. through systematic reviews, clinical guidelines and teaching) 

would more likely result in its transfer into practice (128). However, the challenges of 

translating evidence into policy and practice to improve care are well documented (129-132) 

and challenge the original assumption that it was largely an issue of making evidence more 

accessible. Studies have demonstrated that these translational processes are non-linear, messy, 
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complex and unpredictable (133, 134) and are influenced by interacting and interdependent 

factors (135) that operate at different levels (e.g. clinician, team, organisation, wider 

environment) (98, 136). These factors include the priority information needs and the 

implications of evidence for different stakeholder groups, available resources, professional 

boundaries and social interactions, leadership, organisational cultures, the credibility of the 

evidence, policies and regulations and the context for evidence use (133, 137-139). Many of 

these influences were identified in Greenhalgh et al.’s 2004 landmark review of the diffusion of 

service innovations in healthcare (139). These factors are likely to influence the use of CQI data 

by Indigenous PHC stakeholders engaging with the ESP project.  

Use of theories, models and frameworks in KT 

Effective KT involves an understanding of barriers and enablers to change, the adaptation of 

knowledge to audience needs and contexts, the use of strategies that facilitate evidence use, 

and implementation planning, action, monitoring and evaluation (134, 140-142). Multiple 

theories, models and frameworks have been designed to help guide, understand and enhance 

these processes.  

In a 2010 review, Wilson et al identified 33 conceptual frameworks to guide dissemination, with 

28 underpinned by persuasive communication and/or diffusion of innovations theory (143) 

and/or social marketing approaches (24). In their 2012 narrative review, Takab et al. identified 

61 commonly cited theories and frameworks for understanding and planning or implementing 

KT (144). These KT theories, models and frameworks (145) generally address one of three aims: 

1) describing and/or guiding the KT process; 2) understanding and/or explaining what influences 

outcomes; and 3) evaluating implementation (145). Nilsen recently developed a taxonomy (145) 

identifying five key categories of theoretical approaches to achieve these aims:  

1. process models (e.g. the ‘Knowledge to Action framework’ (21))  

2. determinant frameworks (e.g. the Promoting Action on Research Implementation in 

Health Services framework (PARIHS) (146), the Theoretical Domains Framework (147))  

3. classic theories (e.g. Theory of Diffusion (143))  
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4. implementation theories (e.g. Normalisation Process Theory (148))

5. evaluation frameworks (e.g. PRECEDE-PROCEED (149)).

Process models usually describe or guide the process of planning, sequencing and carrying out 

implementation work, but do not identify determinants associated with implementation 

success (145). For example, the Knowledge to Action framework conceives knowledge creation 

and application as phased, dynamic processes involving adaptation to context and tailoring to 

user needs (21). Conversely, determinants frameworks specify or structure the determinants 

that influence outcomes (and may suggest the relationships between them) but provide limited 

guidance for the processes of implementation (145). Determinant frameworks are potentially 

useful for designing strategies that aim to change relevant determinants (e.g. barriers and 

enablers for successful implementation) and recognise that there are many interacting 

influences on change. Classic theories describe change mechanisms and how change occurs 

(e.g. theories concerning behaviour change or relationships between individuals) but do not aim 

to facilitate change. Implementation theories assist in understanding and explaining aspects of 

implementation, while evaluation frameworks provide a structure for evaluating 

implementation work (145). In this research, the Theory of Diffusion may assist in 

understanding how improvements in PHC quality are adopted, while determinant frameworks 

are relevant to understanding barriers and enablers for successful implementation of the ESP 

project.  

Determinant frameworks identified as sufficiently accessible and flexible for use in Indigenous 

Australian PHC services and programs (150) include the PARIHS framework (146) and the 

Consolidated Framework for Implementation Research (151). The PARIHS framework 

conceptualised key factors and interactions that influence the successful implementation of 

evidence-based practice, namely: evidence, context and facilitation processes (128, 146). The 

Consolidated Framework for Implementation Research was developed by reviewing 19 theories, 

frameworks and models to capture five key domains influencing KT: intervention characteristics; 

outer and inner settings; characteristics of individuals; and the process of implementation (151). 
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The Theoretical Domains Framework (147) is a determinant framework that proposes 14 

theoretical domains influencing health professionals’ behaviour (147). It can be used to assess 

individual barriers to delivering high quality care, (e.g. to guide implementation strategies). 

There is evidence that improvement strategies are more likely to succeed if barriers to 

effectiveness are identified and addressed at the outset (152, 153). The use of KT frameworks 

can assist in these processes and have informed the design of the ESP project and the methods 

used in the developmental evaluation of the ESP project.  

Approaches for involving knowledge users in KT 

The past two decades have seen a move away from research-driven translation and linear 

models of research use that conceptualise research producers and research users as separate 

communities (154). Simple linear models assume ‘knowledge push’ from researcher producers 

to potential users and ‘knowledge pull’ from users. They do not address the complex nature of 

knowledge and knowledge use (155), nor the role of context in knowledge creation (154, 156).  

Evidence is being built about how best to engage knowledge users in research processes to 

collaboratively produce and use evidence (157). An approach gaining currency in health services 

research, and widely believed to increase research impact, is knowledge co-production or co-

creation (156, 158). Knowledge co-creation incorporates systems thinking, attends to processes 

and relationships and takes an adaptive approach to conceiving, designing and conducting 

research and implementing ‘real-world’ findings (156, 158, 169). It recognises that different 

types of evidence are needed to effect high quality health care (e.g. biomedical, contextual, 

experiential evidence) (155, 158, 160, 161). This approach aligns with integrated KT, which 

involves research users as active partners and expert contributors throughout a research 

process as a way of enhancing the relevance and use of research findings (162). Models of 

engaged scholarship have also gained traction. These involve collaborative inquiry between 

academics and practitioners that leverages and integrates the perspectives of multiple 

stakeholders to generate useful knowledge (163-165). These engagement approaches are 

characterised by multi-directional learning and power-sharing (165) and imply attention to 
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building capacity within organisations or stakeholder groups to engage with and apply research 

(12, 166, 167).  

The engagement of knowledge users in research processes to collaboratively produce and use 

‘real world’ evidence for improving the delivery of PHC in Indigenous settings was the key tenet 

of the ESP case study project for this research.  

Approach used in the Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps, 

Barriers and Strategies for Improvement in Primary Health Care project for engaging 

stakeholders in KT 

The design of the ‘Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps, Barriers 

and Strategies for Improvement in Primary Health Care’ (ESP) project was informed by 

participatory research and CQI approaches (12), evidence that input from stakeholders in 

different roles can provide important insights into barriers, enablers and strategies for 

improving health care (168, 169) and theory-informed KT research (170). The project design 

incorporated the use of a determinant framework, namely the Theoretical Domains Framework 

(TDF) (147, 171). Processes used in the ESP project drew on a generic TDF questionnaire 

developed by Huijg and colleagues (172), which was tailored with reference to the Indigenous 

PHC context and stakeholders and the system determinants of PHC centre performance (152, 

173).  

A 2016 scoping review found that processes integrating KT into research and user involvement 

in research-related decisions or activities were not well described. It identified the need for 

systematic planning, detailed documentation and evaluation linking processes and outcomes 

(157).  

In summary, this translation and dissemination research was informed by KT theory and 

relevant KT frameworks. The aims and design of the ESP case study project, the growing body of 

research about involving knowledge users in KT and the identified need to more fully describe 

and evaluate processes for integrating KT into research provided guidance for the approach and 

methods used and for the products emerging from this research. 
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Conclusion and rationale 

This chapter has drawn on literature to describe the research context and to identify needs and 

opportunities to improve Indigenous PHC delivery and population health outcomes through 

large scale CQI research. Participatory CQI approaches have been established in Indigenous PHC 

through the ABCD National Research Partnership and the CRE-IQI. These participatory 

approaches engage health service staff in data collection and use, knowledge sharing, 

improvement planning and implementation. However, they primarily focus on the use of local 

and organisational level data by PHC teams. There is potential to use CQI data to develop 

evidence-based policies, stronger systems for PHC delivery and targeted program strategies at 

regional and national levels, and evidence that people who work in and use Indigenous PHC 

services should inform these processes. The ESP project was designed to explore this 

potential through wide scale participatory CQI research.  

There is a gap in literature informing whether, and how, CQI-based methods can be used at 

scale for wider system improvement. The need for research and evaluation that more 

completely describes CQI processes, barriers and enablers to implementing CQI and improving 

care, and which contributes to CQI capacity and builds in KT has also been identified.  

This PhD research addresses these gaps in knowledge, drawing on KT theory and using 

methodology that was developed to enhance innovation and use of evaluation findings as a 

project is implemented, namely developmental evaluation (DE).  

Research aim and objectives 

The overall aim of this research was to evaluate a knowledge translation strategy using a 

developmental evaluation (DE) approach. The DE aimed to review, inform, refine and assess the 

translational processes in a project that engaged stakeholders with CQI data from Australian 

Indigenous PHC centres for the purpose of informing efforts to achieve multi-level system 

improvement in PHC systems for Indigenous people. This thesis addresses the following 

research objectives:  



40 
Introduction – Chapter 1  

1. To refine the design, reports and processes used within the project to enhance 

translation of PHC CQI data. 

2. To explore barriers and facilitators to stakeholder engagement in the development and 

use of such data. 

3. To identify how aggregated CQI data and findings are used by stakeholders, and factors 

influencing that use.  

4. To assess the overall effectiveness of the interactive dissemination process as a 

strategy for KT. 

The specific aims of each chapter and publication are: 

Section One: The case study project 

Chapter 2: To describe the context, aims, approach, data source and interactive dissemination 

processes used in the ESP project to engage stakeholders in a theory-driven approach to 

identify and address priority evidence-practice gaps in care delivery. 

Section Two: Study approach and methods 

Chapter 3: To summarise the development, principles and practice of DE. 

Chapter 4: To describe the study protocol, specifically the methods used to investigate factors 

influencing stakeholder engagement and use of findings, to guide refinements to the ESP 

project and to evaluate the success of project implementation. 

Section Three: Study findings 

Chapter 5: To summarise the developments and refinements made to the ESP design, reports 

and processes in the context of the wider KT literature (objective 1).  

Chapter 6: To investigate and report on stakeholders’ perceptions of the barriers and 

enablers to addressing priority evidence-practice gaps in two aspects of Australian 

Indigenous PHC and identify key drivers for system improvement (research objectives 3, 4). 
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Chapter 7: To investigate and report how stakeholders used, or proposed to use, the 

aggregated data and co-produced findings and their perceptions of enablers and barriers to 

use (research objectives 2, 3). 

Chapter 8: To analyse and report on the implementation (including assessment of barriers 

and enablers) of the wide-scale interactive dissemination process in the Australian 

Indigenous healthcare context using a theoretically-informed KT framework (research 

objectives 1–4). 

Section Four: Discussion and conclusions 

Chapter 9: To reflect on and discuss the benefits, challenges, strengths and limitations of using a 

DE approach in the ESP project, with reference to the Indigenous PHC context, KT aims and 

approach, methods and intended outcomes of the PhD research.  

Chapter 10: To report on the study conclusions in relation to the research aim and each of the 

objectives, key learnings and recommendations for further KT and DE research. 

The thesis makes a significant contribution to knowledge about how to engage PHC 

stakeholders in using CQI data to inform wide-scale policy and system change including barrier-

driven strategies for large-scale improvement. It contributes new knowledge for using 

interactive dissemination processes, and for scaling participatory research, CQI and facilitation. 

The thesis also contributes new knowledge about the use of DE to support KT, and the use of 

the i-PARIHS framework for evaluating project implementation. These unique contributions 

support KT to reduce health disparities between Indigenous and non-Indigenous Australians, 

The thesis also offers knowledge about conducting participatory research, implementation and 

quality improvement more generally.  
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Introduction 

The case study project for this research, the ESP project, was designed as an interactive 

dissemination strategy to enhance the translation of CQI data generated and shared by 

individual health centres as part of the ABCD National Research Partnership described in 

Chapter 1. These CQI data constitute the largest and most comprehensive dataset about quality 

of care delivered by PHC centres in Australian Indigenous communities.  

Over the life of the ABCD Partnership (2010-2014), the collaborative analysis and reporting of 

ABCD data by network members enhanced understanding of the determinants of variation in 

quality of care and supported the effective translation of CQI research findings into clinical 

practice and policy.  

The data could also be aggregated and used to identify aspects of care that health centres 

delivered well and aspects that many struggled to deliver at high levels, indicating where 

changes were needed across the broader health system to enhance service delivery and 

improve health outcomes. This was the primary focus of the ESP project, which became a major 

project of the CRE-IQI when ABCD Partnership funding ended in December 2014.  

Chapter 2 has been written as a journal article describing the ESP project purpose, CQI context, 

KT aims, interactive participatory approach and methods. It discusses the potential of engaging 

stakeholders with aggregated data to inform efforts to achieve system improvement in PHC 

systems for Indigenous people. The article also identifies learning opportunities that are 

presented by the ESP project. Together, this information provides the rationale for the 

evaluation approach and methods presented in Section 2 of the thesis. The article was 

published in the journal Frontiers in Public Health: Public Health Policy.  
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Introduction 

This section of my thesis describes the research approach and methods used to study the 

implementation of the ESP project.  

Chapter 3 presents an overview of DE. It outlines the emergence and principles of this 

approach, compares DE with traditional evaluation approaches, identifies processes used in DE 

and provides examples of its application. The information supports the selection of a DE 

approach for the ESP project and identifies potential challenges to be considered when using DE 

for this purpose.  

Chapter 4 comprises the study protocol, published in the journal BMJ Open. The DE was 

designed to align with the design of the ESP project, and used document analysis, surveys, semi-

structured interviews and facilitated processes with the research team to address the aim and 

objectives of the study through DE. An addendum to Chapter 4 explains and justifies the way in 

which the method used to complete the analysis of evaluation data differed from the published 

protocol.  

Together, the two chapters suggest that a DE of the ESP project has potential to support 

learning and innovation for enhancing knowledge translation. The thesis will also help to 

address the currently limited literature about the use of DE to support CQI and KT research. 
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“Developmental Evaluation supports innovative development to guide adaptation to 

emergent and dynamic realities in complex environments.” (p. 1 (1)) 

Developmental evaluation (DE) is internationally recognised and established as a useful 

evaluation approach for supporting the development of projects, programs, initiatives or 

organisations with timely feedback (2-4).  

The emergence of developmental evaluation 

DE was first described as a distinct evaluation approach by Michael Quinn Patton in 1992 (5). Its 

emergence was part of a shift from focusing on program models and their impact, to focusing 

on systems level change and how programs can make an impact when confounded by the 

systems in which they operate (6). A highly experienced evaluator, Patton identified limitations 

in using traditional evaluation approaches in increasingly complex and changing program 

environments. He reasoned that summative judgements about the merit or worth of an 

intervention based on goal attainment, or the ability to replicate or generalise, meant little in 

volatile environments (7). Formative evaluation, oriented to improving implementation rather 

than adapting it to fit changing environments or needs, was also perceived to have limitations. 

Arguing that initiatives involving multiple stakeholders, fast-paced decision-making and 

uncertainty required greater flexibility (8), Patton developed an evaluation approach that was 

less reliant on measuring outcomes as detailed in linear logic models and more congruent with 

developmental and transformational processes. 

The approach challenged the traditional view of evaluators as independent and external to a 

program or project. Patton identified the need for long-term partnerships between evaluators 

and those engaged in innovative initiatives, presenting the developmental evaluator as a 

facilitator and “part of a team whose members collaborate to conceptualize, design and test 

new approaches in a long-term, on-going process of continuous improvement, adaptation, and 

intentional change.” (p. 30 (7))  
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Sensitivity to complexity was regarded as essential for taking account of changes in participants, 

conditions and learning as an innovation progressed. Adding a complexity perspective was 

considered helpful for incorporating rigorous monitoring and evaluation into dialogue, decision-

making and reality-testing processes (7). 

Comparing traditional and developmental evaluation approaches 

DE has continued to develop as a collaborative, interactive, empirically- and utilisation-focused 

process (4). Key features of DE include: a focus on social innovations where there is no accepted 

model for solving the problem; the intentionality of learning, with the integration of evaluation 

findings into thinking and decision-making; an emergent evaluation design that can respond and 

adapt to changing needs and challenges; the role and position of the evaluator, who typically 

becomes part of the team and; a systems orientation that takes account of relationships, 

boundaries, different perspectives and how components of initiatives interact when collecting 

and analysing data and generating insights (2, 9). 

The following table highlights some key points of difference between traditional and DE 

approaches. 
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Table 1 Comparing traditional and DE approaches 

 Traditional evaluation  Developmental evaluation 

Purposes Formative improves; summative 

tests, proves, validates; 

accountability 

Supports development of 

innovations and adaptations of 

interventions in dynamic 

environments; learning 

Dominant niche Finding out if a program or 

intervention works: focus on 

effectiveness, efficiency, impact, 

scalability 

Exploring possibilities; generating 

and trying ideas; pre-formative and 

non-summative 

Modelling 

approach 

Design based on linear cause-

effect logic model.  

Causality is modelled, 

hypothesised, predicted, tested 

Design based on system thinking to 

track interconnections, map 

dynamics and interdependencies. 

Causality is based on retrospective 

pattern detection 

Measurement 

approach 

Measures success against pre-

determined goals, outcomes 

Develops measures and tracking 

mechanisms as outcomes merge  

Methods 

approach 

Rigorously methods-focused Utilisation-focused 

Interpretation 

processes 

Deduction foremost, may be 

induction. Attribution analysis 

Abduction and pragmatism. 

Contribution analysis 

Accountability Focused on authorities, funders 

stakeholders 

Focused on innovators’ values and 

commitment 

Evaluator stance Independent Part of innovation team 

Desired findings Validated best practices, 

generalisable 

Effective principles to inform 

practice, adaptable 

Approach to 

scaling or model 

dissemination 

Focus on high-fidelity replication Focus on applying principles and 

adaptation to local context 

Evaluator 

attributes include 

Methodological confidence; 

independence; analytical and 

critical thinking 

Methodological flexibility; 

adaptability; creative and critical 

thinking balanced; tolerance for 

ambiguity; teamwork skills 

Source (1, 10) 

 

Principles of developmental evaluation practice 

Drawing on over two decades of DE practice, Patton recently identified eight interrelated and 

mutually reinforcing principles that should be addressed within a DE. 
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1. Developmental purpose: informing and supporting development of the innovation. 

2. Evaluation rigour: gathering, interpreting and reporting data; questioning, 

thinking, engaging.  

3. Utilisation focus: focus on intended use by intended users from start to finish. 

4. Innovation niche: Elucidate how change processes and results involve innovation/ 

adaptation. 

5. Complexity perspective: understand and interpret development through a 

complexity lens, conduct the evaluation accordingly. 

6. Systems thinking: be attentive to interrelationships, perspectives, boundaries and 

other aspects of the social system and context. 

7. Co-creation: Develop the innovation and evaluation together, iteratively, so that 

DE becomes part of the change process. 

8. Timely feedback: time feedback to inform ongoing adaptation as needs, findings 

and insight emerge (4, 11). 

Processes used in developmental evaluation  

As an approach rather than a set of methods, DE provides scope for using whichever methods 

best suit the ‘innovation’ or developmental use. An ‘innovation’ might be a new approach to a 

persistent problem, the adaptation of a program to changing contextual conditions, the scaling 

of a project, or a response to a crisis situation (4). The aims, context, people and organisations 

involved, issues and resources will be unique to each innovation, therefore evaluation methods 

are based on what is likely to be effective with participants in their contexts and what is 

feasible.  

For example, a scan of 12 published DE case studies (4) illustrates the use of various mixed and 

qualitative data collection methods, e.g. document review, meetings/workshops, field visits, 

journaling, interviews, focus groups, surveys, network mapping. All studies, however, referred 

to dialogue and reflective processes among the evaluators and project/innovation participants.  
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The common characteristics of the innovations – the dynamic and complex social systems 

within which they occurred and the need for responsive adaptation – require evaluators to 

facilitate evidence-based reflection and learning, sense-making and collaborative decisions 

among those involved in implementation. Several studies described reflective practice cycles or 

used tools such as the ‘Adaptive reflection and action’ framework to prompt reflection, 

discussion, consideration of options and decision-making, e.g.  

 

What? What are we seeing/hearing? What is data telling us?  

What are the indicators of change or stability? What cues can we capture to 

see changing patterns? 

So what? So, what sense can we make of emerging data? What does it mean to us now 

and in the future?  

What effect are current changes likely to have on us, our participants, our 

extended network and our field of inquiry and action? 

Now what? What are our options? What are our resources?  

When and how can we act – individually or collectively – to optimise 

opportunities now and in the future? 

Adapted from (10) 

It is notable that processes used in CQI generally involve evidence-based reflection and learning, 

interpretation and collaborative decision-making among health teams. The rapid ‘Plan-Do-

Study-Act’ cycles that are often used in CQI have similarities to the reflective practice cycles 

used in these DE case studies.  

Applying developmental evaluation in knowledge translation research 

DE is increasingly recognised as a useful evaluation approach across various disciplines. It is 

used in projects or programs involving social innovation, often because evaluators need to take 

a complexity perspective (12). It has been used, for example, to innovate health care and 

recreation programs in Indigenous communities (13, 14), to develop principles and collaborative 

processes between agencies working to address difficult social and economic issues (e.g. youth 

homelessness, vulnerable children) (15, 16), to engage people living in conflict zones in peace-

building activities (17), to develop and evaluate the activities of an international social change 
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network (18) and to support evaluation leadership in education (4). International recognition of 

DE as a useful approach for knowledge translation and implementation research is also growing 

(19, 20). However, DE studies in the peer-reviewed implementation literature remain limited. 

Examples include the use of DE to enhance the uptake and use of deprescribing guidelines (19), 

to inform changes in a professional development program for health professionals (3), to build 

effective clinical networks (21) and to facilitate stakeholder discussion about the impact of 

research (22). There is a gap in the literature about the use of DE to support CQI and research 

dissemination projects and to study research studies.  

Several characteristics of DE have been identified by research teams as challenging research 

conventions. First, the knowledge generated by a DE is not intended to be generalisable. 

Second, ambiguity and uncertainty tend to persist. Third, data volume is typically high, yet short 

data collection and presentation time-frames are required. These factors may combine to 

constrain the depth of analysis and the contribution to knowledge that is possible. Finally, 

evaluators are often responsible for evaluating the work of their own teams, which can be seen 

to reduce the objectivity of findings (20, 23).  

Conclusion 

DE is designed to help innovators advance change that is tailored to group needs in dynamic 

and complex contexts. A DE approach brings together empirical inquiry focused on the 

innovation or initiative and direct engagement with the innovator to ask evaluative questions, 

apply evaluation logic, gather and report evaluative data and provide timely feedback to 

support development and adaptation (11). The purpose, principles and processes of DE appear 

well suited to the evaluation needs of a novel quality improvement project engaging Indigenous 

PHC stakeholders in using data and sharing knowledge to improve care.  

This study required an approach that would assist the team in identifying and responding to 

emergent participant and KT needs and adapting the ESP project to its Indigenous health 

context. DE appeared to meet these needs while supporting innovation. In addition, DE 
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appeared sufficiently flexible to incorporate different types of knowledge into these evaluation 

processes (e.g. explicit research evidence, experiential and cultural knowledge). My prior 

experience conducting programs in Indigenous settings suggested the need for different types 

of knowledge to inform ESP project implementation.  

Some identified limitations of DE are relevant to this thesis. From the outset, the DE of the ESP 

was designed to produce a high volume of data through multiple cycles of data collection and 

analysis. It also aimed to produce generalisable knowledge for the effective translation of PHC 

CQI data. As a researcher working in a complex PHC context, with experience in participatory 

action research, the risk of ambiguous findings and the positioning of an evaluator within the 

research team were less challenging. 
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Addendum 

The DE occurred concurrently with the ESP project implementation as planned. Data collection 

and analysis were consistent with the published protocol regarding the methods used and the 

number and diversity of interview participants. 

• I drew on administrative records to track project development and implementation, 

including report distribution, stakeholder participation in surveys, team interactions, 

justifications and decisions about changes to the project. 

• I developed and trialled an interview guide with two stakeholders who did not meet 

eligibility criteria, prior to conducting semi-structured interviews with 30 stakeholders 

who were recruited to represent a range of Indigenous PHC roles, organisations types, 

work settings and ESP cycles. 

• I collected and analysed survey data relating to the DE. As the ESP cycles progressed, 

survey respondents had fewer suggestions for adjusting ESP report presentation and 

project processes. ESP project phases 2 and 3 were merged in mid-2015. The evaluation 

questions used in the surveys were adjusted to reflect these changes.  

• I presented evaluation data to the team and facilitated collaborative decisions about 

changes to the ESP project based on these data.  

• I developed a data coding system derived from KT literature. Following code checking 

by a colleague, I deductively and then inductively coded de-identified data from 

interviews and free text survey items, aided by NVivo software.  

The protocol specified that all data types and findings would be synthesised to identify key DE 

findings and outcomes and determine the overall effectiveness of the interactive dissemination 

strategy used in the ESP project (see Table 2). It did not propose the use of a KT framework for 

this purpose. At the end of the ESP project it became apparent that the application of a 

determinant framework could aid analysis and enhance understanding of ESP implementation. 

The Integrated Promoting Action on Research Implementation in Health Services (i-PARIHS) 
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framework was selected post-hoc and applied to undertake a retrospective analysis of ESP 

project implementation.  

The published papers in the following section of the thesis provide further information about 

the methodology, data collection and analysis methods used in this research.  
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Introduction  

Section Three comprises four chapters that collectively address the following objectives:  

1. To refine the design, reports and processes used within the project to enhance 

translation of PHC CQI data. 

2. To explore barriers and facilitators to stakeholder engagement in the development and 

use of such data. 

3. To identify how aggregated CQI data and findings are used by stakeholders, and factors 

influencing that use.  

4. To assess the overall effectiveness of the interactive dissemination process as a 

strategy for KT. 

Chapter 5 addresses objective 1 of the thesis, which is primarily a process objective rather than 

a research objective. The chapter describes the ways in which the ESP project design, reports, 

processes and resources were developed and refined in response to evaluation feedback and 

issues emerging over the course of the project. The information presented in Chapter 5 is drawn 

upon in chapters 6, 7 and 8 to assist analysis and to illustrate findings in relation to addressing 

research objectives 2-4. 

Chapters 6, 7 and 8 have been written as journal articles. Chapter 6 was published in Frontiers in 

Public Health: Public Health Policy. It investigates stakeholders’ perceptions of the barriers and 

enablers to addressing priority evidence-practice gaps in child health and chronic illness care, as 

identified through the ESP project’s interactive dissemination processes. These findings were 

synthesised and analysed to identify key drivers for wide-scale system improvement, resulting 

in the identification of areas of focus for the development of barrier-driven tailored 

interventions to improve health outcomes. These results from implementing the first two ESP 

project cycles suggested that the interactive dissemination process was working effectively as a 

translation strategy for aggregated PHC CQI data.  
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Chapter 7, published in the same journal, reports on how stakeholders working at different 

levels of the health system actually used (or proposed to use) the aggregated data and co-

produced ESP project findings in their practice. The findings reported in the previous chapter 

reinforced the need for strategies that could be adapted locally to address system-wide 

challenges. This chapter reports translational activities at the local level, stakeholders’ views on 

the use of ESP project findings at different levels of the health system, and factors influencing 

use. The paper explores the implications of the findings for conducting participatory research 

and knowledge co-creation processes at scale.  

Chapter 8 reports the results of applying a KT framework to undertake a theory-informed 

retrospective analysis of ESP project implementation. Importantly for this thesis, application of 

the i-PARIHS framework provided greater understanding of how, and how well, the interactive 

dissemination strategy worked to engage the research team and PHC stakeholders in translating 

PHC CQI data. From this analysis it could be concluded that the interactive dissemination 

process was successfully implemented at scale without intense facilitation efforts. The findings 

also have implications for broadening the concept of facilitation and for future use of the i-

PARIHS framework for planning KT research at a system level. Chapter 8 was published in the 

journal Health Research Policy and Systems.  

As explained in Chapter 1 of this thesis, chapters 6-8 each address more than one research 

objective. The findings and conclusions presented in these chapters are therefore 

complementary in nature. For example, when applying the i-PARIHS framework to undertake a 

retrospective analysis of the interactive dissemination process (Chapter 8), it was necessary to 

draw on evaluation feedback and adaptations made to ESP project reports and processes 

(Chapter 5), refer to ESP research findings (Chapter 6) and consider the use of quality of care 

reports by stakeholders and factors mediating their use (Chapter 7).  
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A number of articles from the international literature suggest that information sharing 

strategies that rely on passive knowledge transfer are unlikely to change practice (1-6), 

particularly if they do not provide sufficient information about implementation strategies (7, 8). 

As described, the ESP dissemination strategy aimed to actively engage stakeholders in using 

aggregated CQI data to identify and address priority evidence-practice gaps in care delivery. 

Targeted stakeholders included policy makers, managers, health boards, clinicians and 

researchers in Indigenous community-controlled and government-operated health centres, 

regional support organisations, government departments and research institutions.  

The DE was integrated into the ESP project’s participatory research processes, with the 

evaluator embedded as a research team member. This enabled the team to collect feedback 

through ESP surveys and evaluation interviews about what did and did not work in relation to 

connecting with stakeholders and presenting data, conducting surveys and encouraging 

participation and use of findings. Combined with other evaluation data, the feedback informed 

stakeholder-guided adaptations as the ESP project was implemented. This was particularly 

important given the paucity of literature available to guide an interactive dissemination project 

in the Australian Indigenous PHC context.  

Tables 1-4 in this chapter list key DE findings as reflected through stakeholder feedback and the 

team decisions and adaptations made to the ESP project in response to those findings. They are 

briefly discussed and compared with KT literature. Data informing these key findings are 

provided in the data supplements in Chapters 7 and 8. The timing and sequence of major 

changes to the ESP project are shown in Figures 1 and 2. Examples of ESP project adaptations 

can be observed in the appendices.  

Adjusting report format and content  

The ESP phase reports in each area of care (e.g. mental health) presented: a preliminary analysis 

of improvement priorities based on aggregated CQI data (phase 1); findings from the phase 1 

survey and trend data over time for the identified priority evidence-practice gaps (phase 2); 
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findings from the phase 1 and 2 surveys, culminating in a final report of ESP findings in each 

area of care (phase 3/final report). 

Evaluation findings and adaptations made to ESP reports 

Table 1 Evaluation findings and adaptations made to ESP reports 

Evaluation findings Adaptations 

Stakeholders in different roles had different 

information needs. Some required summarised 

findings, others required detailed research 

reports 

The structure of reports was adjusted to: 1-

page key messages; 3-page executive summary; 

25-page full report 

The reports could be made more meaningful, 

accessible and useable for a wider audience, 

including non-researchers. Some stakeholders 

required more guidance to understand and use 

the reports 

The content of phase reports was refined to 

include:  

• explanations of theory and data trends 

• the addition of diagrams, schema 

explaining relationship between ESP 

data and CQI processes by health 

centre teams 

• a section on ‘how to use this report’ 

Data tables were difficult for some people to 

understand and interpret 

Presentation of health indicator and service 

delivery data was changed from table format to 

visual representation in box-and-whisker-plot 

graphs* 

Confidence in data analysis skills was a barrier 

to participation for some people 

A link to audio-visual slides was added to 

support the explanation of how to interpret 

box-and-whisker-plot graphs* 

Use of ‘academic-style’ language was a barrier 

to engaging with reports 

Plain language summaries accompanied all 

reports from mid-2015 

The ESP findings were considered important to 

a diverse audience, but feedback suggested 

that people with limited experience of research 

may not engage with final ESP reports. A 

concise format was needed 

The key messages from each ESP final report 

were published as a stand-alone document 

with a brief introduction about the research. 

They were distributed with the final reports 

and published on the ESP webpage 

ESP final reports were perceived to be large, 

partly because aggregated and trend data were 

included as appendices 

Separate data supplements were published. 

They accompanied the ESP final reports 

One-page overviews of reported findings in 

each area of care were suggested as an adjunct 

to the ESP reports 

One-page overviews of key findings were 

produced and distributed 

* Box-and-whisker-plot graphs display the distribution of data based on the five-number summary: minimum, 

first quartile, median, third quartile, and maximum. ESP, Engaging Stakeholders in Identifying Priority Evidence-

Practice Gaps and Strategies for Improvement in Primary Health Care 
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Discussion and comparison with existing literature 

The findings summarised in Table 1 and the changes made to ESP reports reinforce findings 

from other studies emphasising the need to make evidence about improvement easy to read 

and accessible in format (6, 9). The structure of reports was modified during the first ESP cycle 

(child health), in line with evidence recommending the use of a 1:3:25 format (1-page key 

messages; 3-page executive summary; 25-page full report) for ‘staged’ access by readers (10, 

11). Report layout was refined using design principles and input from stakeholders (12). These 

refinements included use of larger bold headings, increased use of ‘white space’ to reduce the 

density of text and greater use of diagrams and schema to accommodate visual learning styles. 

Coloured report covers, initially intended only for the final reports, were introduced for phase 

reports to increase their visual impact. Key messages and their implications for system and 

practice change (13, 14) were positioned at the front of ESP final reports – they featured greater 

use of colour and more prominent headings in later ESP cycles. Health service professionals 

commonly have difficulties in interpreting technical/academic language and jargon (6) and ESP 

reports were carefully edited with this barrier in mind. An example final report can be accessed 

at: https://www.menzies.edu.au/icms_docs/243265_Maternal_Health_Final_Report.pdf 

Plain language summaries were introduced with the preventive health phase 2 report (see 

Figure 2) to address concern that the language used in the reports was too academic.  

Summaries accompanied all subsequent phase reports and were widely perceived to improve 

the accessibility and usability of the findings, including use by PHC staff facilitating consumer 

groups (e.g. Indigenous community women’s groups) and use by clinical managers to update 

teams and to stimulate discussion.  

These summaries were modified as the project progressed, e.g. with photos, graphics and 

information targeting different professional groups. The summaries for acute rheumatic 

fever/rheumatic heart disease (ARF/RHD) included an explanation of these health conditions at 

the suggestion of the collaborating expert clinician (Appendix 2). One-page overviews of key 

https://www.menzies.edu.au/icms_docs/243265_Maternal_Health_Final_Report.pdf
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findings were also developed in each area of care (Appendix 3). An example of ‘Key findings and 

messages’ from an ESP final report, published as a stand-alone document, is in Appendix 4.  

Adjusting surveys  

Online ESP surveys were administered with each ESP phase report. The survey questions 

collected demographic information about respondents and their work contexts and drew on 

their professional and contextual knowledge to co-produce evidence for improving care. 

Stakeholders could provide individual or group responses. 

Evaluation findings and adaptations made to ESP surveys 

Table 2 Evaluation findings and adaptations made to ESP surveys 

Evaluation findings Adaptations 

The repetition of survey questions in the first 

ESP cycle drew considerable comment from 

respondents 

Survey questions were rationalised to reduce 

repetition in relation to prioritising each 

identified evidence-practice gap 

Some stakeholders found the surveys too long 

and/or considered the questions too 

repetitious 

 

Survey questions were reduced in number 

across phase surveys. Survey questions were 

refined several times as the ESP project 

progressed, e.g. to avoid repetition, to 

investigate responses to changes 

Many stakeholders who were motivated to 

participate had competing work demands and 

were time poor 

Survey times were extended 

Reminders emails were sent to encourage input 

Some stakeholders did not participate in the 

surveys because they lacked confidence in their 

data analysis skills 

A link to an audio-visual resource was added to 

support the text explanation of how to 

interpret box-and-whisker-plot graphs* 

The survey item gathering information about 

the number of people contributing to group 

responses recording group size as a range (e.g. 

5-10). The team required more specific data 

about the number of survey respondents 

The relevant survey question was adjusted to 

gather precise data about group size 

Some stakeholders who participated in multiple 

ESP phases and cycles were committing 

considerable time. ‘Survey fatigue’ was 

identified as a risk 

Two project phases (one identifying barriers/ 

enablers and one suggesting improvement 

strategies) were merged to reduce the number 

of phase surveys to be completed 

* Box-and-whisker-plot graphs display the distribution of data based on the five-number summary: minimum, 

first quartile, median, third quartile, and maximum. ESP, Engaging Stakeholders in Identifying Priority Evidence-

Practice Gaps and Strategies for Improvement in Primary Health Care 
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Interpretation and comparison with existing literature 

The changes summarised in Table 2 related mostly to accommodating stakeholder capacity, 

specifically feedback that lack of time and competing work demands were barriers to survey 

completion. Other studies show that a perceived lack of time (6, 12, 15) and not feeling 

authorised to change practice may be significant individual-level barriers to the uptake of an 

innovation or improvement intervention (16). 

Rationalising and reducing the number of questions in the phase surveys required careful 

consideration. The team was concerned to maintain fidelity to the theory-based models on 

which the surveys were based (17-19). For example, the surveys identifying individual-level 

barriers to addressing the identified evidence- practice gaps were based on the Theoretical 

Domains Framework questionnaire developed by Huijg and colleagues for use in 

implementation research (20). We made innovations to Huijg et al.’s survey, adding items to 

gather feedback about the perceived barriers and enablers operating at health centre and 

system levels. These innovations were not tested for validity, however we found that the survey 

could be adjusted to accommodate our data collection needs and the number of questions 

reduced, and still result in meaningful data. Stakeholders noted and responded positively to 

these adjustments, perceiving them to reflect feedback about the realities of the Indigenous 

PHC context. 

The risks and advantages of merging of phase surveys identifying firstly barriers/enablers and 

then improvement strategies were also discussed by the ESP team prior to making this change, 

as the phased research design was based on tested intervention research developed by French 

and colleagues (21) for use with medical practitioners in general practice settings. We found 

that data quality was maintained following the merging of these two phases. The adjustment 

was viewed positively by stakeholders because it reduced demands on their time and supported 

sequential thinking (i.e., identifying a barrier and then a strategy to address it).  

The merging of the two surveys also served to reduce the team’s workload during a period 

when fewer resources were available to implement the project.  
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Improving communication and engagement strategies 

ESP reports and online surveys were distributed by email through the existing ABCD National 

Research Partnership network and a snowballing recruitment technique was used. Network 

members were invited to send the reports on through their professional networks.  

Evaluation findings and adaptations made to communication and engagement strategies 

Table 3 Evaluation findings and adaptations made to communication and engagement strategies 

Evaluation findings Adaptations 

It was important to extend the reach of the 

project beyond the existing CQI research 

network. This was identified as a team priority 

and raised by stakeholders 

Stakeholders were actively encouraged to 

disseminate reports and surveys through their 

professional networks and to encourage wider 

engagement. 

Promotional strategies were adopted including: 

• use of social media, Facebook and Twitter 

• alignment of report distribution with 

national health promotion campaigns 

when possible (e.g. mental health week)  

• Promotion in the bulletins and 

newsletters of other PHC organisations 

Indigenous stakeholders were mainly 

participating through group (rather than 

individual) survey responses 

Group input was encouraged through project 

communications, in recognition of the critical 

importance of Indigenous input 

A resource was needed to encourage and 

support group discussion and interpretation 

A group facilitation guide was developed and 

promoted. Links to the guide were embedded 

in report summaries and emails 

ESP emails were easily overlooked by key 

stakeholders due to high volumes of emails 

received 

Coloured banners and photos were added to 

emails for more visual impact 

Email headings were written as attention-

catching headlines 

Cartoon graphics were added to emails about 

the draft final and final reports 

CQI facilitators and leaders were vital to 

promoting the ESP project and facilitating local 

engagement 

The team encouraged project communications 

and report dissemination through CQI 

practitioners/leaders in the CQI network 

Expert analysis of data and the history of the 

collaborative CQI research program was 

important for research credibility and 

stakeholder engagement 

An expert/lead clinician in each area of care 

was asked to assist with data analysis, co-

author ESP reports and disseminate the reports 

through their professional networks  



112 
 
Section Three – Chapter 5 

We needed to broaden the audience by 

communicating findings in plain language using 

concise formats 

Plain language summaries of research findings 

were developed 

Some stakeholders did not participate in 

surveys because they perceived them to target 

those in other roles (e.g. policy officers 

perceiving the surveys targeted clinicians) 

Brief and realistic statements on the benefits of 

participation by different professional groups 

were added to report summaries and emails 

High staff turnover and organisational 

restructuring were an obstacle to building on 

prior knowledge of the CQI research to achieve 

engagement and to sustaining engagement 

across research phases 

Email distribution lists were updated when the 

team were notified of staff and manager 

changes. Personalised contact was made with 

new managers/influencers where possible 

There were comments from stakeholders that 

it would be helpful to read and think about the 

survey questions in conjunction with the ESP 

reports and prior to commencing the online 

survey 

Surveys were sent as email attachments in pdf 

format when ESP reports were distributed 

CQI, Continuous quality improvement; ESP, Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps 

and Strategies for Improvement in Primary Health Care 

 

Interpretation and comparison with existing literature – communication and engagement 

strategies 

As described in Table 3, the ESP project leveraged existing relationships with organisations and 

with individuals – many of whom had collaborated in earlier ABCD CQI research or had been 

champions for CQI – to increase spread and promote participation. Diffusion of innovations 

theory suggests that most innovations spread primarily via interpersonal influence, with social 

networks as the channels through which influence flows (22). Respected and well-informed 

individuals who identify with a professional group are important for passing on new information 

(8) and opinion leaders are known to influence implementation within professional groups (23, 

24). As anticipated, we received survey responses from many who were known ABCD network 

members. It was difficult to determine the extent to which the engagement of a wider audience 

was the result of members’ dissemination efforts among colleagues or of promotion through 

social media and other organisations. CQI practitioners and leaders emerged as vital to 

promoting the ESP project and facilitating engagement at the local level, therefore we increased 

direct communication with CQI leaders as part of the project dissemination process.  
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Existing evidence informs us that important communication variables include the source of a 

message (e.g. credibility), the message itself (e.g. appeal, style, organisation, quantity), the 

channel of communication (e.g. mass or one-to-one, written, visual), the receiver (e.g. attitudes, 

traits) and the destination (e.g. intended targets and outcomes) (8). Each of these factors were 

raised by evaluation participants in some way and were addressed in the changes made to 

improve communication. Stakeholder feedback from the evaluation interviews indicated a need 

to raise awareness about the project’s ‘pedigree’ and importance. Improving the ‘visibility’ of 

project communications was recommended, as it was perceived that time-poor health 

professionals were likely to overlook the ESP email communications in cluttered inboxes. We 

adopted strategies including use of block colour, photos and attention-catching headlines 

(which drew on guidelines for messaging on Twitter; Appendix 5). Cartoon-style drawings were 

explored as a way of capturing attention (Appendix 6). We received positive feedback about 

these adaptations but were unable to ascertain whether they encouraged more recipients to 

open the project emails. Messages deliberately targeted people in different roles, (e.g. clinicians 

and/or policy makers) as recommended when implementing a complex dissemination strategy 

(25). Statements about the advantages of participation by different professional groups and the 

relevance of the research for PHC system improvement were included, specifying how the 

improvement initiative was relevant to everyday tasks (22) and could address individual and 

organisational priorities for improving health outcomes (14, 26, 27).  

Stakeholder feedback identified a need for processes and resources that encouraged people to 

engage with and discuss the CQI data, reflect on their practice, systems and context and think 

about how to use the evidence to improve care. This was consistent with research into high-

improving health services in the Aboriginal and Torres Strait Islander PHC context, which 

identified CQI supports, teamwork and collaboration, and ‘two-way thinking’ (bringing together 

Indigenous and non-Indigenous perspectives) as important for engaging in improvement at the 

service level (28). Other research indicates that support for pooled knowledge assists 

engagement in improvement initiatives (26, 29). Consistent with this evidence, ESP 
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communications encouraged team leaders and CQI facilitators to bring colleagues together to 

collectively interpret ESP data and provide group survey responses. A group discussion guide, 

endorsed by a respected CQI educator, was developed and linked to ESP emails and report 

summaries (Appendix 7). 

As part of the interactive dissemination strategy, we prepared an evidence brief for each ESP 

clinical area that summarised findings from local and international research about barriers, 

enablers and strategies for using CQI to make improvements in PHC quality (Appendix 8). This 

was distributed with the survey seeking input on barriers, enablers and strategies for improving 

care and was included as an appendix to each ESP final report. Some evaluation feedback 

indicated that people found the evidence brief informative, however few reported using it when 

completing their surveys. The evidence brief was not adjusted. 

Encouraging use of ESP project findings 

Surveys, stakeholder interviews and CRE-IQI network meetings and communication records 

provided opportunities to explore how stakeholders engaged with the data and how they used, 

or intended to use, the ESP project reports. The feedback influenced a variety of actions to 

encourage use of the ESP project findings, as shown in Table 4.  
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Evaluation findings and actions taken to encourage the use of findings 

Table 4 Evaluation findings and actions taken to encourage the use of findings  

Evaluation findings Actions taken 

Opportunities for interaction and discussion 

were important for encouraging use of data 

and ESP findings  

 

See developments listed above, i.e., a group 

facilitation guide and greater involvement of 

CQI facilitators 

When possible, the team took opportunities 

and accepted invitations to present ESP project 

findings at conferences and seminars 

Further information and PowerPoint slides 

were made available to stakeholders making 

relevant presentations on request (e.g. CQI 

leaders, policy influencers) 

Plain language summaries were reviewed by 

managers and program leaders as suitable for 

prompting discussion about improvement 

action 

Jurisdiction-level data supplements were 

distributed to stakeholders in those 

jurisdictions contributing significant CQI data  

Some organisations expressed a preference for 

face-to-face opportunities to interpret the data 

and to contribute to the ESP project 

Limited project resources prevented the team 

from facilitating these opportunities. The host 

research network (CRE-IQI) made seed funding 

available for stakeholders to develop further 

participatory research based on ESP findings 

The final reports needed to be accessible and 

useful for a wide audience, including non-

researchers. Some stakeholders required more 

guidance to understand and use the reports 

Report content was adjusted (e.g. to add an 

explanation of theory, to explain data trends, 

to add diagrams, to add a section on ‘how to 

use this report’) 

It was suggested that key messages for action 

be developed to encourage use of ESP findings 

in each area of care 

Key messages for action were developed from 

the findings. They were included in ESP reports 

and published as plain language summaries 

It should be highlighted that the ESP project is 

based on a long history of rigorous CQI 

research in Indigenous PHC and that findings 

have been collaboratively produced and based 

on a large amount of data 

Project communications consistently reinforced 

that ESP findings resulted from analysing a 

decade of ABCD CQI data knowledge and were 

collaboratively produced by a range of 

professionals in diverse organisations 

One-page overviews of key findings in each 

area of care were suggested as a way of 

encouraging stakeholders to engage with the 

findings 

One-page overviews of key findings in each 

area of care were produced for use in 

presentations and to download from the ESP 

project webpage 
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Key messages for action were needed to 

promote the use of ESP findings in each area of 

care 

Key messages for action were developed from 

ESP findings. They were included in ESP reports 

and published as plain language summaries 

Findings needed to be available in a variety of 

formats to suit different work needs and 

learning styles 

Findings were published online in a range of 

formats: 

• ESP final reports 

• ESP data supplements 

• Plain language summaries of key findings 

and messages 

• One-page overviews of key findings 

• PowerPoint presentations where available 

• Peer-reviewed journal articles and letters 

to editors 

Findings were used in parliamentary 

submissions after ESP project completion 

ESP findings need to be widely and easily 

accessible in the longer term. Stakeholders 

intend to use the reports to resource future 

work tasks and information needs 

ESP findings were published on the Menzies 

School of Health Research website and in open 

web-based repositories for Indigenous health 

and policy publications 

ABCD Audit and Best Practice for Chronic Disease; CQI, Continuous quality improvement; CRE-IQI, Centre for 

Research Excellence in Integrated Quality Improvement; ESP, Engaging Stakeholders in Identifying Priority 

Evidence-Practice Gaps and Strategies for Improvement in Primary Health Care 

 

Interpretation and comparison with existing literature 

Evaluation feedback reinforced that much dissemination and translation is supported through 

word of mouth and social interactions (25). Our experience of engaging change champions and 

opinion leaders in CQI reinforces the importance of these roles for linking people for 

improvement, particularly those with local credibility and those in management and 

coordination roles, such as regional service managers and CQI practitioners (26, 30, 31). 

Furthermore, the ESP project offered evidence from good quality research based on recent data 

and involving collaboration between researchers and stakeholders. These are known facilitators 

supporting the use of evidence by policy makers (15). 

Our development of key messages and plain language summaries of ESP findings was consistent 

with literature advocating that dissemination materials should be tailored for particular 
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audiences and include clear implications for practice (13, 14, 32). We also refined the materials 

with end-users’ input and provided a range of options to encourage use (31, 33). 

The timing and sequence of major changes to the ESP project  

The evaluation findings were used to make changes to the project in real time. As Figures 1 and 

2 illustrate, the most significant and frequent adjustments to report formats, data presentation 

and surveys occurred during the first year of the project, during the dissemination cycles for the 

child health and chronic illness care reports. In the second and third years, fewer changes were 

necessary and more reports and surveys were disseminated concurrently. 
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Figure 1 Timing and sequence of major changes to the ESP project 2014 
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Figure 2 Timing and sequence of major changes to the ESP project 2015 to 2016 
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Summary 

Through the DE, we made multiple changes to report format and content, surveys, 

communications and engagement strategies, and adopted various techniques to encourage the 

use of ESP findings over the course of the ESP project. The adjustments were based on feedback 

from a range of stakeholders and the experiences of the research team during implementation. 

Indigenous stakeholders mostly provided feedback as members of governing health service 

boards and as health professionals, as targeted through the ESP project aims and processes.  

Stakeholders provided positive feedback about the changes made, which were generally 

considered effective in supporting engagement. Despite the large scale and system-wide focus 

of the ESP project compared with most reported studies, the changes were broadly consistent 

with key messages from other KT and dissemination literature. This finding confirmed that 

researchers and program teams can generally draw on learnings from smaller KT and 

dissemination studies when engaging multidisciplinary stakeholders with research evidence at 

scale. This is important knowledge given the limited literature about conducting large scale 

participatory research. 
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Supplementary material  

Additional file 1: Scope of health centre/system attributes and staff attributes covered by the Phase 2 surveys in the ESP Project, drawing on theoretical domains 

framework [5] and other literature [27, 31, 32]  

Health centre and system attributes 

Financing and resources Within the socio-political context, there is sufficient financial support (e.g. from local/regional health authorities, government) to 

support best practice in chronic illness care / child health as relevant to the priority evidence-practice gaps 

Facilities and equipment 

  

PHC facilities are generally of adequate size, design and condition 

PHC facilities generally have adequate equipment 

Staffing/workforce 

  

  

  

  

  

  

  

PHC centres generally have adequate numbers of staff  

PHC centres generally have appropriate types of each of the following categories of staff: 

Nurses 

Aboriginal or Torres Strait Islander Health Workers 

Doctors (GPs) 

Medical Specialists 

Allied health workers 

Administrative staff 

Staff/workforce support, recruitment 

and retention 

There are good systems in place to ensure PHC staff have support from experienced staff, especially when health centres are 

affected by turnover of staff and staff shortages 
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There are good systems in place to recruit, retain and support each of the following categories of staff (full time or visiting) as 

integral members of PHC teams: 

Nurses 

Aboriginal or Torres Strait Islander Health Workers 

Doctors (GPs) 

Medical Specialists 

Allied health workers 

  Administrative staff 

Teamwork  

  

  

PHC staff function effectively in teams  

PHC staff are generally clear about their roles in relation to other members of the PHC team 

PHC staff are trained to work effectively in teams 

In service training and development 

  

There are good systems in place to support staff development, including the development of knowledge and skills required  

There are good systems in place to support inter-organisational and intra-organisational learning 

Self-management 

  

Staff are well trained in the principles of client self-management as relevant to chronic illness care / child health 

There are good self-management resources that are relevant to chronic illness care/child health available to PHC staff 

Patient centred care 

  

  

There are good systems in place to support all members of PHC teams in understanding the needs and aspirations of people living 

in Aboriginal and Torres Strait Islander communities for the purpose of providing best practice care in chronic illness care/ child 

health  

There are good systems in place to support all members of PHC teams to provide care that is respectful of and responsive to 

individual patient preferences, needs and values, and ensuring that patient values guide all clinical decisions 
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There are good systems in place to train all members of PHC teams in providing patient-centred care for people living in Aboriginal 

and Torres Strait Islander communities 

Population health  

  

  

There are good systems in place to ensure PHC teams have a clear understanding of the size, diversity and other key features of 

their service populations and to apply this knowledge  

There are good systems in place to ensure PHC teams are able to apply the principles of population health  

There are good systems in place to ensure PHC teams are well trained in the principles of population health 

Decision support  

  

Best practice guidelines and other decision support resources are available to PHC staff 

PHC staff are adequately trained to use the available best practice guidelines and other decision support resources 

Clinical information systems and 

communication technology 

  

The clinical information systems and communication technology in place have the functionality to support provision of best 

practice care  

PHC staff are trained and effectively supported to use clinical information systems and communication technology for supporting 

and providing best practice 

Quality Improvement  

  

  

  

  

  

There are good quality improvement tools available in health centres for supporting and improving delivery of best practice care 

PHC staff are adequately trained to use quality improvement tools and resources for supporting and improving delivery of best 

practice care 

Managers are adequately trained to support effective use of quality improvement tools and resources for monitoring and 

enhancing delivery of best practice care 

There is good local ownership by PHC staff of CQI data and CQI processes for supporting and improving delivery of best practice 

care  

Managers provide clear and appropriate support for effective use of quality improvement tools and resources by PHC staff for 

monitoring and enhancing delivery of best practice care 

PHC staff generally believe that CQI data and CQI processes can be used for supporting and improving delivery of best practice 
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Community capacity, engagement, 

mobilisation 

  

  

  

There are good systems in place to increase the expectation of community members with regard to best practice care 

There are good systems in place to strengthen community leadership for quality with regard to best practice 

There are good systems in place to enhance the health literacy of community members with regard to best practice care 

There are good systems in place to build the capability and to support PHC staff to develop effective links to work in partnership 

with the communities they serve in providing best practice care. 

Leadership and Management 

  

  

There is good clinical and management leadership at the regional, state, national level for supporting and providing best practice 

care 

There are good networks and regional coordination between parties involved in supporting and providing best practice care 

Managers actively support the development of partnerships across the health sector for the purpose of enhancing delivery of best 

practice care 

Staff attributes 

Knowledge 

  

PHC staff know the content and objectives of best practice care  

PHC staff are aware of how to provide best practice care for Aboriginal and Torres Strait Islander people with a chronic illness / 

child health  

Skills PHC staff have the skills to provide best practice care for Aboriginal and Torres Strait Islander people with a chronic illness / child 

health  

Social/professional identity PHC staff recognise that it is their professional responsibility to provide best practice care for Aboriginal and Torres Strait 

Islander people with a chronic illness / child health  

Beliefs and capabilities PHC staff are confident in their ability to provide best practice care for Aboriginal and Torres Strait Islander people  

Optimism With regard to providing best practice care for Aboriginal and Torres Strait Islander people with a chronic illness/ child health, 

PHC staff are optimistic about the future  
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PHC – primary health care; CQI – continuous quality improvement  

 

Beliefs about consequences PHC staff believe that if they provide best practice care for Aboriginal and Torres Strait Islander people with a chronic illness/ 

child health, it will have benefits for the health of Aboriginal and Torres Strait Islander people more generally at a population 

level  

Intentions  For every 10 Aboriginal and Torres Strait Islander people attending PHC services, for how many would the PHC staff (on average) 

intend to provide best practice care? (scale of 1 – 10) 

Intention of PHC staff to provide best practice care every day to Aboriginal and Torres Strait Islander people attending their 

services? (Mostly strong, always strong, quite strong, not strong, don’t know/can’t say) 

Memory, attention and decision 

processes 

PHC staff believe that when they need to concentrate to provide best practice care for Aboriginal and Torres Strait Islander 

people, they have no trouble focusing their attention  

How often do PHC staff remember to provide best practice care for Aboriginal and Torres Strait Islander people? (Always, often, 

occasionally, don’t know/can’t say)  

Social influences PHC staff believe that if they provide best practice care for Aboriginal and Torres Strait Islander people it will have disadvantages 

for their relationships with Aboriginal and Torres Strait Islander people. 

Emotion Do PHC staff who currently provide care for Aboriginal and Torres Strait Islander people feel unhappy, anxious or depressed 

about their work? (Always, often, occasionally, don’t know/can’t say) 

Are PHC staff who provide care for Aboriginal and Torres Strait Islander people currently able to enjoy their normal day-to-day 

work activities? (Always, often, occasionally, don’t know/can’t say) 
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Introduction 

Prior to the ESP project, wide-scale participatory CQI processes had not been used to identify 

common improvement priorities, barriers, enablers and strategies for system-wide 

improvement in Australian Indigenous PHC. Nor, to our knowledge, have similar processes been 

applied on this scale in other health contexts. As demonstrated in the previous section, 

evaluating the implementation of the ESP project resulted in findings that have relevance for 

advancing knowledge in this area and in KT, facilitation and participatory research more 

generally. In this section of the thesis, the findings are discussed and their implications for 

future practice and research are identified.  

Chapter 9 presents a discussion of the study findings as a commentary journal article. Written 

from a methodological viewpoint, the manuscript refers to literature on KT and CQI research in 

Australian Indigenous PHC to reflect on the implementation and outcomes of the theory-

informed interactive dissemination process used in the ESP project. Key features of DE and the 

benefits, challenges and limitations of applying a DE approach are discussed in relation to 

stakeholder engagement in the ESP project, the project context and findings, CQI, knowledge 

co-production and translation. Chapter 9 was published in the journal Health Research Policy 

and Systems.  

Chapter 10 discusses and presents the study conclusions in relation to the study objectives and 

the overall research aim. It includes reflections on the study design and limitations. The 

contribution of the findings to KT and CQI research and their implications for improving 

Indigenous health are summarised. Recommendations for large-scale dissemination in 

Indigenous PHC, and for the use of DE, are offered and further research needs are identified. 
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The overall aim of this research was to use a DE approach to review, inform, refine and assess 

the translational processes in the ESP project, which engaged stakeholders with CQI data from 

Australian Indigenous PHC centres. The purpose of this engagement was to inform efforts to 

achieve multi-level system improvement in PHC systems for Indigenous people. This thesis 

addressed the following objectives:  

1. To refine the design, reports and processes used within the project to enhance

translation of PHC CQI data.

2. To explore barriers and facilitators to stakeholder engagement in the development and

use of PHC CQI data.

3. To identify how aggregated CQI data and findings are used by stakeholders, and factors

influencing that use.

4. To assess the overall effectiveness of the interactive dissemination process as a

strategy for KT.

Refining the design, reports and processes to enhance translation of PHC CQI 

data 

The DE resulted in multiple adjustments to the design, reports and processes to enhance 

translation of data throughout the duration the ESP project. In the initial dissemination cycles, 

when the focus was on establishing robust processes for sharing and engaging stakeholders 

with CQI data, capturing high quality input and reporting ESP findings, major changes were 

made to improve report format, data presentation and survey design. As expected, stakeholder 

and team feedback indicated less need for changes as cycles of reporting and feedback were 

repeated in different areas of clinical care. The focus then turned to refining the ESP reports and 

processes and developing supporting resources. The three-year timeframe provided continuing 

opportunities to develop and test methods for promoting the ESP project, engaging 

stakeholders with CQI data and communicating the ESP findings, resulting in applied learning for 

the team and a range of project ‘products’ and messages tailored to the needs and preferences 
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of different audience groups. Many of the refinements made through the DE were consistent 

with findings from KT and dissemination research about engaging various stakeholder groups 

with research evidence (1-6).  

The purpose of making refinements to the ESP project was to enhance the translation of PHC 

CQI data. While it was not feasible to measure the extent to which this occurred, qualitative 

data gathered through the evaluation identified two key determinants in maintaining 

stakeholder engagement in these translational processes: 1) Adjustments to the ESP reports and 

processes reflected (and rewarded) evaluative feedback, and; 2) stakeholder perceptions on 

barriers and enablers and suggestions for improving care were perceived to be accurately 

captured in the reports. This feedback attested to the effectiveness of the interactive 

dissemination process as a KT strategy and of the DE. The feedback also suggested that the 

changes made in the early project cycles contributed to sustained stakeholder engagement over 

time and to meaningful findings for informing improvement in PHC systems for Indigenous 

people. Similarly, adjusting ESP project communications to target specific professional groups 

and leveraging relationships with ABCD network members appeared to positively influence 

project reach. 

KT is frequently described as an interactive process underpinned by exchanges between those 

who produce and those who use evidence (7, 8). This conceptualisation was reflected in the 

design of the ESP dissemination strategy, in evaluation feedback and in the way project 

processes were refined ‘on the ground’. The emergence of CQI practitioners and other leaders 

in PHC quality improvement as project brokers and facilitators, for example, was an important 

development for supporting the translation of PHC CQI data. It held true to the team’s 

experience implementing CQI in Indigenous PHC settings and reinforced the importance of 

social interactions and professional relationships in KT.  

In summary, several key learnings emerged through the ESP refinement processes: 



206 
Section Four – Chapter 10 

1. DE was effective for refining the design, reports and processes used within the ESP

project to translate Indigenous PHC CQI data.

2. Project refinements were achieved through a continuous exchange between the

research team and Indigenous PHC stakeholders over the course of the project.

3. Clear connections between feedback from stakeholders and refinements made to

project reports and processes encouraged ongoing stakeholder input to translate PHC

CQI data.

4. CQI leaders and practitioners became important for connecting other targeted

stakeholders with the project and facilitating the translation of PHC CQI data.

5. Many of the refinements made through the DE reflected key messages from KT and

dissemination research about supporting improvement, despite the large scale and

system-wide focus of the ESP project.

Exploring barriers and facilitators to stakeholder engagement in the 

development and use of PHC CQI data 

Individual and interpersonal factors, contextual factors and the ESP project design and methods 

(including the data source and the DE) influenced stakeholder engagement with the PHC CQI 

data. Commitment to best practice and to improving Indigenous health outcomes, management 

support, the long history of the ABCD CQI program and associated credibility of the aggregated 

CQI data, and the iterative participatory methodology used in the ESP project and accessible 

‘products’ were key facilitators for individual engagement. Interpersonal factors also emerged 

as important, with KT activated through different levels of facilitation – external facilitation by 

the research team, facilitated group processes in workplaces, and individuals who championed 

the project and adopted research or outreach facilitator roles.  

Organisational support for CQI is recognised as important for promoting the routine use of data 

for improving care (9-13) and was reflected in patterns of stakeholder engagement with the 

aggregated CQI data. Across ESP project cycles, the majority of survey respondents came from 
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the two Australian jurisdictions (Northern Territory and Queensland), where there had been the 

most substantial policy and infrastructure support for Indigenous PHC CQI and long-term 

involvement in the ABCD CQI program. It could be argued that this was primarily because these 

jurisdictions contributed much of the aggregated CQI data used in the ESP project. Another 

explanation, as suggested by Bailie and colleagues in relation to the impact of policy and 

infrastructure support for CQI (14), is that engagement in CQI over time had engendered a 

sense of collective efficacy and collective valuing of CQI data, and that Indigenous PHC 

stakeholders in these jurisdictions were therefore more receptive to the aims and methods of 

the ESP project.  

The diversity of ESP project participants clearly facilitated engagement, because input from 

people in a range of professional roles and from different types of organisations and settings 

was widely reported to stimulate interest in reading the ESP reports and was perceived to 

increase the usefulness of the findings for improving PHC. The ability of the interactive 

dissemination process to build meaningful, co-produced findings, was therefore a facilitator to 

ongoing engagement and there was a clear advantage in being able to implement the process 

through an established multi-disciplinary stakeholder network.  

Barriers to engagement in the ESP project were self-perceived lack of data skills or perceived 

lack of relevance to role, competing work pressures, high workloads and associated time 

constraints, and high staff turnover in the Indigenous PHC sector. High staff turnover is a 

persistent issue in rural and remote Australia (15). Notably, workforce shortages, high 

workloads and time constraints were also identified through the ESP project as barriers to 

addressing evidence-practice gaps in care for Indigenous communities (16-18). High staff 

turnover impacted negatively on workloads and the continuing participation of individuals 

across ESP project phases, and reduced the number of stakeholders with past involvement in 

the ABCD program.  
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Other barriers and facilitators to engagement included individual learning styles (19), academic 

language used in reports, report length and structure (1) and perceived relevance of the data to 

professional needs (5, 20).  

There was clearly a connection between identified facilitators and barriers to engagement with 

the CQI data and stakeholders’ views on the ESP project design and methods. Perceptions that 

the ESP processes were repetitive and time demanding reflected the workload issues identified 

as barriers to engaging with the data, while those with more experience of CQI tended to be 

more positive about the project design and processes. These stakeholders were more inclined 

to draw a connection between the iterative, systematic ESP processes and CQI methods, and 

were more confident to engage with CQI data.  

Importantly, identified barriers or facilitators to stakeholder engagement in this wide-scale 

Indigenous PHC CQI project converged with those identified in studies engaging stakeholders 

with evidence at the practice or service-level, meaning that KT strategies used in future large, 

system-based projects can be informed by this literature. 

Gathering and responding to stakeholder feedback about how to support their use of PHC CQI 

data contributed to successful engagement, affirming that the DE processes played a positive 

role. 

Key lessons emerged for encouraging stakeholder engagement in future CQI/KT activities: 

1. Facilitate engagement with data. Encourage facilitation and interaction between PHC

CQI stakeholders.

2. Do not assume background knowledge of the research program. Explain the data

source.

3. Build on motivation. Relate the benefits of engaging to better practice and health

outcomes, and tailor messages to roles and work contexts.
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4. Make it easy for people to engage with research reports. Position key messages at the

front. Include diagrams/graphs and explanations to support data interpretation. Use

plain language.

5. Consider different audience information needs, learning styles, levels of knowledge and

available time to engage with data. Provide a range of formats if possible, including

brief summaries. Use various communication strategies.

Identifying how aggregated CQI data and findings were used by stakeholders, 

and factors influencing that use. 

Aggregated CQI data provided an effective starting point for sharing perspectives, generating 

practice-based evidence and mobilising evidence-use in the ESP project. Through the interactive 

dissemination process, stakeholders successfully used the CQI data to identify priority evidence-

practice gaps, barriers and enablers for improvement and possible strategies across the scope 

of Indigenous PHC. These co-produced findings were perceived by stakeholders to be relevant 

for influencing change at different system levels and for supporting a systems approach to 

improving PHC. Interviewees used or intended to use the ESP reports for PHC planning and 

policy development, supporting best practice and reflection, strengthening capacity in data use 

and developing new research.  

Use of the aggregated CQI data and ESP findings was mediated by commitment to best practice; 

perceived data credibility and relevance to roles, contexts and decision needs; report structure 

and language; facilitation and communication strategies; competing work pressures and the 

organisational environment including support for change. CQI opinion leaders and practitioners 

played an important facilitation and boundary-spanning role in encouraging colleagues to 

engage with the data and providing support for ESP implementation. These mediating factors 

were generally consistent with factors identified in diffusion of service innovations literature 

(21), implementation frameworks (22, 23) and many KT studies.  
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While it was not feasible to expect change in health outcomes, the aggregated CQI data and ESP 

project findings were used for different types of impact – conceptual impact, to build 

knowledge and understanding of improvement needs; strategic and instrumental impact, to 

influence policy, practice and service provision and; capacity building of staff in CQI and 

Indigenous PHC. Changes in the way some people think about research, or ‘process use’ (24), 

was also reported as a result of engaging with the ESP processes.  

The ESP project findings have had impact at different levels of the health system. Examples 

identified through the evaluation include use of the findings in high-level policy and 

parliamentary submissions, research development, grant applications, care protocols at the PHC 

service level, CQI activities with PHC teams, individual practitioner reflection on best practice, 

health practitioner education, and peer reviewed publications. These results are consistent with 

research evidence that more co-productive forms of research offer more potential impact (25, 

26). 

In summary, use of the aggregated CQI data and ESP project findings supported the common 

understanding that research use is primarily interactive and context-dependent (27, 28). The 

identified system-wide priority evidence-practice gaps, barrier and enablers for improving care 

were used for impact at different levels of the health system. Key learnings for future 

application are: 

1. Interactive dissemination can result in a range of research impacts (e.g. influencing

individual and team practice, adjusting care systems and processes, developing further

research, producing peer-reviewed articles).

2. It is feasible to use aggregated CQI data to develop targeted, complementary strategies

for improvement at different levels of the health system, in order to achieve greater

impact.

3. The use of data and research findings were influenced by evidence characteristics,

individual, interactive (e.g. interpersonal, facilitation) and contextual factors.
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4. When planning wide-scale KT strategies, guidance can be taken from strategies used in

organisation- or practice-based KT studies.

Assessing the effectiveness of the interactive dissemination process as a 

strategy for KT 

When applied in the ESP project, interactive dissemination was successful in engaging 

stakeholders with aggregated CQI data to identify system-wide priority evidence-practice gaps 

in PHC and to share perspectives on barriers, enablers, and strategies for improvement across 

the scope of PHC. The process achieved wide reach. Survey respondents represented a range of 

roles and organisation types. Indigenous respondents (e.g. Indigenous health 

practitioners/workers) were well represented, ranging from 10% of respondents for the child 

health ESP surveys to around 50% of survey respondents for maternal health and RHD/ARF.  

Several features of the interactive dissemination process contributed to these outcomes. They 

included the use of credible data relatable to PHC practice, online dissemination and 

recruitment through established professional networks and an iterative, systematic data and 

knowledge sharing process that (some) stakeholders were able to compare with CQI cycles. As 

previously stated, observing adjustments to the ESP reports and processes based on feedback 

encouraged engagement and led to further knowledge co-production through trust in the 

process and the research team.  

The theory-based systematic method that informed the design of this process was based on the 

Theoretical Domains Framework (TDF). Our system-focused intervention did not align naturally 

with an intervention underpinned by psychological theory and individual behaviour change. The 

TDF-based method was adapted to align with the system strengthening focus of the ESP project 

and the Indigenous PHC context, with online survey questions that encouraged reflection on 

individual, broader health centre and system determinants of care quality. 
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The ESP research goals aligned with the motivation of many stakeholders working in Indigenous 

PHC, who expressed commitment to improving health outcomes for Indigenous people and 

interest in sharing experiential knowledge with others for this purpose. CQI opinion leaders and 

CQI practitioners played important facilitation and boundary spanning roles throughout the 

dissemination process. These roles were not formalised or resourced through the ESP project, 

however it emerged that ‘soft’ CQI skills such as facilitation, interpersonal communication and 

leadership were important for data translation. This has implications for planning future large 

scale CQI research.  

The interactive dissemination process proved effective for informing high-level strategies to 

address system-wide challenges in Indigenous PHC. It resulted in meaningful, usable findings for 

improving different areas of clinical care. When repeated using data in different areas of clinical 

PHC, common priority evidence-practice gaps and barriers were identified, indicating where 

policy efforts could be focused to achieve the most impact to improve population health 

outcomes. These outcomes reinforced the effectiveness of this strategy for achieving KT at 

scale.  

Study design - strengths and limitations 

The use of a DE approach supported the ESP project’s dissemination and knowledge co-

production aim. The sources of data - administrative records, interviews, surveys and reflective 

team processes - were appropriate for meeting the research objectives and the DE processes 

were compatible with the iterative ESP design.  

There were sound reasons for selecting a DE approach to study the effectiveness of the ESP KT 

strategy. Compared with traditional process evaluation, DE offered flexibility in data collection 

and analysis methods, responsiveness to stakeholders and context, and the ability to cope with 

‘unpredictable and messy’ situations - terms frequently used to describe KT processes (7, 29). 

DE was developed to support innovation in complex dynamic contexts (30) and the scale of the 

participatory process and use of aggregated CQI data in high-level ‘plan-do-study-act’-type 
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cycles were novel. Our team was uncertain how well knowledge sharing across different system 

levels would work to identify evidence-practice gaps barriers/enablers and strategies for 

improvement. 

I also brought my experience of living and working in cross-cultural settings to the decision to 

use DE, as did other members of the research team. The socially and contextually responsive 

nature of DE, the scope within DE for different types of knowledge (e.g. explicit, tacit, cultural) 

to be valued and used for innovation, and for challenging assumptions about what we know and 

‘how we do things’ appealed to my values and accorded with what I have learnt about 

implementing successful programs in Indigenous contexts. That rationale was supported by my 

experience of using DE in the ESP project. 

There were limitations in using DE. In order to fully assess of the utility of the interactive 

dissemination process, the evaluation data needed to be analysed retrospectively using a 

determinant KT framework. The i-PARIHS framework served this purpose because it could 

address ‘how’ implementation was activated with intended recipients in their contextual 

settings. If starting out again, I would consider using the framework prospectively to help guide 

DE data collection.  

My position as an embedded researcher-evaluator brought strengths and limitations to the 

research. Knowledge of the ESP project and the Indigenous PHC and CQI context assisted my 

understanding of what was occurring and my communication with project stakeholders, and I 

was invested in ensuring that what we learnt from the evaluation was applied. These factors 

supported real-time improvements to the project. I also developed DE expertise that remains 

within the team. However, I did not bring an external perspective to the evaluation and my role 

could not be perceived as independent. These limitations may have influenced research 

processes (e.g. interviewee responses) and outcomes, and I needed to be aware of my impact 

within the participatory process of knowledge co-creation. Reflexive practice was essential. 

Multiple strategies were used to ensure rigour and credibility of findings. These strategies 
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included regular sharing and interpretation of findings with the team, checking of data coding 

by an external research colleague, triangulation of data sources to cross-check and validate 

findings, co-authoring published findings with team members and key respondents, regular 

dialogue with academic supervisors, presentations to academic peers and project stakeholders, 

and discussions with other researchers and evaluators working in similar circumstances.  

Focusing the data collection in one jurisdiction included practical issues of feasibility of 

conducting the research within study timelines. However, conducting most interviews in the 

Australian jurisdiction with longest involvement in the ABCD CQI program was a limitation of 

the study design. In retrospect, more feedback from stakeholders in jurisdictions with less CQI 

experience might have increased the generalisability of the study findings and provided more 

opportunity to explore factors influencing variation in stakeholder engagement (e.g. between 

organisation types and locations).  

The ESP project built on the collective strengths within PHC services to identify and address 

system-wide evidence-practice gaps in care. An opportunity was possibly missed to extend the 

ESP project and its evaluation study to capture clients/consumers perspectives and build 

insights about how to engage Indigenous clients/consumers of PHC services in the co-

productive use of data to set priorities and design strategies for Indigenous health improvement 

(31, 32). It will be important that strategies to address the identified barriers and to strengthen 

enablers for improvement are developed collaboratively with client groups and tailored to 

community needs.  

The ability to measure reach and stakeholder response rates relative to ESP report distribution 

would have provided further data to more accurately determine the effectiveness of the 

interactive dissemination process. It may also have enabled targeted strategies to encourage 

engagement with the ESP reports and surveys. This was not possible due to the snowballing 

recruitment techniques used in the ESP project design.  
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Engaging stakeholders with CQI data to inform multi-level system 

improvement in PHC systems for Indigenous people 

This thesis aimed to use DE to review, inform, refine and assess the translational processes in a 

project that engaged stakeholders with CQI data to inform efforts to achieve multi-level system 

improvement in PHC systems for Indigenous people. 

DE enabled the team to review project implementation systematically and to respond to critical 

feedback from stakeholders with changes that better suited their needs and contexts. DE data 

informed refinements to the translational processes that enabled varied learning styles and 

data skills, different levels of familiarity with research language, the professional needs and 

settings of different groups, and emergent facilitation roles to be incorporated into the 

interactive dissemination process. Through the translational processes, many targeted 

stakeholders were actively engaged with CQI data to collaboratively identify barriers, enablers 

and strategies to address priority evidence-practice gaps in Indigenous PHC at multiple levels of 

the health system. Repeating the process in different areas of clinical care identified common 

barriers and enablers, potentially informing strategies to address system-wide challenges in 

Indigenous PHC.  

The interactive process and the co-produced evidence have provided a precedent and a basis 

for stakeholders in different organisations, regions and Australian jurisdictions to continue to 

work to develop solutions together to improve Indigenous health outcomes. Stakeholders have 

used the ESP project findings for a variety of complementary improvement purposes to achieve 

impact at various levels. It will be important to provide continuing support for the translation of 

ESP findings, for example through the work of the CRE-IQI network. 

Contribution to knowledge 

This thesis makes a unique contribution to knowledge about how to engage PHC stakeholders in 

using CQI data to inform wide-scale policy and system change. Specifically, this study has 
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established that CQI-based methods can be used to achieve wider system improvement and 

that participatory research can be successfully implemented at scale without intense facilitation 

efforts. In the ESP project, these methods generated data-driven findings on priorities, multi-

level system barriers and strategies for improvement, co-produced by a large number of diverse 

PHC stakeholders. The study established that stakeholders used the findings for various 

purposes relevant to their roles and contexts, demonstrating the utility of the ESP project 

findings for informing the multi-level, system-wide action needed to improve the quality of PHC 

and health equity for Indigenous Australians. 

Significantly, the study findings broaden the conventional notion of facilitation as an active 

process involving practice-based facilitators (7). In the ESP project, facilitation roles and 

processes operated at organisational, regional and national levels. These findings signal the 

potential of facilitation for activating improvement interventions at a broader system level. 

Limited work to date has applied the i-PARIHS framework as an analytical tool. The learnings 

from this research support the utility of the i-PARIHS framework for planning and evaluating 

participatory KT processes at scale and for use in Indigenous PHC programs. The study also 

established that the theory-based systematic method (5) that informed the ESP project design, 

could be adapted to the system strengthening focus of the ESP project and the Indigenous PHC 

context, validating the use of the method for the purpose of reflecting on individual, health 

centre and system determinants of performance.  

The thesis has contributed to addressing the currently limited evidence about the outcomes of 

integrated KT strategies (33), and about the outcomes of knowledge co-production studies, 

such as use of research (34). It has helped to address the need for KT to be built into CQI 

implementation in Australian Indigenous PHC (35) and for research and evaluation that 

documents CQI activities and outcomes in this context (35).  
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Furthermore, this study established that researchers and service providers can usefully draw on 

diffusion of service innovations literature and practice based KT studies when disseminating 

research and engaging multi-disciplinary health care stakeholders with evidence at scale.  

Finally, this thesis has contributed new knowledge to the currently limited literature about DE. 

It confirms the potential of DE for strengthening KT interventions, including interventions in 

Indigenous contexts.  

Implications for further research and evaluation 

Interactive dissemination is a promising strategy for system-based knowledge translation and 

for engaging multi-disciplinary stakeholders in participatory research. Future research using 

interactive dissemination should utilise information technology to measure project reach and 

response rates, in order to optimise and more accurately determine the effectiveness of this KT 

strategy. 

The interactive dissemination process aligns with the data-driven, strengths-based participatory 

approaches advocated for accelerating Indigenous health improvement. Based on the ESP 

findings using Indigenous PHC CQI data, there is potential to apply these processes to engage 

stakeholders across sectors in translating data to address the social determinants of Indigenous 

health. Interactive dissemination has potential for prioritising and addressing the health care 

needs of other populations. 

In relation to facilitation, the findings have identified a need to enhance understanding of the 

scope of facilitation, how facilitation works, and the intensity of effort required to activate 

improvement interventions at different health system levels. In addition, there is little published 

research about the resources required to facilitate effective stakeholder engagement in KT 

research, suggesting a need for more evidence about the relative costs and benefits of co-

productive research. 
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The use and impact of DE warrants further study. Participatory approaches that build on 

stakeholder capacities and strengths to utilise data are advocated for accelerating improvement 

in Australian Indigenous health. In this study, DE effectively supported data driven participatory 

research with a system-wide focus. DE should be explored as a method to facilitate Indigenous 

use and ownership of data to address Indigenous community health and wellbeing priorities.  

Further studies are needed in applying DE as an alternative to the more traditional process 

evaluation approaches adopted in implementation and improvement research.  
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