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  >> CHARLIE:  Which is created by the Rehabilitation Act to bring agencies together in ways in which they coordinate, collaborate or consolidate their activities around research.  Certainly a common theme to all of this is how to communicate what we're doing to the constituencies of our research.  And Pimjai has been a good resource for that, for those activities. 

It is a struggle though, because agencies tend to work on their own agendas, and although we can ‑‑ we can coordinate research to try and make sure we don't duplicate too much or that we cover important gaps, actual dissemination that hits the street, that hits the stake‑holders, that hits the people whose lives can be affected by research, it's still ‑‑ it's sort of an embryonic struggle within the government.  And so we continue to work on that.  I think we've got a long way to go.

(Pause.) 

  >> JOHN:  Right.  You know, and I might just add that at the Federal interagency level, I think there has been a tremendous amount of growth, but I'm also aware that there's been a tremendous amount of growth, enthusiasm and awareness at the international level.

So, we have unprecedented opportunities outside of the United States to also not only benefit in terms of our knowledge and opportunities to support KT, but also to help those that are developing their KT activities.

One last question:  Has NIDRR identified specific KT out comes for itself for the next few years? 

  >> CHARLIE:  Pimjai, I'm going to pass to you on that.

  >> PIMJAI:  Sure.  I would say we are still very much working on this, and you'll see that our beginning of that attempt is what we put into the APR as both of you who are NIDRR grantees would know, that we start a new module, I think last year or the year before, start to ask grantees as to the use and adoption of their work, so not only that they would report the products that were generated from the projects, but also to talk about how those products being promulgated.  And also, who use it to do what, and what kind of change occur because of the use of that product. 

So, that is our beginning attempt.  And we going to be talking definitely in that area to trying to think about what can we do to have a more, you know, concrete and in several levels in terms of how would we mesh out with KT success and certainly our grantees would be a big, important part of that to help us do that. 

  >> CHARLIE:  Yeah, I think that notion of concrete is really important.

KT can be kind of a ‑‑ an amorphous concept.  So we're looking to find more and more examples of people who are doing it really well in different areas through different publications, through films and websites and whatever media can communicate what people need to know in ways that they can absorb it.

And we're kind of ‑‑ we know we have grantees that are just fabulous at this. 

We have others that still aren't quite sure what we mean by it. 

And so webinars like this are terribly helpful.  But so, too, are just those practical examples of what we think are sort of stellar examples of people translating knowledge in ways that people can ‑‑ can really have access to it and find it useful to them.

(Pause.) 

  >> JOHN:  Yes.  Thank you for that, Charlie.  And, you know, I might just point out that the KTDRR has a small piece of its scope of work which is trying to look for and find some of those examples from the NIDRR grantee community. 

So, hopefully. 

  >> CHARLIE:  You know, when we say we, we mean you.  So ...

  >> JOHN:  (Laugh) yes, we know.  Might also add, you know, that the long range plan of NIDRR also speaks to KT.  And I think it does imply an expectation that KT ‑‑ okay, that all NIDRR grantees will have some level of activity and goals that are associated with KT.  Correct?

  >> PIMJAI:  

  >> CHARLIE:  Yes. 

  >> PIMJAI:  Yes, yes, and which areally and I were talking about the other day that there are several things to KT.  KT is not a thing, but it's a whole process, so there are different things that people could do.  And some may play different roles and do different things, but all of that will come to a big picture of how do we get into having research in products that NIDRR funds, go into society and do some good?

  >> JOHN:  Right.  Exactly.

All right.  I am not seeing any more questions.  So at this point in time, we will follow our agenda, and we will take a brief break.

We will reinitiate at 1:30 Eastern Time.  Talk to you soon.

(Break.)  

  >> FEMALE VOICE:  All guests have been unmuted.

Please stand by for captions.

  >> JOHN:  Hello and welcome back.  It's my pleasure to introduce our next speaker who is a friend of the KTDRR center, Dr. Carole Estabrooks.  She is on the faculty of the university of Alberta, Edmonton.  She is also written and published widely in the area of KT, including evaluation and measurement areas of KT.

Her presentation title today is:  How do we measure research use in knowledge translation, with that brief intro, Carole, I'll turn it over to you.

  >> CAROLE:  Thanks so much, John, I'm going to assume everybody can hear me, and I'll get a little message if you can't.  It's a little unnerving talking into my computer screen, but let's see how it goes. 

I want to first thank the group.  Thank the group for inviting me.  And I'm looking forward to leading off what looks like a small Canadian invasion.  We're always pleased to do that, since we haven't actually conducted an invasion since the plains of Abraham.  So it's a big event for us. 

I'm going to start with a brief outline of what I hope to cover.

I'll spend more time on some of the issues at the beginning and later than some of the things in the middle. 

I ran through this program a couple of times yesterday just to deslice, to make sure I was in the ballpark for time.  So I'm going to try and hit the average of those two times I ran through it, since the first one was a bit lengthy.

So I'm going to skip over some of the slides a little bit more quickly than I might otherwise do.

This is a little bit of a snapshot introduction in terms of the kind of work I do.

I believe you all have access to the slides, so that you can read this at your leisure in great detail in terms of the kinds of areas that I'm focusing on. 

I did my original educational preparation in Atlantic, Canada and the rest of it's been out west or in Central Canada in Toronto for my postdoctoral work.  I was trained as a nurse in terms of my professional training and most of my early graduate work.  And then in my doctorate program began to focus on knowledge translation and help services research more broadly. 

The other area that I've moved into over the last ten years, in terms of the setting in which I do my work is residential long‑term care. 

Prior to that I did most of my work in acute tertiary level hospital settings. 

All of those pictures aren't really me.  The only one that's really me is the scuba diving one.  The rest are things that I enjoy.

And unfortunately, right now can't participate in.  And some of them, apparently, according to my medical practitioner, I won't be again, thanks to the modern miracles of hip replacements. 

It's interesting that the only one I can really safely engage in, apparently is scuba diving which appears to be based on my limited experience so far one of the easiest ways to experience multiple avenues to the Grim Reaper, but anyway, more on that later. 

My slides are bouncing around a little bit here.  So I don't know if they are there.  I'll try and get them under control. 

So I want to talk just for a minute about knowledge translation sear theories but that's not going to be the focus of my talk because I'm pretty sure that both Ian and Jeremy will touch on these in more detail. 

Primarily I want to say they're no longer a scarcity of theories to guide our work.  For a number of decades there were far less choices available to us.  These are some of the more popular ones. 

Most of you will be familiar with at least the first two.

I do most of my work these days working with or basing my work on one of the latter three.

I'm very taken with normalization process theory.  Karl mace, a sociologist in the UK has been developing this as a group.  And that's because I do a lot of my work at the microsystem level and focus on (laugh) if you're not presenting, please don't advance slides.  Yes.  That's good.  I do a lot of my work at the microsystem level focusing on unregulated care providers and so I find that this particular theoretical approach is quite useful in that regard.  And I'm quite impressed with the groups' ongoing evolving efforts, in particular, I know that now they're beginning to work on describing and developing and validating issues so we can work more empirically with the theory.  I've done a lot of work with the parish.  It's what I use partly as a heuristic device and partly to device some of the constructs that we think are important to work with.

And then most of my work is premised, all of my work is premised in one way or another on the diffusion of innovation work. 

I'm going to talk for a minute or two about this.

Ed Rogers has had a major influence on me and I was train in there my Graduate Program more in the tradition of social scientists than health scientists.  So I have a large amount of my time was spent focusing on diffusion theory.

He talks about, as you all, I'm sure, know, or be aware of, the elements involved, which are the innovation or for us it's often clinical practice guidelines, the necessity and the Centrality of communication channels in the social system.  And, of course, the fact that these things play out over time.

In, as you can see on this slide, a diffusion curve. 

Now I've lost my whole screen.  But I'm back again.

Um ‑‑ that has a fairly predictable roll‑out under ‑‑ and then across this slide we see the categories of people that ‑‑ sorry I'm hesitating.  Something's ‑‑ I keep getting a different fatal slide ‑‑ screen pop‑up.  But I'm back now. 

This group across the bottom which are pretty predictable across all sectors we had you're looking at health professionals or farmers in Iowa or people working in the electronic industry, we have this ‑‑ these 4,5 categories of people.  It's of little use to most of us to spend any time worrying about the lag Gerds, it's really good to apply the 20/80 rule here, maybe the 90/10 rule.  They're very difficult to move.  They can come along or they don't anyway, and little that we do affects that.  And the innovators aren't either a group that we should spend a particular amount of energy on.  It's really the opinion leaders that will begin to pull the rest of the group along and move them up to this Orange or yellow bubble that's the critical mass or tipping point that we ‑‑ that we need to get to, so that things sped more efficiently.  And, of course, more Rogers talks a lot about the attributes of individuals, organizations and of the innovation itself.  And I have another slide here talking about attributes of the innovation, and I've put this out, especially, because I think it's a ‑‑ a very understudied and underserved area in the health professions.  We haven't paid enough attention to the attributes of the guidelines or the medical technologies or the other things that we're trying to have adopted by users in the system. 

You know, this is ‑‑ there's a lot of very common sense pieces to his assertions about attributes of the innovation.  If you can see the effects of it.  If you can try it out.  If it's not overly complex.  If it's compatible with your work patterns, and if it offers you some self‑perceived advantage, relative advantage over what you're doing.  So I have a colleague who's developed a simple sit to stand intervention for residential care settings that's been very well received and is being adopted quite rapidly, I believe, because it hits all of these in terms of positive features of the innovation. 

And I'll come back again to this a little bit later.

However, despite all the good theory, we're still terribly short on good measures.  And we're short on measures all around, whether you're talking about actually measuring knowledge translation or guidelines implementation right through to measuring all the constructs that we think are predictive of and facilitators of knowledge translation.

So I wanted to stop for a minute on a paper by cook and company, in implementation science last year that I was really impressed with, except for one small caveat.

He took ‑‑ they've taken the work of ‑‑ the important work actually of green how can who synthesized large, large volumes of literature over many decades and they essentially and I'm paraphrasing terribly:  Well, here are the important elements of that work.  But we don't have good and robust measures for them.  So we're going to tackle that and we're going to use techniques like survey and interview and administrative data where we can. 

And if you note when you read the paper, when you look at this slide, they're measuring things like the attributes of innovation and implementation processes and system readiness, etcetera, etcetera, etcetera. 

The one thing that I took note of when I looked at this paper was that, oh, gosh, they're not actually talking about operationalizing how we might measure diffusion or adoption or implementation.  And that is emblematic and characteristic of what's been going on in the field. 

The field has been around at least for 120 years, if not longer, although in health we tend to really begin to see ‑‑ to have visibility in the early '90s when the evidence‑based medicine group came out with their important paper in the anales in 1992, I think. 

We've done some work on measurement, too.

This is not about knowledge translation.  This is just a shameless plug for some of the work we're doing. 

And I'm going to ‑‑ but I'm going to come back to this, because we had already what for us was a good enough working measure of research use, research uptake.  And when we began the study that we started that led to this tool in the early 2000s, our frustration and our need was really around how do we operationalize organizational context and keep that as close to the framework we were working with as close as possible.  We adopted principles, we're not measurement experts, but we called together a group when we got into the study and realized that the measure we were proposing to use wasn't going to work.  And we said, well, it should be theory‑informed at least.

It should be short.  It has to be short.  It was a most important characteristic.  And most importantly it has to measure things that are modifiable which isn't often the case when measurement oriented researchers get in their offices and begin to try and construct measures.  So we took a very pragmatic approach. 

It was incredibly side‑tracking for us, because it wasn't our main intent to spend our careers developing a measure so we've done it off the side of our desk.  And those represent some of the publications we've had about it.

The other reason that slide's up there is whether you're developing ‑‑ if you're ‑‑ I would never advise that you develop a measure if there's a good one out there.  That's certainly been the approach I've tried to take.  But if you're going to do it, that we attempt to do it reasonably well.  And I'll ‑‑ and you would adopt the standards approach and I'll come back to that one and talking about KT measurements more specifically.  So that at least when we get things out there people can hope to use them with some sense that they're valid and reliable measures. 

But what about the dependent variable yes. 

Well, what is it is important.  And there are a couple of ‑‑ well, there are a number of caps around this. 

Is it clinician behavior? That is, is it clinician ‑‑ manifest clinician uptake of guidelines, for example.

Or some other use of research. 

Or is the client outcome what we're really chasing? Or is it both, or is it something different?

There are those, and they fall into a camp, and I'm not in this camp, who would go directly from here's a knowledge translation strategy and here's a patient to resident or a client outcome and that's all we need to do, and that's not ‑‑ you know, that's an approach.

And I can certainly see why you adhere to that.  I've always taken the approach, this is another cap, this is, well, it's really important that we measure use, because if we don't get inside that black box ‑‑ of use we're missing important causal mechanisms that might actually influence how we structure our interventions. 

So I've historically approached it from the perspective of:  We need to have KT strategies, we need to assess whether people are using the guideline or the research.  And then we also need to measure that.  Because one of the things characteristic in the field is that people ‑‑ is that people ‑‑ I'm getting notes here to speak up.  So I'm going to try and do this.  Is that people will measure the research implementation or uptake behavior of clinicians, and then don't do anything to associate it with out comes which is, of course, defeats the purpose in many ways of the over arching goals that most of us would have. 

If you do accept that measuring clinician behavior or whomever its is supposed to be using the research is important then you're less filled with fairly monumental challenges around:  Should I take self‑report as the appropriate approach? Should I try and use some kind of observational technique? Do I look at administrative data or side extractions, etcetera, and these are not trivial.  They're major issues that face us when we're trying to measure it. 

The field's been talked about now very much historically.

This is like the poor cousin of the knowledge translation field.

Donna Rich and Carol Rice or are the main people who have written about this and they come from the knowledge utilization science policy perspective.  Carol's work has been incredibly influential in helping us identify different models of care and different types of research implementation.  Bob has been talking about this for years and waxes quite eloquent on it and has quite a broad perspective on it.  I have all my students read this historical work.  Often kicking and screaming, because most often they want to get to the intervention piece and don't want to understand the history of the field, but I think it bears some attention.

The main message from these three folks is that we have a need for conceptual clarity and pluralism in measurement.  And I would argue that that hasn't changed in the last 30 years.  It's still a major problem in the area of measurement.  And they propose different approaches to dealing with how we approach measuring this construct.

They point to this persistent non‑result problem.  Not measure it.  But it's important, etcetera, etcetera, etcetera.  So you can look at those when you've got more time.  But these are the key message ‑‑ some of the key messages that this group identifies. 

This is a bit of a lazy slide.  It was a little bit easier for me to put this up this way than to put through some kind of a diagram that would probably have had more visual appeal to you at least.  But this slide represents ‑‑ this is not a lot of work, but it's more work than I might have thought we'd get done when I started.  It represents the work that we've done to try and make a contribution to the measurement area of knowledge translation.

And so I started this work in 1999.  Well, in the 1990's when I was doing my doctoral work, influenced heavily by the folks I've just had on the previous slides. 

We did some review work.  We got embroiled in a study where we had some real challenges around not having the right measure in our data set.

We thought around 2008 that we'd define and submit and get funded the definitive grant.  And we did that, but turned out, of course, not to be the definite funtive grant.  It was a qualitatively oriented approach and we struggled in it.  We had classic measurement people on the grant and that was part of our problem.  Anyway, we learned some things, and we made some contribution, but we didn't get the Holy Grail measure that I thought that we might.

And then I, as with most senior scholars, you make real advances at which you claim partial credit for.

Of course, when you get students, very good students, very bright students, who are interested in a particular area, especially if it's one you haven't been able to devote as much time to, so Janet Squires began working with me in the 2000s and really in her doctoral work has made some important advances and contributions. 

The first thing she did was take up the review that we'd done an okay job of, but not a really in depth, comprehensive, definitive task with and she had published that in 2011.  And then she went on to work with me to develop a scale and to begin to do some really rigorous testing of it. 

I want to talk for a minute about Squire's findings in that systematic review, because if you recall some of the problems that the early individuals in the field talked about, you'll see that they're repeated here.  We've still got ambiguity.  We have serious methodological problems and despite in another ten years after our early review, affording new measures and 60 plus reports the problems haven't gone away.  We have construct clarity issues.  Very few people are using any kind of explicit, and sometimes you wonder if it's implicit measurement theory type of work and really this is not unique to this field but it's certainly evident, a lack of ongoing assessment.  So Janet Squires and I are not strong followers of, and people we've worked with in Sweden and here in Edmonton, we are strong proponents for the standards for educational and psychological testing which really approach measurement not as, well, I've got this kind of reliability and this kind of validity.  So concurrent, parallel forms and predictive and all those things we learn.  But it says actually you never get validity.  You build an increasingly robust argument over time, and bring ‑‑ the weight of evidence to bear on the merits of your measure, and it makes a lot of sense to us, and we think ‑‑ and it's more rigorous, I think, when you're trying to assess a field.

So I'm going to move ‑‑ I'm going back here to Janet's paper for a minute.  So if anybody's really interested in the measurement field in knowledge translation, I'd recommend this paper in implementation science in 2011.  It doesn't address all measures.  It focuses on self‑report measures, and self‑report measures are measures that I use, and others I work with use a lot.  In part we use them for pragmatic reasons. 

They're more efficient, and they're more ‑‑ um ‑‑ they're more cost‑effective.  And we can do them across broad, sweeping programs. 

So if you're interested in a very focused intervention study, it is possible, although not necessarily easy, to employ observational methods and chart extractions. 

We work across sites, facilities, and regions and provinces and across the country now.

And so for us to begin to think about those kinds of measures, it becomes prohibitively expensive really quickly.

So in part we're driven by pragmatics, and in part, I tend to be of the school that would that you knowing people basically don't lie when they're giving you self‑report measures.  When they're giving you less than accurate reports it's often because of issues that we can do some things with, to ameliorate.  Things like recall by us social desirability issues and also there are self‑report measures. 

I have found that our measures have performed reasonably well over time.  So while they're not perfect, I'm not prepared to a dand done them at this point in time. 

Green did a paper in 2006 where they did a review preceding Squire' review looking at the effectiveness in interventions and this is of interest because they talk about measuring change at the clinician level.

They talk about cost, but they talk about whether people are using medical record audits, computerized databases, so it's a nice overview of, well, I want to measure clinician change.  How have people measured it, and what are some of the pluses and minuses of that.  I'm not going to go over this table.  It's a table from their paper in implementation science, but it basically says:  Here are the methods that people use to get clinician behavior change.  And here are the categories of things that they're trying to assess, when they're using particular method, he so when people use practitioner/clinician surveys they're always after surgery gait measures of behavior change and sometimes they're after some other things.  And similarly with other issues. 

So if that's of interest to you, that's a nice open access paper, and I'd encourage you to read it.  It's a nice review. 

And I think the last paper I wanted to spend a couple of minutes on was this very interesting paper looking at other valid proxy measures. 

And it's another systematic review.

And they assess the accuracy of medical record review, clinician self‑report and patient‑reported behavior relatively to directly observed behavior, or that's what they were attempting to do. 

That what they found which is not uncommon with reviews is extremely limited evidentiary base to support them.  So they didn't have any Gold standard Holy Grail kinds of results that would say actually this is exactly the way you should do it, or if you want to assess the validity of your proxy measure, here's how you do it.  But if you're in the world of assessing clinician behavior using proxies, this is an important paper to have a look at.

So I'm going to switch my line of discussion now a little bit to some of our work and try and use it to illustrate some concepts and ideas and things that I think are important.

And I'm going to talk about two groups of studies. 

Early work in our program really focused around what I call the determinant studies, determinant research utilization in X, Y and Z settings.  This work went on between about 1999 and 2008.  And it was set in acute care hospitals in Toronto and Edmonton and it was on mixed methods approach to trying to understand what it was about units, Micro systems‑wise, that would really facilitate research uptake and the intent was, and we have operationalized this to some degree, oh, it's taken us longer than we thought.  If we understood these environments really well and really got down in both the quantitative and qualitative kind of approaches to this we could design better interventions. 

So...  This is here to remind me to describe to you the self‑report measure in case you're scratching your head and going what is she talking about.  So I have since my doctoral work been pretty committed to ‑‑ not completely.  I will look at the 0 things but I have had such good results that I have not wanted to waiver too far, a single item measure which is a, you know, a bit sacrilegious in some measurement circles, and to assessing four types of research use, and this goes back to the Reese work and the buyer and tries and some of Michelle is statler's work looking at conventional, instrumental, symbolic and over all use.  So a thinking, a doing, and a percentage wading forms of use, and then I added in an overall use, thinking that it ‑‑ there actually might be as much mileage in an am knee bus self‑report.  And in some ways there appear to be.  There somebody some changes over the years but not to the form.  The form is we define, we go into a group and we say this is what conceptual research utilization is, except that I would never use those words with clinicians.  I often will talk about direct research use or direct use of best practices.

Here's what it is in the study.  Here are 3 or 4 really concrete examples that we tailored to their setting.  And here is a single question.  And I've moved from long recall periods to on the last shift or the last five shifts would be the most I would stretch it out to.

How often do you use a funnel like your scale.  It's an imperfect measure, but as I said we get good variability.  Everybody has a positive skew to their responses.  So it's the same in every group we assess. 

And we get responses in the dependent variable to the kinds of predictors we would think. 

So we get what the standards group would call ‑‑ they have four types of validity they talk about. 

We get what we call relations to other variables validity.

So those are a few publications on it.  And recently, when I was ‑‑ as I worked with Janet, we developed when we start theed working with care aids, the single item didn't work very well for single conceptual use so we developed a short scale that's been performing in a really promising manner and we've begun to test it out a but with regulated allied professional workers. 

So, I took that backdrop on this slide into the determinant studies, and out of a series of focus groups and in depth interviews we developed ‑‑ one of the things, we did many products in the study but one of the things we developed was taxonomy this was a study that focused on Registered Nurses.  Taxonomy of other sources of knowledge.  And why is that important? Well, it's important, it was to me at least and to our group because it was really clear to us and it will be clear on the next slide that they're not drawing on ‑‑ um ‑‑ explicit, codified research knowledge as we might like to package it in very many understand stances. 

They draw heavily on social interactions which make sense when you harken back to Rogers' work, and it's important when we think about designing interventions.  And they draw heavily on experiential knowledge which sometimes gets a bad rap, but I think it's ‑‑ makes absolute sense because ex‑peerian shall knowledge is often a tacit form of knowledge.  And I don't know a clinician worth her who doesn't draw on this.  So this was a qualitative, well, real hardcore qualitative people in the audience will say, well, yeah, that's really structural, it's not that qualitative.  But ‑‑ so when I do qualitative work I don't venture too far to what I call the last.  I stay in the middle and look at things quite structurally. 

We did a survey of thes ‑‑ I've done several of these surveys, I don't do them anymore because the results are all the same, and they just verify what I had in the slide before which is that people rely on their interactions with clients, their personal experiences, what they learned in their primary professional schooling, which I used to think was bad news, because a lot of these nurses have been out 20 years, but I've reframed that in thinking, well, actually if we're doing our basic educational programs correct, we're actually teaching them principles and giving them tools.  So maybe it's not so bad.  What they're drawing on and in services in the workplace and they draw very little on formal codified sources. 

And this, this is still the same set of studies. 

And this goes more to the measurement piece. 

So we took that single item measure, this particular graph on the left looks at the over all measure that we have.  We had seven units in the study.  So we did fieldwork for six months, collecting qualitative data, and then we did two surveys of the nurses and others in the fields. 

We interviewed some ‑‑ all allied professionals.  And we attended meetings, and we looked at documentation, etcetera.

What we found in these seven units was that two of them had quite low reports of research use when we aggregated the individual scores.  Three had quite high reports, and two were in the middle. 

We then did some correspondence analysis techniques, and we were interested in clustering, were there clusterings of other things we were measuring around these low, medium and high groups. 

And a little bit more clearly than I might have anticipated, we saw this cluster of attributes around the high research using group. 

Um ‑‑ so this group tended to be ‑‑ these units tended to have higher scores on positive attitudes to research.  Tended to have better critical thinking skills, more self‑reported creativity and efficiencies, and were more a department at resequencing their work. 

So we have at the time did a fair bit of feedback around these things, talking to managers, saying:  Well, you know, these are ‑‑ if you want to improve the research use in skills these are some of the things we might focus on. 

Now, unfortunately some of those and this is almost always the case as individual attributes are really quite difficult and challenging to shift.

This was probably my last foray into focusing so much, even though this is about units and microsystems‑wise, focusing so much on individuals, because I think it's very challenging to move some of these individual attribute and the locus for that is probably some combination of the basic undergraduate and graduate professional education and what happens in the case of people who work for organizations on salary, of the kind of orientation and first year experience. 

So I have a colleague who's working on this stuff, these areas quite a bit. 

I have become much more interested in context. 

So, I'm going to shift now ‑‑ so that was ‑‑ I guess you could divide my career into segments.  If that was an earlier segment, this is now the current segment.  It's been going on for about eight years. 

Ten years, 8 or 10 years, where we've really focused to the residential long‑term care sector. 

As I've shifted from acute care and professional license clinicians to residential care and to, would go more with unregulated workers, there's always also been a shift toward what in Canada we would describe as integrated knowledge translation; which is a part ‑‑ heavily partnered, mode two style of knowledge translation.  It bears some resemblance to participatory action research, but it's not quite in my mind the same thing. 

There's quite a bit written do you this, and certainly Ian's going to be talking, and he's been instrumental in moving this agenda ahead when he was at the Canadian institutes of health research. 

So this is an applied program.  So track as we shorten it to, it's really an umbrella term that covers a number of projects that we're engaged in. 

Largely, but, in certainly less so as we move forward, funded by the Institutes and more by our partners.

And our intent is to develop practical solutions for improving quality care, quality life, etcetera.  So this is an extremely applied program with heavy emphasis on integrated knowledge translation and solutions. 

And not as some of you panelists will remind me as purely scientific as some review panels think things ought to be. 

These are some of the studies and things inside that umbrella, the main track work which I'll talk about in a minute and some other studies that we're doing, and I'm not going to have time to talk about the scope study and it's not really germane to the topic of measurement.  But it is ‑‑ it's a line of work that's really invention focused where we're trying to now coalesce what we've learned over the last 15 years and move it into interventions that we think make some sense. 

Um ‑‑ this is my thought for why residential long‑term care is important because Lord knows it's another cousin in the research world.  And we ‑‑ well, I won't wax anymore on that.  We're all, of course, worried about the bulge.  The baby‑boom bulge in red here on this graph.  So as Patricia Baird at UBC likes to say the pig's in the python, has been for some time and we have to now watch as this bulge moves to the population in the system and it has as it's done in yours, I'm sure, our managers and decision‑makers and policymakers are nearly beside themselves trying to figure out how we're going to manage.

Dementia, which creates a particular orientation to the context that we have drives in Canada at least and lots of industrialized countries drives the use of residential long‑term care.  You know, dementia's a nasty, there's no prevention, no cure and no treatment.  And eventually the needs of this individual or frequently, especially in people who don't have unlimited resources, the needs overwhelm the family and care‑givers and they end up in residential care.

There are tons of quality gaps which I won't get into 'cause it's also not the focus here.

But if anybody's got a noise translation quality improvement safety orientation, in those three disciplinary kind of pillars of knowledge we act as if they're separate, but they're actually highly interrelated and probably not very separate.  This is a terrific area because there are lots of challenges and areas for improvement. 

So we've got a series of projects in track.

Some observational, some case study stuff, some feedback projects, and a group of pilots.  And these are the kinds of data that we work with.

So we would get, if you look at these data, our outcomes, our resident outcomes off of the fourth category, off of an administrative data system that's in place in residential care.

In the states now it's Version three.  We'll stick with Version two, and then eventually move to long ‑‑ not Version three, another Version of rye in Canada.  So our resident outcome comes from these data.  Our knowledge translation outcome comes from the survey data, it's self‑reported.

Primarily, we use the care aid data and we focused heavily on those, because they deliver about 80% of the care and they're at the point of care.  So we believe that they can give us the most accurate assessments of organizational context.  And we get a number of predictor and co‑variant sorts of variables from these other parts of the track survey and other parts of the other surveys that we collect. 

We embed the context tool inside what we call the track survey. 

I don't have much, except this slide to show you in terms of summary findings. 

I have a number of database slides that I've pulled out, because we've got papers in progress or nearing publication, and need to get those out before I leave, graphs and database things on a website.  But we have pretty good evidence that favorable context is a (inaudible) score is associated with research use and with a number of other staff out comes.

We have very strong evidence that the parish component of valuation which we call feedback, and interaction patterns, social interaction patterns, formal and informal, are particularly important and favorably associated with best practice use. 

Um ‑‑ we know that regulated, and non‑regulated staff groups share knowledge differently.  And for a system to function well, these channels, this social system, and the communication channels have to be open. 

And where we conduct our quality improvement work and where we measure most constructs really matters.  So I have focused most of my career on the micro system.  But increasingly, we're paying the a tension to whole system change and to the micro/macro issues involved with really getting effective sped and scale out. 

So a couple of slides to just bring home some summary thoughts that I have in this whole area of measurement. 

I believe, as does any good card carrying knowledge translation scientist that we need relevant knowledge translation and related theory for intervention design and evaluation.  And it's not just KT theory.  There are many, many theories. 

Richard Groll and others have a book out kind of presenting us a Coles notes to theory, Anne Graham, Sharon Strauss and Jaclyn Tetros have a knowledge translation handbook that goes over many of these theories and there are many other sources. 

We need to select robust measures, trying to avoid the need, this would be my personal ax, trying to avoid the need to embark on developing them if it's not a genuine interest that we have and we're not willing to commit resources. 

And ‑‑ but if we're going to undertake measurement work, I would strongly advocate the standards.  They just make so much sense.  And I think we need to pay attention to the attributes of the innovation.  And the reason I keep coming back to this is that the attributes of the innovation is low hanging fruit.

We could make quite significant gains by paying attention to the characteristics.  I can't tell you how many clinicians I've talked to or tried to do things with who roll their eyes and go, well, like, yeah, you know, there's a 20‑page guideline that I have to read.  Now, we're getting better at not doing that, but it's not just the length and the complexity of the guidelines.  I think we need to pay attention to whether clinicians see some relative advantage and can try some of these things out.

Years ago Rogers and Rice in the '70s talked about rein Convention.  We talk about it now when we bother to about transformation of findings, you know, changing findings, tailoring findings, but this is an important area that hasn't had enough attention. 

We are dealing with complex adaptive systems, and although you see more written now, we're not paying enough attention to what that really means to us, so we're taking some of the work that Ruth Anderson at Duke and Holly in Texas have been doing and others and really trying to focus on the sense‑making components of complex adaptive systems‑wise which fits really well with May's work on the theory. 

We need strategies and intervention to the nature and structure of the work of the target audience, I've been harping to nursing groups for years about this. 

The kind of interventions and strategies that work with Primary Care Physician in his group practice are not the same kinds of interventions that work with nurses in a busy ward in a hospital with care aids and a long‑term care system, with paramedics in an emergency transport system, etcetera, etcetera, etcetera. 

So we need to be paying, I think, more attention, and I see some signs that we are, because not just what they do, but the nature and the structure and how knowledge is constructed and used and unvented in those different jobs, everybody says, and it's absolutely true, we have to engage the right levels of decision‑making in leadership.  It's really important.  And it's a much more complex thing to do than it is to say. 

We need to ‑‑ this is lots of you need, you should, then I'll take questions, incorporate sustainability.

I'm big on researchers not going in with their expensive interventions and then leaving, because most of us can design an intervention that works but it's really getting it ‑‑ designing something that's sustainable, and I think that when we design interventions they should have potential for sped.

And then obviously, if there are really good ones, scale up.  Which is where I think the integrated knowledge translation approach gives us a real advantage, is in looking at issues of sustainability, sped and scale‑up.  There are other advantages, too.  So that is the end of my comments.  I want to thank for your patience.  I think I've left enough time for about ten minutes for questions, and I'll try and respond as I'm directed to.  Thank you very much.

  >> JOHN:  Well, thank you, Carole.  That was very interesting presentation, many, many things for us to think about.

So we do have a few questions for you.   

The first one:  Your suggestion is to pay attention to the attributes of your innovation.  For the folks that are NIDRR grantees, their innovation may be in the area of disability policy or disability services and intervention that promote the quality of life for persons with disabilities and so forth. 

Could you give us an example of how we could pay more attention to the innovation as a way of measuring in the area of KT?

  >> CAROLE:  That's a challenging question, but I do in my mind have a mental picture of things that we're asking of clinicians.  However, in some of our work, we're also asking jointly of practitioners, care‑givers, and mid‑ ‑‑ frontline, mid‑and sometimes senior management.  And when I think about attributes of the innovation with that group I go to them, for example, in the residential long‑term care system.  And this is a indirect way to pay attention to the attributes.

And I don't even open the door or knock on the door if I haven't got an intervention that is either resource‑neutral or minimally resource‑consuming, or if it's largely going to consume larger amounts of resources, I have not demonstrated like I ‑‑ I think it's important that I've demonstrated proof of concept, proof of effectiveness, and worked over time on the relationships that I've got.  So that's not a very clean way to say, but the attribute of the innovation if I were to tie it to 1 or 2 would have to do with observability, a relative advantage.

So we had a very expensive quality improvement intervention that we have had real good success with sped. 

How we argued it was that ‑‑ and we worked with the decision‑makers to build a business case.  This is an expensive intervention when it comes to inoculating the sites, but once the are inoculated they have something that they can then keep and won't cost them anymore in terms of a way they work. 

So that's one way that I've indirectly thought about innovation attributes, when it's more managerial and policy‑oriented. 

  >> JOHN:  Okay.  Great.  Something to think about there (cough).

Um ‑‑ this particular question, I think, came in during the registration process, but I'll go ahead and couch it for you.   

How do you measure KT? What are the indicators? How are measurement strategies different for outputs versus out comes?

  >> CAROLE:  That's a big question. 

Um ‑‑ to that, because there are so many things I could say, I will give one kind of negative, not negative, but I'll flip the response around.  One way not to measure research implementation or KT, I think, is the way across all disciplines I sometimes see it done, because it's difficult to measure, is to go out and we say:  Well, what did people do when they're using knowledge, using research? They're reading, they're going to conferences, etcetera, so we get a list of all the things that people do that I think are more ant seed dents in use and some of them take an average and we say:  This is how much KT this person or group is using, and I think all we've done when we do that is summed up how many ant seed dents, how many necessary but insufficient things are present for this group or person to use in knowledge.  So that's one thing that I don't think's really fruitful.  And because that's a big, complex question, I would refer that questioner to some of Squires' work on measurement.  Because it's really, I think, some of the best out there and to some of the other papers I referred to.

  >> JOHN:  Okay and be I think some of them will be available through the expo program if people weren't taking notes, and we do have copies of the slides available for everybody.  So you don't have to be constantly taking notes to keep up with Carole, for example.

All right.  One more question:  How do you effectively measure out comes and the use of information transmitted?

  >> CAROLE:  Um, these are all Versions on the same really difficult theme.  Um ‑‑ there isn't one answer to how we measure out comes.  I think we have to think through as best we can.  What would we need to see to believe that we were getting the outcomes we wanted and then chase down measuring it.  It's easier to go after outputs, but when we're talking about ‑‑ it's a little bit, but I'll emphasize little when we're talking about guideline, that's a thorny area and you could think of different ways that you could effectively measure guideline in, although observation is notoriously expensive and self‑report which has its challenges but if I were doing the perfect study I might take a containable unit or Mike escrow system and try and apply all three of those approaches and see if I could come up with something if I really was chasing a pure answer, but, you know, I'm happy with something that's good enough.  And so I go with self‑report.  Other people go with chart extraction.  There isn't ‑‑ there isn't a right way to measure KT out comes.  The question S.  What are you trying to accomplish? Do you want people to use more of some things, and then have that use lead to a patient or a client improvement.  Then I thinkoff got to measure both things, you've got to measure the client improvement; whatever that is, and the provider or intermediary's use of the research or the research evidence or the innovation.  It's probably a frustrating answer.

  >> JOHN:  (Laugh).  I don't think so.

Um ‑‑ this last questions is:  Within the context of a NIDRR grantee who usually has a fixed time‑frame for their grant activity, somewhere between at least for a NIDRR grant, somewhere between 3 to 5 years in length.

And recognizing that KT can sometimes take a little time, how ‑‑ you have any suggestions for how to measure enroute accomplishments towards C T goals or out comes?

  >> CAROLE:  That's a fair enough and a good question. 

I'd give a shout out to your funders saying:  We need to pay more attention to funding and recognizing how much time and how hard it is to get the KT piece done.  But one of the things that I've been doing with some success, it doesn't measure everything, is when I can afford it, I try and build in an externally done.  So the team isn't doing it, process evaluation. 

And sit down with the team and the stake‑holders and say:  What would be the signals here? You know, sometimes I can do that for 10 or 15 or $20,000.  It doesn't have to cost truckloads of money.  Sometimes you can pick it up in your other measures, but I have found that when you try and roll your process evaluation into all the other things you're doing, it sometimes gets short shrift.  So that's one thing that I think can be done right when you're writing the grant.  So I'd do it now at grant‑writing time.  I'm putting one in Friday.  It's got a very small process evaluation in it.  I think we're going to budget $25,000 over three years.  I've got a little company that does this for us, and they have got a set of interviews and surveys and things that they are going to look for in a subset of the stake‑holders that we're working with.  So when we can get to the end I can say with some confidence:  Well, we've got lots of other non‑translation things still to do, but we have accomplished while we were in process these markers, we met these markers.

(Pause.) 

  >> JOHN:  Very good.

Carole, thank you very much.  We've reached the end of our time.  You've had a extremely informative presentation, and we really appreciate it.

And we hope maybe you'll be able to stick around for a little time, if you're able to.

  >> CAROLE:  Okay, thank you very much.

  >> JOHN:  Thank you.

Saying that, we will take a short break, and we will reconvene at 2:30 Eastern Time.

(Break.)  

  >> FEMALE VOICE:  All guests have been unmuted.

(Pause.) 

  >> JOHN:  Hello, and welcome back.  It's my pleasure to introduce our next two speakers for our next session, which is entitled measurement out comes at CIHR and I DRR.

Doctor Ian Graham is professor in the School of Nursing at the University of Ottawa, and he's also seen your scientist with the clinical epidemiology program of the other what hospital research institute.

He is joined in the presentation this afternoon with Robert McLean who is any couldn't mitt and an evaluation consultant.  Rob is the person that lead the evaluation of the Canadian institutes of health research knowledge translation funding program.  So we're very excited to hear from both of these two liters, so saying that, I'll turn it over to you, Ian and Rob. 

  >> IAN:  Thank you very much, this is Ian Graham and with me is. 

  >> ROBERT:  Rob McLean here. 

  >> IAN:  We'd like thank you for the opportunity to present on these two projects, I've been, my time at C HR and even before then quite impressed with NIDRR and NIDRR's focus on knowledge translation, and the engagement of the NIDRR research community in terms of moving research into practice.  And so what we will cover in the next 40 minutes or so, I think it's important for you to have a sense of what our biases are, and so I was a member of the National Research Council panel that looked at the outcomes, I was a member of the Steering Committee.  I was also a co‑author on CIHR's health research impact framework.  And as I mentioned, for six years, was the conduit to C HR as the Vice‑President of Knowledge translation.  

  >> ROBERT:  My contacts are that I'm currently a lead evaluator with CIHR.  And I was also the Chair of the KT evaluations Steering Committee which oversaw the evaluation we'll be presenting on today.  

  >> IAN:  And it's really important to remember that everything we're telling you today are our own opinions and don't reflect those necessarily of the National Research Council, NIDRR or CIHR.

So what we intend to cover is the NIDRR report, and hopefully, some of you are familiar with it.

The title of it was the review of disability and rehabilitation research NIDRR grant making processes and products. 

And briefly cover for you the four types of products that we looked at.  The quality of the domain that is we derived, and then some of the key findings. 

And then Rob's going to talk ta little bit about evaluation at CIHR, and the KT funding opportunities at CIHR. 

And the evaluations, and so as a requirement of the treasury board, which is a Finance Department in the government of Canada, all programs have to be evaluated every five years.  And so what Rob will be presenting are the results of that evaluation of the KT programs.

So, for those of you who are not familiar with this report, the web link is there, you can download it.  You just have to sign in.

And then you can download the report for free or you can get a hard copy by purchasing it.

Very quickly, these were the people that were on the committee.  I'm sure yule recognize many of the disability researchers who were quite eminent.

And this was the task that we were given.

And so it's really ‑‑ and let me see if I can get this to work.

Yeah.  Here we go.  So it's really this one here that I want to focus on. 

So, one element of the evaluation was to conduct a summit of evaluation focused on the quolt of outputs of 30 grantees across NIDRR funding mechanisms.

And let me see if I can get rid of that arrow now.  There we go.

And so, this process involved taking 30 grants, and then for each of the projects that worked ‑‑ okay, it's moving on its own here.

Um ‑‑ sorry about that.

And then within each grant, all of the projects that were involved with it, the PI's could select two outputs for each of their projects. 

And the categories, which are NIDRR categories, were publications, tools, measures, and intervention protocols, technology products, and devices, and information products. 

And the sampling came from nine out of the 14 NIDRR funding program mechanisms.  Data were selected by a questionnaire that went to the PI's, and the outputs that they submitted.  So they nominated the ones that they then completed the survey on four quality domains were used to assess each of these outputs, and they were technical quality; the advancement of knowledge or the field and impact, the likely or demonstrated impact, and which could be on science, on persons with disabilities and their families, it could be on provider practice, health or social systems‑wise, social or health policy, private sector commercialization kinds of impacts and the fourth category was dissemination.  And the Committee spent a fair bit of time actually narrowing down to these four categories and then opted for a seven point life fert scale.  And so if you go to the report it was really too big to put on a slide, it's table A2‑1 that goes five pages.  But it's the criteria by source, and so a number of reports and frameworks were identified, and then we combed through those and then looked at the commonalities in terms of the criteria so this is an example.  So the stage of development of the research and the output.  Peer recognition of the output.  All the way down to dissemination of the output.  Here are some specific examples, and again if you go to the report on page 161, there's a box that kind of nicely describes under each domain what the indicators potentially could be.  So for technical quality, the strength of the literature review and framing of the issue would be an example. 

Over the confidence of the study design. 

So ‑‑ was the study design appropriate for whatever the research question was.

So for the domain of advancement of knowledge of the field, degree to which a ground breaking or innovative approach is presented.  Not only of studying a condition that can be applied to the development of new models, training, or research.

So, for impact, the degree to which the output's well sited or has promised to be, and the potential to improve the lives of persons with disabilities.

The possibility of transform mative clinical or policy implications. 

So, nothing terribly out of the ordinary.

And then under the dissemination category.  So the method and scope of dissemination.  So how is it actually done? Description of the evidence of dissemination.  So is there any data to support that it, in fact, was done.  The level of strategic dissemination to target audiences so the notion of actually identifying the audience and targeting the message to the audience.  Evidence that you've actually reached that audience, and then the degree to which dissemination used appropriate multimedia outlets.  And so the notion of coverage.

So the parallel actually broke into three subgroups, and then we were assigned the outputs and all of the documentation related to each of those outputs.  And then we scored them on the four domains, and gave an overall quality score, as well.

And so one of the challenges that we had ‑‑ it worked quite well for the most part.  But for technical products, one of them was the challenge related to quality.  So what are the standards that would indicate that a technical innovation is of high quality?

And ‑‑ and we would have debates about was how many of them were produced and used in indication of quality, well, maybe it is, but maybe it's not.

Um ‑‑ and then when you actually plot the results, this is what you have.

So on the 142 out cuts, looking at technical quality, you get more or less this normal distribution, where the mode is around four.  So the majority of the outputs, nearly 70% rated have higher quality for to seven on that seven point life earth scale but a quarter of them is 31% were rated in the lower range from 1 to 3.  So what we were finding was variability.  So even if you challenge the grading system, what we're ‑‑ we were pretty confident that we were seeing these distributions, but the question was what really was was a four or what's really a seven.  And these are for the other domains, so advancement of knowledge you see the same kind of normal distribution, same for impact.  Same for disdemeanor nackS.  Son and so one of the issues raised in the report was thinking about ways to bring up that quarter of the outputs that were lower than the average.  What are the things that could be done to actually help.  And so on the area of publications, for example, it might be doing things like identifying high quality journals and making researchers aware that these are more likely to be the higher quality journals that you may choose to publish in.  That's a very brief overview of what was done related to the National Research Council report.  Now moving on to the I HR research evaluation, and so this is what we're going to cover as I mentioned before.  We'll skip that one.  And what you see on the left is the manuscript, the valuation protocol was can actually published in motivation science and the report is available on CIHR's website which is on the bottom.  So both of those are open access documents. 

So, to appreciate the evaluation you need to understand CHIR's definition and it has many similarities with the definition that's used by NIDRR.  So KT is dynamic and iterative process with knowledge to improve the health of Canadians and provide more effective health services and products and strengthen the Health Care System.  And that's typically the paragraph that's cited when people reference CHIR in the reference of knowledge translation. 

The second paragraph is less often seen or reported, but it's this notion of, it's a system perspective.  The process takes place within a complex system of interactions between researchers and knowledge users which may vary in intensity, complexity and level of engagement depending on the nature of the research and the findings, as well as the needs of the particular knowledge user.  And just very quickly why the key elements being synthesis so the notion of how do you know that you've got sufficient high quality and adequate evidence that you actually need to move it into practice or policy, well, it's by doing knowledge synthesis, and that avoids the problem of prematurely disseminating the findings from an individual study that haven't been replicated yet.  Dissemination being, you know, one step up from diffusion so the notion of what's the message, who's the audience, and how are you going to target that message to the audience with an appropriate medium.

Ex‑change is the notion of the two communities.  We have researchers and people who would use research.  And the engagement between the two isn't very high.  And that's why research tends not to be used.

So, if we actually can break down the silos and get these two groups interacting with each other, we should be more successful in actually increasing the up‑take of research findings. 

And then, oh, we're going back again.  Ethically sound application is the notion of how do you use it.  And so Carole very nicely went through instrumental and conceptual and persuasive knowledge use.  So that would be the application.  How is it being applied? And then the ethically sound piece being:  What are the strategies and are they ethically in ‑‑ sound and legal, and acceptable from a social perspective, how you encourage people to better use the findings, so for CIHR knowledge translation is really about facilitating knowledge users' use of the research so that they can use it more easily.  If you were using the W HO lingo it would be reducing the no due gap and distinguishing this from knowledge translation research or the science of KT.  Which is about understanding the ‑‑ a lot of the work or all of the work that Carole does, for example, and Jeremy Grimshaw and others, understanding what are the determinants of knowledge use, and then what are effective ways to promote the uptake of research findings into practice and policy.

So this slide is fairly dense, and I'm going to walk you through it because it becomes important for the evaluation.

So what you see on the left‑hand side are essentially funding opportunities that CIHR has.  And what you have on the right‑hand side are those classifications that come from the definition.

So, I'm going to skip to the second one, which is knowledge synthesis.  So you can apply to the open grants competition which is the curiosity driven, the largest pot of funding at CIHR and say you're going to want to do a systematic review or a meta‑analysis.

But there's also a separate competition which is the knowledge synthesis funding opportunity.

If we drop to the bottom there's actually funding opportunities for end of grant KT.

So, and I will come back and tell you about which of these are actually in the evaluation.

What's not in the evaluation are the commercialization funding opportunities.  So if we just put that aside.

So what you see isn't ‑‑ in lighter green, and I'll try to get the marker to go.  So here, the operating grants actually support the science of KT.  And knowledge synthesis.  There's knowledge synthesis,:I just described.  Partnership for health system improvement which are essentially operating grants, three‑year operating grants to do applied health research.

And knowledge to action doesn't fund primary research but it funds the implementation, and you have to study it. 

Well, those three fall under what CIHR and Carole mentioned was integrated knowledge translation.  So it actually, these grants, the knowledge synthesis, the partnership for health system improvement and the knowledge to action funding opportunities all require that there be co‑applicants who are knowledge users, so the team must consist of researchers and essentially non‑researchers who are identifying this is a problem for us and who will be working collaboratively with the research team to develop the solutions to their problems.

And so very much like NIDRR, the review process also mirrors that.  So on those panels, they're comprised of essentially half researchers and half knowledge users and they evaluate the science and also the relevance of the potential project.  So if it's beautiful science, 100%, perfect science, but it's not deemed to be relevant or impactful, it will be knocked out.  And vice versa, if it's identified as being very high potential for impact, but method logically is not very rigorous it will also get knocked out.

And so in they valuation that Rob's going to be telling you about, the programs that were a sample of were the open operating grants, the integrated KT.  The three that I was telling you about.  KT supplement was funding opportunity that know that longer exists at CIHR.  But it was essentially after you finished your grant you could come back and request up to $100,000 to actually disseminate your findings, so that's the KT supplement.  And then there were planning insemination events, which were very small grants, 25,000, which you can apply for, CIHR still has, to say how you might want to disseminate your findings or plan for an integrated KT project.

And now I'll turn it over to Rob to walk you through the evaluations and the results.  

  >> Rob:  Thanks, Ian.  So I'm sitting kind of on the other side of the desk here.  As you can imagine the scene in the office, we're presenting kind of to each other and speaking into a phone so it's an interesting situation, but if I can't be heard, somebody just send me a note and I'll speak up.

The first thing I wanted to do was situate myself, I thought it would be wise to do that, not really to talk about who I am but the work we do at CIHR so you have an understanding of what angle we were taking when we came at this evaluation. 

So at CIHR the evaluation unit really has two key duties.  Of course, there's lots of things we have to undertake and complete.  But the two are really learning and accountability.  So the first piece, the learning portion, is something that excites me and is kind of how I got into evaluation, but this is going back a couple slides to what Ian was talking about, really about narrowing that no due gap.  So what we try to do is study the programs, the interventions that CIHR uses and use that information, feed that back to our decision‑makers at CIHR to make informed and strategically sound decisions about how we're going to change the funding mechanisms that we implement at CIHR. 

The second piece is about accountability.  And as Ian was saying this is fulfilling the treasury board policy at ‑‑ in the government of Canada, particularly.  But really what it is, it's the idea that CIHR like the NIH, for example, is a publicly funded organization, and so it's the concept of ensuring that all of the money that we spend, weary eventually accountable to the taxpayer with how we spent that money, demonstrating not only how it's been spent, but what results we've achieved.  And so this is sometimes seen as the more boring part of the function.  But there's a British evaluation theorist by the name of (inaudible) who kind of twists this one nicely.  And ooh it like how he describes it more.  He calls it a duty‑bearing function of evaluation. 

So it's not to appease the program managers that we Dewey valuations and to show them what we've done but to show the people who actually access the programs that you're evaluating what's being ‑‑ the programs are being carefully thought out and planned for their best interests in mind.  So the three pictures at the bottom really show that process, I suppose. 

There's the thoughtful and careful thinking and design of our evaluations.  There's the team work that goes into this and I'll speak more about that in a couple slides.  But basically the understanding that there are several stake‑holders involved when we do these projects and I'll bringing that all together and then the third is the ‑‑ I guess the process of implementing the two, the pulling your hair out and gritting your teeth at your desk.  And I guess the picture I left off of this one was the single malt Scotch that you go home to at night after completing your day.  The next slide is what we're looking at doing evaluations.  It's careful to use the word simplified at the beginning of the title here because we wouldn't pretend to be able to with a 2‑D model conceptualize the concept of real world research impact.  But this is kind of a very simple Version of how we see the what it is we evaluate when we're trying to evaluate research.  So the first severe here and as we move along the bottom you can see the types of impacts that we have as we move out from one to another.  The first one has to do with knowledge creation and the building of capacity in our research enterprise in Canada.  This is postdoctoral fellows, that happens in the research and the drafting of the find Gdz, the second second sphere has to do with direct research users, so this is the chain here along the center is the knowledge translation process in one way and it's moving the findings into use, that's the end of the instruments we talked about earlier.  But then the final is about society and this is a longer term impact that research can have and the eventual goal that we have for vetting Canadian society with our research which is a part of our mandate at CIHR. 

The next slide illustrates how we do this and so we're believers that if we have a complex intervention like health research funding and a especially complex intervention, health funding that's purposefully meant to encourage knowledge translation we need to use a complex approach to evaluating these things.  And so we believe that there is a value in doing multi‑method evaluations and drawing on qualitative and quantitative data from a variety of sources.  And the diagram here on the side I find is useful to kind of show that we not only use multi‑methods but we go through the try angulation process around each of the evaluation questions we'll draft for regarding a certain program or intervention, CIHR offers.

So we select our methods bad on three criteria.  Feasibility which has to do with the resources that are available to us, and our Human Resources as well, our capability to implement those.  The appropriateness of the method as well as the credibility.

So the methods that we use for the KT evaluation, there are actually seven of them, I'll speak to those in more detail on the next slide.

So, here we have the five methods that when we roll them up to this level the first thing we did, these weren't in any order actually but the first one on the list.  We did an international environmental scan.  We looked at 26 research funding agencies around the world.  These were in six different regions of the world, Canada, from Canada, the U.S. , United Kingdom, Netherlands, Scandinavia and Australia.  When we first scanned each of their websites and publications in the organizations we did two in depth interviews with each organization and we spoke to a KT representative from each organization sometimes up to the level of the funding organization and then we spoke to an evaluation representative for each one of those organizations how they viewed the evaluations, and what they had already done, if any, on the subject.

Second‑line of evidence was documents and literature in data reviews.

So this looked at CIHR publications and government of Canada publications, as well as the academic literature about KT itself but also KT funding and best practices in that area, and it also was on our records on funded research, and different pieces of information we have about these individuals.

The neck method here were the key I said views we undertook, and so this was something we designed with some strategic intent.

We wanted a look to the research teams that had been funded with the ones that Ian was talking about, these were the (inaudible), the knowledge synthesis and the knowledge to action programs.  And so in the grants there's a special structuring to them, where you have a nominated principal investigator who is kind of the lead researcher and the nominal lead decision‑maker, and he or she is the decision‑maker or knowledge user on the project.  So we wanted to interview both of these individuals to get their perspective on how well the grant was operating and what it was able to accomplish.  But we decided it would be best to interview them separately.  We actually did 29 interviews but we did half of these with knowledge users and half of these with researchers and we did these in separate occasions so that they weren't in the room with each other when the interview actually took place.

The next memorandumed we used was a survey.  We took a census approach to all of the KT funded programs that Ian told you we sampled for the evaluation.  And we had a response of 379 completed surveys from that group if you had received one of the knowledge synthesis or knowledge translation supplement grants, you'd have a set of questions that were appropriate to your experience with the CIHR program.  But then we also used the comparison group from the open operated ‑‑ operating grants that CIHR funds so these are not the ones that funded KT science but the ones that funded other types of research.

So what we refer to as curiosity driven research or investigator driven research, but grants that don't have that I KT element and aren't in the KT grants either.  The final mentaled were case studies, we took five cases of funded projects, one of each types of the five programs we were looking at.  And we used causal analysis approach that basically let us ‑‑ let us look at what were the factors within a certain experience of a research team and how they got to a set of out comes.  So we selected the five cases based on exceptional KT out comes.  And what we ‑‑ we sat down together as a team and looked through what we ‑‑ what we thought would be exceptional out comes, and then we knew that they had all received the grants, and what were the processes after receiving the grant that got them to those exceptional out comes.  And we did interviews. 

(Writer change now.)


(Hanging up.)  

(End of call.)  

(2:00 PM CT.)


********

This text is being provided in a rough draft format.  Communication Access Realtime Translation (CART) is provided in order to facilitate communication accessibility and may not be a totally verbatim record of the proceedings.

******** We used a causal analysis approach that is basically, let us look at what were the factors within a certain experience of a research team and how they got to a set of outcomes.

We accepted the five cases based on exceptional KT outcomes.  We sat down together as a team and looked through what we thought would be exceptional outcomes.  We knew that they had all received a grant and what were the processes after receiving the grant that got them to those exceptional outcomes.  They did interviews and document reviews.

The other thing I want to mention is that in the evaluation, we under certain integrated KT inspired approach.  In the world of evaluation we have concepts of participatory evaluation, focus evaluation.  That can ultimately lead to greater use of evaluation findings and uptake of the information for my studies.

What we did for this specific project is we wanted to do the actual IKT structuring for the evaluation itself, given that we were evaluating the IKT grants.

We formed a team of CIHR representatives, as well as program user representatives, and so this included CIHR senior management, leaders from within the KT area of CIHR, included leaders from the institutes, so CIHR is a model similar to the NIH where there are institutes for different areas of research as well as external researchers who actually have applied for and received CIHR grants in the past, so we would have their perspective as well on how well these programs were operating or not.

The next set of slides goes through some of the challenges we faced in a approach to the evaluation.  I thought I'd move through these more quickly to get to the final set which has to do with the key findings of the evaluation.

I thought this would be the most interesting thing to the group we have here today for the session, to tell the successes as well as some of the areas where we have identified some challenges, and actually implemented KT with the research funding.

I'll move through these quickly.  But I'm happy to return to this later.  We have included them for your review afterwards, if you download the slide.  The first set of challenges had to do with evaluation.  The first, we sampled five programs that weren't entirely, it is not entire of how CIHR funds KT or its mission in KT.

To approach this, this challenge, we developed a program logic model for the KT area.  What this did was broke down each of the specific programs and illustrated how these programs would lead to the long term outcome that CIHR hopes to achieve during, with this KT funding opportunities.

And allowed us to test different levels in the logic model, how well we were achieving these areas and where there were short comings and successes and what was the route we were getting to if we were getting here.  It was a useful tool in that sense.

>> IAN GRAHAM:  I think, so I was responsible for that KT portfolio and the funding of these programs.  The integrated approach to evaluation became really useful, because we had the best understanding of what the logic was and why we designed the programs the way they were designed, and came to realize in some cases we didn't have that documented.  It was in people's heads.  So by working with the evaluators, we were actually able to nail that down in a much better way than if they had tried from the documentary material to figure out what it was.

Anyway, that was one huge advantage in my mind to doing it in an integrated KT fashion.

>> ROBERT McLEAN:  That's right.  I would strongly agree with that point as well.  It is very useful for us as evaluators.

The next challenge that we struggled with was performing a necessarily innovative evaluation in a rigid environment.  What I mean by necessarily innovative, is that actually as part of that international environmental scan, we learned that there weren't other evaluation efforts being undertaken at the scale that we were undertaking this one in CIHR on knowledge translation funding interventions.

We didn't have much to base our approach on.  We also were doing it as a environment where we had limited resources and constraints as to questions we have to ask under the 2009 treasury board of Canada policy.

This goes back to speak to that integrated approach further, and we found that doing the integrated evaluation allowed us to leverage each other's skills and strengths, to get through the evaluation and in a very effective manner.

This diagram here, I won't go through all of it but it shows five steps of a research process, or sorry, six.  We are calling them evaluation steps in this sense.

But and what the roles were for the evaluators on the project as well as the evaluation or program users.

Something to refer back to, but it was an interesting negotiation.  It is a good demonstration of the fact that we are continuing the partnership, Ian and I presented today together what we both got out of the different aspects of the evaluation.

The next challenge was about performing that integrated evaluation.  So I mean, as many of you know doing a research in a partnered way, is not always easy.  There is a significant amount of relationship building, and developing a shared vision, establishing trust with one another that had to take place.  I think the opportunity of going through this as we have mentioned is that we ended up with a high quality process, and that was developing a logic model for instance, evaluators had the knowledge of how to do that process and we had the KT experts at the table as well who knew what the program theory was and what their vision was for what a KT funding program at CIHR would accomplish.

As well as a higher quality product, that came down to analyzing the data that was collected which was done again in that integrated way.  There was learning from each other that happened.  That was an exciting part of doing that study.  The fourth challenge was about CIHR collects data.  Traditionally we didn't collect a lot of data on KT folks' outcomes as well as processes and outputs, etcetera.

What that meant was we had a high dependence in our study on high data collection.  There was a lot of actual data collection that had to take place, it was a rather large study in that sense.  But I think that the opportunity of this was that we were able to test different measures for KT success in our methodology, understood which ones were providing the best advice and information to CIHR and how KT was operating.  It also allowed us to advance a general understanding of what it was we were doing.  These things hadn't been measured before at CIHR.  Now we understood what the KT opportunities were accomplishing in the real world.

The fifth challenge was the idea of examining or evaluating a partner to research process.  This is the relationship between researchers and knowledge users.

We structured these around three general themes.

There are three areas we looked at underneath this.  There was traditional measures of research.  There was a key finding around the role of the KT programs and then there was a rather large area of investigation, we undertook about what meaningful partnerships were that we were asking researchers to undertake, specifically in the IKT structured grants but we found these things were happening outside of those grants as well in the end of grant KT funding opportunities, as well as the KT science funding opportunities.

The final area is about improvement of the design and delivery of the KT funding programs at CIHR.  Here we have called the findings, barriers and facilitators of KT success.

To move into the first section, this is really our investigation of what CIHR's role was in knowledge translation, being a publicly funded organization, we felt that the first place to look for this was, was our goal in line with what the goals are of the Canadian government for moving forward in this modern world.

The first place to look was at our CIHR mandate which actually has KT written into the mandate.  That was a check and balance.  We looked at recent government strategies, like the budget, our speech from the throne in Canada.  We looked at science and technology strategy for the country and other publications around where the government hopes to go with research funding into the future.

We found that knowledge translation was extremely well mapped, the concept of making research useful and applicable to society at large.

There was a strong match between funding knowledge translation and moving in the direction the government wants for science and technology in the country.

The second area was going back to that international environmental scan.  We wanted to look at other countries around the world and see if there were trends in the area in other places.

What we found that was particularly interesting is we were following up with our environmental scan on a study that had been done in 2005 and published in 2008 on KT funding opportunities around the world.

We went back to many of the same organizations and our study to see if anything had changed.  The diagram here below is quite interesting because it shows that in all the regions of the world, except for one, the number of funding organizations that it included the term KT or their use of that term whether it was knowledge transfer or transitional research or these things, in their actual mandate, had increased, in every region of the world except for Australia where it had remained the same.

This was a particularly interesting finding to us.  The next slide looks at traditional measures of research success that CIHR looks at around a typical grant.

The three general columns here indicate what those traditional, I mean the world traditional ‑‑ word traditional is not typically used, it is what I'm using today, but what typical areas of success are.  This is engaging students in post docs, etcetera, this is academic output.  This is peer review journals that are published.  There are KT outputs.

These things coming out of a research project are seen as successful research project for funding organization, and traditionally at CIHR this is how we measured the successes of one project in particular.

The two rows show the difference in the outputs per grants and per $100,000 investments for the IKT funding opportunities and the OOGP.  OOGP again is the mechanism that funds the curiosity driven research at CIHR or the investigator driven research.

IKT funding opportunities per grant were funding less generally, but this was because the amounts of the grants are significantly different.  When we found a common denominator and we used $100,000, we learned interesting things about the success of the IKT funding opportunities.  Again these are the partnered research funding opportunities we had.

We learned that for $100,000, we expected there to be more KT outputs on the KT focus grants.  We were getting 16 for $100,000 versus six in the case of the OOGP.

But, in terms of academic output, HP engaged, we didn't have high expectations or expectations that we would see more necessarily in the IKT funding opportunities, but in fact there were equal numbers of academic outputs in each of the types of grants, and there were actually slightly more HQP engaged in a partnered research project.

These are pretty interesting findings to us.  But it is very important to understand that the OGP and IKT funding opportunities have different objectives and are designed differently.

This was not meant to be a direct comparison between the success of the two different programs, but it was meant to use the OOGP as a base point on which we could look at the IKT grants at the same time.

The next slide has to do with what we call the complementarity of the IKT and other KT funding programs alongside that open operating grant program of CIHR.  The graph below demonstrates all the KT funding opportunities and which part, the five points on the pentagon are the five dimensions of the CIHR mandate.

We asked researchers with our survey which parts of the mandate do you believe that your research is contributing to.  There was a scale that they could indicate to what degree it was contributing to that.

The KT types, the types of KT programs were very interestingly contributing to very different parts of the KT mandate than was the open operating grant which is the security driven research.

The finding here was funding partnered research and KT strategic research was actually playing a very complementary role to the open research to the business of achieving our mandate.

The next thing we found, was that that was a survey we had given to researchers and so we felt that this is the researchers' opinions about what they had learned or had experienced with their grant.

We wanted to actually ask knowledge users about that as well.  So we did.  We did that with in‑depth interviews.  The quotes below here give a good story about what that process is like.

But by doing the interviews of both groups, we actually corroborated the evidence that we were getting real world impact from the KT grants in different ways than we were from the open operating grants.

So we learned actually three things in the evaluation about the IKT grants.  That was that the involvement of partners in research is happening more often when we structure them in the IKT way, and that these grants are more likely to influence the behavior of KT partners and finally, that these grants led to the creation of real world applications.

The next slide talks about the facilitators and hindrances to KT success that we uncovered with the evaluation.  I'll go over first the key elements of success within the KT opportunities.

So there are five listed there.  There was a bit of, there is much more detail around each of these of course in the report that we reference at the beginning.  But it was the idea that engaging K Es throughout the research project leads to success in terms of having knowledge translation happen.  Assuring commitment and buy in from your partners was also a identified area for ensuring success and it was interesting because one of our funding opportunities actually requires financial commitment from a partner on a research project.

But we didn't find a significant difference in the impact between that funding opportunity and those that just required a written agreement of partnership.  The third was that working with the right expertise and that meant selecting the right knowledge users as well as selecting the right researchers for a project was incredibly important.

Then we had tailoring and timing, dissemination of results to the audience.  This was both within the end of grant KT projects obviously, but also the other research projects.

Then the final finding we had was about the engagement of researchers and KUs in the review of funding applications.  This is a particular process we undertake at CIHR that we call merit review.  This is that IKT funded grants because they were funding both knowledge user and researcher with a project, the idea was that they would therefore be reviewed by both the researcher and a knowledge user to see, select those projects that should be funded.

The challenges to achieving success in the KT that we identified were first the substantial effort required to do IKT research, this is partnered research, and doing it in the meaningful way.

Basically, we learned that this is a time‑consuming resource consuming process.  There is much more detail on that in the report.  The timing of research with KU needs was also identified as a challenge.  The idea that the research process doesn't necessarily work on the same clock as the knowledge use process, and so ensuring that those two are lined up has been a difficulty cited by many of our researchers and knowledge users.

The final two here, are rather specific to CIHR.  I won't go into detail about those.  But they are basically submitting KUs nonacademic CV to CIHR and then describing the parameters of a partnership in a CIHR application.

The final hindrance we wanted to identify we thought was a challenge across the opportunities.  This was the idea that performing IKT research and doing KT with research funding is not typically well aligned with the performance measures used by universities to judge the success of a researcher.

Typically, researchers are wanting to have job security and wanting to get tenure.  The way to do that is to publish papers in academic journals.  We learned that publishing papers in academic journals is not always the best way to have your research used and applied and benefiting society.

Something we identified and something that the actual recommendations of the evaluation have described for CIHR to work on engaging with the university community on encouraging research would be more useful to society and in the judgment of researchers on those grants.

That is the final slide for the key findings of the evaluation.

That kind of wraps up our presentation as well, unless there is anything you wanted to add, Ian.  To that part.

>> IAN GRAHAM: No, I think we can go right to the questions.

>> Thank you both, as it was a great presentation.  We have a question from Rick.  His question is:  When you use the term, this is in quotes, "no do gap" would you say you are primarily focused on clinicians and providers?  Or have you attempted to examine patients, stakeholders, recipients, uptake in use?

>> IAN GRAHAM: Keep in mind it is not us, it is CIHR in the grants that they fund.  In this evaluation that Rob was going through, there were 225 ‑‑ how many grants were there?

>> ROBERT McLEAN: 600 or so grants but 300 and something responses.

>> IAN GRAHAM: We had responses from 300.  I was quickly looking at the report.  From a CIHR perspective, partnering with patients and clients or healthcare providers or managers or policymakers, you can partner with anyone that you want.

In the evaluation, I was quickly looking, so 6 percent of the studies that were in the evaluation said that they partnered with patients.  They partnered with patients in developing the research question, developing the protocol, data collection and project implementation and then around dissemination issues.

That is defined as full engagement.  That was 6 percent of the projects.  20 percent of the projects engaged health managers.  10 percent of them healthcare professionals.  Then 5 percent consumer groups and charitable organizations.  7 percent federal and provincial policymakers and 6 percent NG O's.

In terms of the types of partners that are in CIHR grants, it is the gamut.  Although patients and consumers are much smaller group than healthcare managers and healthcare clinicians.

>> Okay, great.  This next question may be a tough one what should NIDRR learn from the CIHR evaluation?

>> IAN GRAHAM: There is a couple of things.  I would say from my limited experience having been on the National Research Council panel and looking at NIDRR, so being really clear about the funding mechanisms, and what is the program logic, what is the theory behind why you think these programs are actually going to have some kind of an impact, because that then allows you to better target your evaluation to see, are you getting those kinds of outcomes, and where things are maybe a miss or could be better aligned.

So that's one.

Something else from the CIHR evaluation, which I think does relate, when we had panel discussions, there were concerns that people with disabilities are actually on the evaluation panels at NIDRR.

And the view being that if you are not a scientist, you don't have the expertise to evaluate the proposal.  But we also saw data where clinicians said that there were biomedical people evaluating their proposals and they didn't have the appropriate expertise.

I think getting away from, it's about consumers, it's about clinicians, it's about biomedical researchers and focusing on who has the right kinds of expertise to evaluate grants, and the CIHR evaluation, the merit review part is essentially that, right?  Half the panel are researchers, half of them are nonresearchers, knowledge users.  The evaluation shows that that actually works really well.

The theory behind that was breaking down the silos of the two communities.  I think everyone would benefit from NIDRR actually studying that and contributing to the literature around engaging consumers and providers, and policymakers in the review process, as well, and making sure that the review process uses people skills appropriately.

>> The two points I'll quickly add to that.  The first is about methods for doing an evaluation of knowledge translation from the perspective of a funder.

>> Mm‑hmm.

>> ROBERT McLEAN: And there is a lot about that in the protocol, and basically understanding what questions to ask, because much of this was novel stuff that we had to undertake in the CIHR evaluation process.

The second piece is that last finding we looked at.  If the funding organization is serious about getting its funded researchers to do knowledge translation, I'm sure the same problem exists in the United States where researchers aren't always being encouraged by their employers to do knowledge translation.

  (voice in background).

>> IAN GRAHAM: Sorry about the overhead.

>> ROBERT McLEAN: There is an emergency in the hospital.

>> Must be.

>> IAN GRAHAM: Okay.  Sorry.

>> This will be your final question.  It comes from Hannah.  She thinks that the dilemma you pose in your last slide was insightful and important, though this is a broad question:  How can we, meaning NIDRR, incentivize good KT in the field of disability?

>> IAN GRAHAM: Well, in the same way that CIHR actually doesn't have control over universities and their tenure and promotional criteria, CIHR does have influence.

One of the things that we did was created a case book of really good examples of knowledge translation done by CIHR researchers.

  (voice in background).

We have many of the researchers who were in the case book come back to us and say, they took that to their deans to show them that CIHR actually valued this kind of knowledge translation.

So finding ways to acknowledge that the funding agency acknowledging that in fact KT activities are really important, I think is the beginning of that process.  I apologize for the crisis that we are having in the hospital.

>> (chuckles) not a problem.

We thank you both very much.  We reached that point in the agenda where we are going to take a short break.  Ian and Rob, if you are able to hang around and participate a little bit more, we would be more than happy to have you.

>> IAN GRAHAM: Thanks for having us.

>> ROBERT McLEAN: Thanks very much.

>> Thank you.  At this point we will stop for a break, and we will reconvene at 2:00 ‑‑ at 3:30.  Eastern time.  Thank you.

>> All guests have been muted.

>> All guests have been unmuted.

>> Hello, welcome back.  We are extremely delighted to have our next speaker with us today, Dr. Jeremy Grimshaw, wears many hats.  I know as I was preparing this brief introduction, my only problem was trying to determine what I might say about him from the many many things that he's done.

So I will simply say that he serves as a professor in the department of medicine at university of Ottawa.  He also is a senior scientist in the clinical epidemiology program of the Ottawa hospital research institute, and he is currently serving as co‑chair of the international cocrane collaboration.  With that I'll turn it over to you.

>> JEREMY GRIMSHAW: Thank you very much, Mike.  Can I check that you can hear me clearly?

>> Can hear you quite well.

>> JEREMY GRIMSHAW: Good afternoon, everybody.  I'm delighted to be here, would like to thank NIDRR for the invitation, and also John and his team for allowing me to present in this interesting environment.  I would like to thank Ian Graham and Robert McLean with flexibility in their timing that helped me enormously.

I'm going to take a slightly different direction this afternoon.  I want to start by identifying buyers and facilitators to knowledge translation.

On the screen, healthy, most of you will have seen the action cycle which is a useful model for helping people involved in knowledge translation to think about how what process they have to go through.

From the point of view of measurement, virtually all of the stages in the action cycle have management issues.  Today I'll focus on bias knowledge use and using that knowledge to select, tailor and implement interventions.

The key areas are the choice of our strategy should be informed by and potentially tailored to by facilitators and also the identification by facilitators helps clarify the logic models for our KT strategies particularly given strong focus on the methods of action and potential modifiers, that allows us to undertake mechanistic sub studies which will still facilitate the advancement of knowledge in the area.

I'd like to introduce the idea of the knowledge translation, then have slides on identifying bias in facilitators, and mechanistic studies.

I've been working in the area of what we call knowledge translation, but in New York we used to call it research and in the U.S. you might call it [inaudible] about 25 years.  But what I think we recognize probably about 15 years ago is that what we are interested in doing is changing behaviors, so that knowledge translation depends on the behaviors of professionals, managers, policymakers, commissioners and insurance companies.

We want to improve knowledge translation, frequently we have to change behavior.  If we want to change behavior, it helps to understand how behavior changes.  Some go by trial and error and hope something works.

One of the powerful benefits of thinking [inaudible] twofold.  The first is it starts to clearly define what are our objectives, to observe changes in people's behaviors.  The second is it opens up a hundred years of thought from psychology, 50 years from sociology and organizational science to enhance the tool kit that we have in knowledge translation and knowledge translation research.

We found this a very powerful way of considering the field.  If you want to take a behavioral approach to knowledge translation, probably the key starting point is to identify which behaviors you are interested in.

When I'm talking to either researchers or knowledge users, here are five questions I use which allow me to start to understand the problem.  What is the behavior you are trying to change, who performed the behaviors, when and where do they perform the behaviors, are there practical barriers to performing the behavior, is the behavior usually performed in stressful circumstances.

The value of this is I find that often, policymakers will frame their problems at a high level, that then become quite hard to think about, how can research and knowledge translation help.

One example of this was that I worked a few years ago in the women's hospital in Melbourne, they said the number one problem was poor levels of active first stage of delivery in the labor rooms.

When we started saying what does that mean and got them to think about clinical behaviors, the environment, it suddenly turned it from being a abstract conversation to something which was more grounded in reality of the clinical environment, the experience of the healthcare professionals and the women, and started to create new ideas in terms of how we might want to actually go about improving the care that is being provided.

I see this as being a crucial first step.  If we move on to barriers to KT, here is a conceptual framework I've been using for many years.  There are many levels of barriers.  They could be at the structural level in terms of the way in which services are reimbursed or healthcare professionals are paid.

They could be at the organization level, if we don't have the right skill mix or lack of surgeons and equipment.  They could be at the peer groups.  Human beings are social organisms.  When we work together in a group, we start to develop a shared view of the world and shared habits and routines and norms.

They become things that are strong determinants of our practices.  If we want to change practices and goes against those social norms, we often have to challenge the peer group as well as the individual.

Bias can be at the individual healthcare professional level relating to their knowledge, attitudes or skills, but also we need to actualize that they are fundamental limits to human processing that sets up a whole range of other barriers during the professional and patient interaction.

For example, cognitive psychologists would argue that we have [inaudible] don't have a super computer brain, and we have limited processing powers.  Actually when we do use our brain to process information, it requires energy, a lot of effort.  Human beings spend a lot of time trying not to think.  In our day‑to‑day personal lives, we establish many routines or habits that take away the need for us to think.

That is how we get through our day.  In the clinical environment again, many clinicians or most clinical practices I would argue are routines [inaudible] how they communicate to patients, which actually they can do without having to do a lot of processing, in efficient cognitive way of getting through the day.

But it is actually hard to change habits or to change the way we got used to talking to people.  That becomes a barrier in terms of changing clinical practice or clinical care.

The other issue around the limits of our processing is that when we ask human beings to do complex decision‑making processes in chaotic time pressured environments they make mistakes.

We shouldn't be surprised that often we see acts of omission, things that clinicians know they should do but in the heat of the critical moment they forget to do.

Hopefully you get a sense of, there is a wide range of barriers that may impact on whether clinicians are actually practicing in a way that often they know about and increasingly we are recognizing that it is often not a knowledge gap.  It is often a set of multi level bias at other levels that are causing the poor practice that we see.

If we move on to assessing bias to KT, there are many different ways in which we can do this.  Traditionally we have done this in a informal way, the researchers and their knowledge partners may implicitly make certain assumptions about what the values are.  But Ian's model argues that we need to do a more formal assessment of barriers to KT.  There are many ways to do this.  There are published reports on what the barriers are.  We may be able to learn from the published literature.  We may want to do a informal conversation with one or two key inform amounts to get a sense ‑‑ informants to get a sense of what is happening in the environment and what should change.  We may want to get surveys.

One of the key issues, we need a new perspective.  There is no one professional discipline that captures all of the perspectives that may be relevant to the bias we are seeing.

Having argued that we should look at knowledge translation through a behavior lens, and we should be trying to assess barriers, the third main argument is that whenever possible we should be using theory to inform the way we are trying to assess barriers.

Why should we do this?  Interventions are likely to be more effective, if they are targeted to terms of behavior.  The ethical frameworks facilitate accumulation of evidence, also [inaudible] if we use theory and test it, it allows refinement and further development of the theory and leads to effective interventions.

We spent ten or 15 years looking at the application of psychology theory to understanding healthcare professional behavior.

But if we look at what is happening in the field, when we published a guideline, dissemination of [inaudible] 2004, only 27 percent of studies were using theory or psychological constructs.

The theories often invoke vaguely, you see statements like social influence theory suggests, or reference to social psychology textbook.

Often when people did try to invoke theory, the interventions they chose were on the basis of that construct were not a good test of the theory.  Although they may have been thinking taking a theoretical perspective to assess barriers, they weren't following through and making sure the interventions truly address what the barriers are.

One of the challenges though is that when you want to use theory, you come up against the issue about what theory.  One of the problems if you are a nonsocial scientist, there are a profusion of theories and frameworks with individual and organizational behavior change.  These often have conceptually overlapping constructs, e.g., perceived behavioral control from the theory of behavior.  Someone who is interested in using theory to improve behavior, I don't want to know theory by theory which theory or how to use theory.

I'd like to know which is the best theory, which theory will give me the best bang for my buck in terms of providing me with the most likelihood that I'll get a comprehensive assessment of the barriers.

This is one of the things that we found particularly useful in the last five or six years, has been using this framework, called the theoretical mainframe work.  This was developed by Susan meeken colleagues involving an international group of behavioral researchers and health services researchers, where they took something like 128 constructs from 33 theories in psychology, and asked a repeated panels to really identify how many unique ideas there were in the 128 constructs.

What they came up against, what they came up with was there are probably 14 what they call the mains that psychology suggests drive all behaviors.

These are listed in the slide, knowledge, skills, social, professional identity, optimism, reinforcement, intentions, goals, decision processes, environmental [inaudible] emotion, behavior regulation.

What they also did was to develop a qualitative interview schedule that would allow you to quickly assess which of these barriers seems to be particularly relevant or determine particularly relevant for the behavior of interest.

We now have applied this routinely across 11 or 12 studies targeting different professional groups in different settings with different behaviors.  It is a flexible model.  We found that you can do an interview with a healthcare professional on average probably about 30 minutes to get a sense of their perceptions about the barriers as they see them.

To give you a case example, this is work we are currently doing in Ottawa.  Physician hand hygiene continues to be a problem around the world.  Other healthcare professionals have largely developed a better hand hygiene compliance, physicians for whatever reason continue to be particularly problem attic.

What we wanted to do is a study to understand the determinants of poor hand hygiene compliance, and then use that to define potential interventions to address them.

We did interviews based on the framework plus direct observation.  For this study we went overbroad.  We did 60 interviews.  This is partly because we want to see whether the issues identified by surgeons and physicians were similar or different, whether the issues identified by attending were different from those identified by residents and fellows.

What we found in general is certainly once you get between 13 to 15 interviews, you often are getting saturation using this approach.

We also in the study wanted to add to the theory of the mains interviews that we did some direct observation about what was happening in the wards.

One of the things about the theoretical framework though it is a helpful framework, it largely tells about perceptions of what people think barriers are.  People may not be aware of the barriers embedded in their environment because they have become used to them and climatized to they want.  We also added in direct observation.

If you go back to the mains framework, when we did the interviews, these were the kind devoted to having the knowledge skills, social, professional [inaudible] decision processes, environmental, resources, social influences.

This meant when we were thinking about targeting intervention, we could not get worried about things like behavioral regulation, emotion, optimism.  But we could think about which interventions are useful to target some of the other beliefs.

The value of the theoretical of the mains framework allows us to look across a broad area to determine areas that were worthy of further scrutiny.

In some studies we followed up the framework with surveys.  In the case of this study we went directly from the theoretical mains framework to intervention development.

We move to intervention development.  This is a slide from my colleague Martin that says when we look traditionally at how often people in knowledge translation researchers or people involved in knowledge translation in the field design interventions, they use the seemed like a good idea at the time principle.  You have a well‑meaning group of people sitting around a table who try and something eventually sticks.  The ones talking loudest and longest, it is usually their idea that comes to the fore.

When we do that, we find sometimes our interventions work, sometimes they don't.  But often one of the problems is it doesn't make us surface our assumptions about the barriers, hypothesized cause of pathways and interventions that we have.  When we find our intervention doesn't work, it is hard to understand why that was not the case.  If we find it does work, we have a good sense of what circumstances it might be generalizable.

Increasingly recognizing the choice of intervention should be based upon the diagnostic assessment to barriers, understanding methods of active interventions and effects of those interventions and practical considerations like what resources we have, logistical issues, what might be the common tools we already have in the environment to help us.

There are a number of different approaches to systematic interventions development, things like intervention mapping, which is a formal process, developed by colleagues in the Netherlands.  But we developed what we think is a relatively simplistic and potentially easy to understand approach.

This basically says, there are four steps.  First is decide who needs to do what differently.  This goes back to looking at the evidence base but doing my behavior assessment of what needs to be done by whom.  The second is to use a theoretical framework to address the barriers to enablers or identify which barriers to enablers need to be addressed.

The third, starting to think about which intervention could overcome the modifiable barriers and enhance enablers, from that to develop your KT program theory and design, and finally how you measure behavior change and potentially causal mechanisms.

If we use the theoretical framework, Susan and source are thinking about we think the key determinant is relief about consequences, which of the techniques do he have would address those domains.

This is a paper published in the journal of applied psychology.  What Susan did here was again in the consensus process, this needs a lot of empirical work to validate, but try to develop an intervention matrix.

Along the top, we have ‑‑ okay.  Along the top we actually have these different domains, social role, knowledge skills, relief about consequences, along the column we have different behavior change techniques, for example, specifying a target or monitoring, providing rewards.

What you have on this slide is a subset of the matrix.  There are actually, this was an early version of the behavioral, the theoretical mains framework, so there are twelve different domains considered.

There are something like 50 or 60 behavior change techniques.  How this matrix extends both ways, but what they did is then asked a group of psychologists and behavior change experts to say, if you wanted, for example, to change skills, which interventions ‑‑ I've lost the green arrow.  I'm trying to bring it down.  Can't do that.

If you look at the skill column, they said which interventions do you think might be helpful if you are interested in changing skills?  The green box suggests that the experts thought that these were behavior change techniques ‑‑ thank you whoever helped me ‑‑ these were behavior change techniques that were potentially useful if you want to change skills.

The target is monitoring, self‑monitoring, but they also identified behavior change techniques that they thought were not helpful which was in the red boxes.  They didn't think that contracts were particularly useful for changing skills.  You can see across each of the domains different intervention or different behavior change techniques are more or less likely to be effective according to these experts in terms of influencing the behavior.

The yellow boxes or purple boxes were where the experts disagreed with each other.  There is no consensus about whether this is helpful or not.  The yellow is where they said we don't know enough to make a decision either way.

Hopefully you got a sense of what we are starting to see is the development of a process to elicit barriers, and a explicit way of identifying which behavior change techniques or processes might be useful if we want to try and address barriers in those domains.

If you go back to the model for intervention design, hand hygiene, who needs to do what differently.  Physicians need to practice hand hygiene routinely, using the theoretical framework, one of the issues is consequences.  Some physicians argued that even if I don't wash my hands every time, I'm not convinced that those times that I don't wash my hands will lead to a hospital based infection.

You can't demonstrate that directly on my part failure to watch my hands will lead to adverse event for a patient.  You can argue about that from a empiric Cal perspective but what we thought about here is social influence.  We thought it would be helpful to find information on the hospital's infections and associated consequences.  The hand hygiene is a team level responsibility and trying to have a clear view about what the messages were and a sense about how to give those messages to in what setting and who is going to provide them to try to enhance the likelihood that they will be listened to.

When we looked at which barriers were assessed, there are a lot of barriers that we potentially identified as being relevant in physician hand hygiene.

We had an issue about making a judgment about which barriers we thought were most important or most able to change and then addressing a intervention that would address those behaviors.  We didn't necessarily think we had to address all barriers but certainly the ones we thought were most meaningful.

As we designed our intervention, in addition to those issues in terms of which, what other behavior change techniques and mechanisms, we also wanted to think about, what was the best way of delivering these, what are the opportunities to, if you like, engage with physicians to address these.

When we are doing that, we talked to residents and fellows and attendings and in medicine and surgery and saying what are the ways we will have opportunities to deliver these behavior change techniques in a way that is going to be reasonably congruent with your practice in your every day lives as clinicians.

We came up with the idea that actually, a section [inaudible] people wouldn't come or if they came they would look at their blackberries, so to get physicians to engage in what might not be the most compelling educational process would have been problematic if we somehow set up special sessions.

What we did do is then say, we looked at residents and attending, and in our hospital, when the residents enter the ward, they have an initial orientation session with the chief resident.

Every six weeks when there is a new block of residents coming in, they have the chief resident has a orientation session.  We spoke to the chief residents.  They say we have three things we need to get across in the orientation session.  But actually there are a couple things now that they are hangovers from programs we developed two or three years ago, that we no longer have to try and get across.

What we can do is, we can give you one to two minutes in our orientation session.

This allowed us to make sure our reach was all residents because all residents do this, and we gave them a refresher around certain knowledge aspects and also highlighted that in our hospital, hand hygiene compliance and infection rates is a major priority.

Trying to address our beliefs about consequences, have social influences.

The fact that this was delivered about it chief resident, he thought it was something that would provide credibility to measure, to the message and saliency.

That was the first point of contact that we could do.  It completely fitted into the way in which residents met.

The next block of things you want to do is enforcement, where we are targeting residents and attending physicians.  What we identified here was as much as possible a brief curriculum.

We identified some knowledge issues we thought were particularly important.  Then also some skill development processes.

But again when we think about how do you deliver this, one of the issues that we realized, the chief of residency told us, every week there is a stewardship round.  One of the infectious disease specialists goes to each ward, have a talk through particular problems the wards may have around antibiotics or antibiotics resistance and hospital acquired infections.

The residents said we find those sessions really important.  We turn up, our attending physicians turn up.  This is something that is highly relevant to our practice and we always go to them.  We decided, we spoke to the infectious disease physicians who were very much involved in the hand hygiene program, and they were willing to say, we will start to embed hand hygiene messages within our session.

They spend 15 to 20 minutes in each ward talking about antibiotics each week.  We can get two minutes of that towards hand hygiene.  We identified the idea that we would have an 8 minute curriculum that would probably be delivered two minutes every session for four weeks.

Again the idea that this was being delivered by the infectious disease physicians, who the residents told us were highly credible, actually providing valuable service and knowledge to the residents for the time being we thought was particularly useful.

The final thing we came up with was something that came up much more from observation, was that when we walked around the wards, although there were three buckets or three dispensers by each bed, they weren't always in the same place.  They weren't always full.  It wasn't clear that if there is an empty one, whose job it was to ensure that the hand gel should be, hand gel dispenser should be filled up.

We basically wanted to address these environmental barriers, and our proposed [inaudible] walk through the units, member of the study team would do this.  We would be asking the unit to develop capability mechanism where there are clear lines of accountability, that who is responsible for making sure that the hand gel dispensers were up to date.

Hopefully you got a sense, we had a problem which was physician hand hygiene.  We did a barrier assessment which identified a range of potential targets which we prioritized.  We thought about which behavior change techniques we might want to use to address those key barriers.

Then we developed program logic that would help deliver those behavior change techniques and approaches within the routine day‑to‑day lives of the physicians whose practices we are trying to change.

We have been doing a pilot study.  It is basically a controlled study on wards in the hospital.  It did look as though on a small scale intervention, we have improved physician hand hygiene by probably on the order of 10 percent in absolute terms.  What we now want to do is roll it out across the hospital and give a chance for other hospitals to see if this is an effective intervention using a more robust and rigorous design.

That was the third trunk of my talk.  What I want to do briefly now at the end is talk more about mechanistic and sub studies.

When I was arguing about using barriers and explicit intervention development approaches, one of the things I mention was that if we do that, it helps us surface what we think are causal pathways.

If you think about the hand hygiene example, we can say that we are trying to address some knowledge issues, some beliefs about consequence issues, issues about skills.

That allows us to, when we now try to evaluate this, not only look to see whether our intervention led to improved physician hand hygiene but did our intervention seem to work through the pathways that we thought it would do.

The identification of bias in facilitators, and use of their explicit interventions process allows to develop a logic model and identity of action.

This allows us potentially to see evaluations where we can collect data alongside randomized trials to explore possible causal mechanisms.

Here is an example.  A few years ago we did a study that was trying to improve the use of diagnostic tests by general practitioners in Scotland.

We tested two interventions in a trial with randomized 90 practices and the factors were either feedback on past performance or reminders.  When a GP referred a patient for certain tests, when the report went back to the GP, there would be a message and in general the message said things like this isn't a essential test to order for this type of patient.

What we could demonstrate across and we tested this with nine different diagnostic tests, and we saw improvements in eight out of nine tests in terms of the reduction of inappropriate testing.

For both audit and feedback, the size is on the order of ten to 15 percent reduction in the observed test ordering.

Oops, that is not what I wanted.

So, what we wanted to do is, or when we are thinking about the mechanisms action, we thought our intervention was probably going to work by enhancing intentions, through improved activities and social norms so by providing basically information about the lack of value of these tests, providing feedback, showing people using these tests, how the fact of the feedback can remind us coming from the local laboratory which was seen as being credible by the physicians, those things would potentially enhance interventions ‑‑ sorry, intentions.

This would come as no surprise to you people who come from the psychology background, the model that we have in mind, this is probably the most problem model in social psychology and the basic idea of the model is that our behaviors are driven by intentions.

If we don't intend to do a behavior, it is unlikely we will do it.  Although the model doesn't assume just because we intend to do something we will do it.

But it does say, if we don't have strong intentions, we might be able to improve behavior by improving intentions, by addressing three proximal determinants of intention.

These are attitudes, our beliefs about the consequences of our behaviors, subjective norms, people who are important to us think we should do this, and perceived behavior control, whether we think this is something that is within our control to do.

And perceived behavior control is thought to have a direct effect on intention but indirect effect on behavior.

We then did a sub study.  At the end of the trial, we did a survey of a third of the family docs in the study and asked them to complete a 13‑item, behavior scales for three different tests ordered.  I'll present the results of one initially.

This is the results for a test called simulating hormone which is sometimes used as a ‑‑ could someone help me with dragging the mouse down again?  It is sometimes used as a way of trying to assess the amount of, whether a woman is going through menopause or not, but actually what is really needed is a good critical examination rather than diagnostic test.

If you look at the results here, we have a 2 by 2 factor design but we presented them as a trial.  These are intentions in the control group and for feedback only, feedback messages.  What you have for intention 7 is maximum intentions, one is minimum intentions.  For attitude, 7 is maximum intentions.  One is minimal.

Social norms, again 7 is the maximal.

What you have is variation of the score here, so that basically low score indicates healthcare professionals think this is low behavior or they are controlled.

You can see that compared to control there were higher intention scores for all interventions referred to FSH.  There were higher attitudes, higher social norms.  Interesting though we didn't suggest the intervention might work through control, it did look as though perceived control improved.

This started to give us confidence that intervention maybe worked in part through hypothesized mechanisms that we had.

We then moved on to do much more formal mediation model.  I'm sure that the people on the call are more expert than I in relation to mediation model.  But the idea is typically a randomized control trial will tell you about relationship between the intervention group and behavior.

But if you are interested in whether, so normally randomized control trial will tell you about this relationship.  But if you think your intervention is also mediated through a change in intention, you can look to see to what extent change in behavior are related to this indirect path, compared to this direct path.

When we did that, the FSH is the test we have been looking at, and it was suggested around about 77 percent of the effect we saw was mediated by intentions, although less by the enhanced feedback.

If you look across these three different tests, you can see that the proposed or the proposed [inaudible] 28 percent for [inaudible] feedback.

This is working through causal pathway but enhanced feedback may be working through different mechanisms.  In case you are interested in this, this test was run, there was no improvement whatsoever in relation to the change in the diagnostic test.

These two, we did see improvements in, a reduction in the inappropriate testing.  This test, there was no change whatsoever and we have good reasons why that might be the case.

Hopefully that gives you the sense that the more we are explicit about our logic frame work that identifies potential causal pathways that allows to do mechanistic sub studies which will enhance our understanding about how mechanisms or how interventions work and which I think will also help our understanding about generalized ability of those interventions to other settings.

Coming to an end, and I would argue that assessing bias [inaudible] key step in intervention design.  Wherever possible we should be using theoretical models so we are building a knowledge base and so far it has been a helpful model across key domains.

We are still in the process where we are developing intervention based studies based on the framework and a intervention development process, and that will be the ultimate test.  But at the moment, we face a validity check.  It feels as though this is a very positive way of trying to make sense of bias in facilitators.

With interventions environment that uses systematic approaches to address the alleged bias in facilitators help make sums shun more explicit ‑‑ assumptions more explicit [inaudible] but allows us to do sub studies.

That was it.  Those are my contact details.  I'm happy to take any questions now and also happy if people want to follow up on after this call.

John, it is over to you.

>> Thank you very much, Jeremy.  That was great.  Very informative.  I think we have a technical question.  I think it has to do with slide 21.  I'm going to see if ‑‑

>> JEREMY GRIMSHAW: I can go back.

>> I'm going to see if I can move that.  Slide 21, question is, what do the numbers in the cells refer to?

>> JEREMY GRIMSHAW: One of the things, this paper on slide 20 has five authors.

Susan Meeky and her colleagues feel almost embarrassed by this piece of work, because it says the least scientific thing ever.  This is largely the consensus across these five people, psychologists and [inaudible] knowledge translation, implementation researcher.

I'm going to have to go back, and I will go double‑check but the numbers in the box relate to the individuals about basically what their sense was in terms of what the effects are.

This is from a poster they presented at a European health psychology society, and the actual table on the paper is not quite as glorious technicolor and the numbers on there.

So I can, I can find out and just double‑check that, and then maybe send out something to the group beyond that about what it particularly meant.

But my recollection is that this relates to if you like which members of the groups either agreed or disagreed or whether everyone in the group actually agreed with things.

>> Good enough for me.  Next we have a question from Hannah.  She thinks you did a great talk, and her question is around the notion of the individual as a unit of analysis.  But she notes that individuals make knowledge uptake decisions in a context that includes cultural and social factors.

The complexity of knowledge uptake factors is especially true in the disability arena.  How can we capture these complex context factors that are key in driving knowledge uptake in the field of disability?  That is a big question.

>> JEREMY GRIMSHAW: Yeah, and there is no easy answer unfortunately.  It is a great question.  I absolutely agree with you, Hannah.

I think one of the challenges that it cuts across all of the KT research field is we really have a lack of standardization of concepts and whether they are about facilitators, whether they are about intervention design, particularly whether they are about context.

I absolutely agree.  What I'm thinking about mechanistic sub studies, I would also like for researchers to be up front thinking about what are the contextual factors that may be modifiers of the interventions they are planning, and to be able to form mechanistic studies to see whether contextual factors as they have been hypothesized, hypothesized or in fact modifiers or not.

The challenge is that we don't at this time have good consensus on what are the key constructs of context, although there are models like the [inaudible] try to make a stab at a wholistic model.

But we haven't fully, if you talk to Laura and colleagues, is it not clear that our understanding of each of the things identified in the model is equally deep.  We don't necessarily have measures in relation to how to measure context.

I think we are in a situation at the moment where we should be trying to measure context as much as possible.  Wherever possible we should build upon existing measures.  There is a great tendency for researchers to develop lots of new measures, whereas actually there may be measures that are either good for purpose of good enough.

I think we would do much better if we were trying to identify a subset of measures tackling key aspects of context, and that would then, that we could routinely slot into these studies, try and make sense of them.

I also think we need qualitative inquiry to get a richer understanding of context.  But you will be interested to know that, or last week I was at a meeting talking about measurements and reporting in Bethesda.  This issue was one of the major issues that kept coming back.

There are a number of people doing really interesting work in the field.  The theoretical framework research implementation, research collaborative or consortium has been trying to do a view of tools for different concepts in knowledge translation.

That would be a major resource for us.  Nina Warrenstein from university of New Mexico is doing interesting work on context and participatory research actions.

There is also models, I noticed Carole is on the program, and Carole is still on the line I think but Carole also developed the context tools.

I think the issue is everyone recognizes we need to do this.  We don't yet have I think even a good conceptual view about how best to do this.

I think there will likely be a mixture of quantitative and qualitative approaches.

At this point in time it is probably easy to do, easier to do qualitative approaches if you are doing a grounded approach because you are going in relatively assumption‑free.  But increasingly you need to start consolidate ideas of context and to develop measures that we can then start to map across studies which would allow us to start to make sense in more quantifiable analyses.

I hope that made sense.  It is an incredibly long‑winded response, but it is a very complex question.

>> I thought it was a very good response.  Thank you.

The next question deals with, I would say, the scale for KT barrier and facilitator assessment.

In the NIDRR grantee context, most folks are doing some form of research activity or a series of research activities, and knowledge translation is a part of that activity.  But quite often, the scale may address like global units, like all people with disabilities, all employers, federal policy that affects a variety of people including people with disabilities.

To what extent, when you are in this process of trying to assess KT barriers and facilitators do you, what would be the appropriate scale to think about when you try and assess barriers in facilitators?

>> JEREMY GRIMSHAW: Great question again.  I would say I'm probably working at one of the more simpler environments in terms of looking at healthcare practice within organizations.

I think the key issue would be, it would be at least in part driven by what the question is, what resources you have.

But I think the principle would be that when you are planning a assessment you should be trying to think who are the likely stakeholders.  You might be able to say something about what the barriers are.

You might want to think about sort of, one is what barriers are potentially modifiable.  You may have things which are sort of a legal requirement, that are actually barrier.  Maybe talking to legislative, if it is likely the law can change, it may not be helpful because you may get all the information you need from the healthcare professionals who say the problem we have is it's embedded in the legal framework that we work within.

But I guess what I'd be arguing for is we should be trying to think about in particular an area like disability research, kind of multi level bias assessment.

I talked about research in the mainframe work often getting data fact within 14 to 15 interviews.  Actually it was a single professional group.  What we need to do is think about what is the added value, if we then go and talk to other stakeholders that might impact on, or that might illuminate bias at different levels.

And theoretical domain framework, is that the right model?  Other models might be useful if you are talking to legislators about their view of the world.  We are about to engage in a project where we want to try to increase cardiac [inaudible] working from families and nurses and physicians in intensive care units, up to the provincial coordination groups and potentially beyond that if we need it.

It depends on the issue you are trying to address.  It also depends on the resources.  But wherever possible, getting a broad view of inputs would be helpful.

>> Yes.  Resources are always quite limited.  That is a real factor.  The next question comes from one of your fellow presenters, albeit tomorrow, Steve.  His question is how far do you think conducting research is itself a facilitator to research utilization?

>> JEREMY GRIMSHAW: I can think of a number of ways to potentially address that.

There is certainly some evidence that if you are looking at, the hospitals that were involved in the large trials in the 1980s were more likely to have higher levels of uptake, after the trial has been done.

There is certainly some evidence that often in the settings where the research is done you may get promulgation of the behaviors.

I guess that may depend a little on whether the behaviors and if you like any modification of the behaviors get embedded in the critical environment.  Having said that, there is also when you have been successful in assessing even those settings, unfortunately, it fails to stick.

I think the answer is that we don't particularly know.  Again, one of the areas that I think we are not very good at knowledge translation research is thinking about issues like sustain ability of scaleability.  It would be interesting to look at a number of translation case studies and find out what happened afterwards, and whether if you like, the interventions were embedded in the organization, the practices of the professionals and clients or whether actually we can start to identify the characteristics of the setting, characteristics of the innovation that might lead to more or less sustain ability.

I do think it would be optimistic to think that would solve the problem.  In some settings it probably does.  But we need to understand under what circumstances the research will actually improve utilization.

>> All right.  Thank you very much.  I'm afraid that is about the amount of time that we have for questions for you.  But we do really really appreciate you juggling some things to make this presentation this afternoon with us.

>> JEREMY GRIMSHAW: Appreciated.  If people want to follow up, within the constraints of a bulging in‑box, I'll try and respond.

>> Great.  If you are able to hang around for the breakout sessions, that would be wonderful too.  Speaking of which, before we officially go on break, you should be aware that there will be a Power Point slide appearing soon, which will talk about the three groups that we have for you to go to in terms of the breakout sessions.

The first group is for NIDRR grantees, you may be in your first or second year of project activity.

The second group is for those that are in years 3 or 4 of their project activity.  And group 3 in breakout 3 are for those that have five or more years that they are currently working in a grant activity.

You may wonder, why did we do it that way?  We felt like it was relevant to issues, concerns, challenges that you may have in planning for and implementing knowledge translation measurement.

So if you are not a NIDRR grantee and you are wondering what do I do, if you are looking at these, the first breakout being oriented around making sure you have a good plan that is measurable, in terms of group 2, how you might operationalize your plan, in terms of breakout 3, how you might really implement your plan and assess what's been happening, you can use that as markers of where to go to.

Lastly, if you are still concerned about where to go, go to any group that you may feel that you want to participate in.

Saying that, this is probably the last time that you will be hearing from me today.  Remember that we will be convening tomorrow at 1:00 p.m. eastern time.

Saying that, thank you.  We will take a brief break.  And we will shortly be back at 4:30 eastern time for the breakout sessions.  Moderators will take over at 4:30.

Thank you.

>> All guests have been unmuted.

>> Welcome, everyone.  This is going to be the breakout room A or for the project years 1 and 2.  My name is Steven.  I'll be the KTDR staff member helping out for this room.  We also have a couple people on the line, Tim [inaudible] is everyone here?

>> Yes.

>> Hello.

>> Great.

>> We are here.

>> I'll pass it over to our moderator which will be Tim.

>> Good evening, everyone.  Thank you for attending this session.

Because we have limited time, I figured I'd jump in with our panelists and pose the first question of course that will be on the next slide which is how can NIDRR better facilitate knowledge translation measurement by grantees.  I'll open it up to the panel based on your own experiences.

>> This is Kathy.  You guys said you are 1?  I'm on 5.

>> I'm sorry.  It would be in a separate window.  If you close the ‑‑ sorry, separate phone number.  If you call into the other breakout room, it should have a separate number for year 5.

>> Right.

>> There is also a separate window.

>> This is Lisa Razzano, since we are talking about people who are grantees in project years 1 and 2, I think the thing is, you are launching a lot of your research and training projects, and my sense is that one of the things we do at our center is, we try to map what we think will happen in our research projects to not only the next layer of research questions that we might answer, but how can we actually take that knowledge and develop tools that we can put into the hands of the work force.  Usually looking at the work force in terms of any level of education and training and then finding ways to actually track how they use those tools.

I know it will sound a little probably simple, but from the onset of the research process to think about ways in which outcomes can be contractized and how you can track them in the field and to come up with, we were listening to the last group of people, ways in which we could collect data and information in a similar way, so that the overall impact of a lot of these grants can probably be tracked.

>> This is Kirsten Rowe.  I'm speaking both as a NIDRR grantee and as a knowledge user, where state vocational rehabilitation agency that's partner in more than one NIDRR funded research grant.

And I think that in order to facilitate measurement of knowledge translation, by NIDRR grantees, there needs to be both an expectation and resources that focus specifically on not just the knowledge translation, but also on the measurement of the effectiveness of the knowledge translation activities.

Certainly, I haven't seen that to be a major part of the grants that we have been involved in so far.

>> This is university of New Hampshire.  I have to agree with what was just said.  NIDRR could certainly encourage grantees to involve knowledge translation by making it part of the requirement for some of the programs.

And also, awareness about knowledge translations in training such as these I find is tremendously useful.  Also making sure that grantees know that it's okay to take small steps towards knowledge translation, and to someone who's never been exposed to knowledge translation, it might seem a little overwhelming.

But encouraging them to take small steps in thinking and moving towards knowledge translation would be helpful.

>> That is a good point about being encouraged to take small steps, because some of the researchers with whom we work are frankly inexperienced, when it comes to measuring the impact of their dissemination and knowledge translation activities.

And being given the support and the encouragement to take some steps in that direction, I think, is a good way to go.

>> Yeah, this is Justin Tauscher.  Speaking from Dartmouth, and I would piggyback on what's been said here, the small step thing is really important.  And it can be really discouraging if folks are not looking at some of the small accomplishments that are made along the way and measuring that, I liked what was said in some of the earlier presentations about building in ways to measure things in process.  I think that has been helpful for us here.

We work on some of our grants, we have a lot of different people on the grant.  They are coming from different perspectives.  Many of them want to see something big right away, and so it's helpful to be able to break things down into the small steps, and build from the initial point of grant initiation, the in process variables that you can see your little progresses along the way.  I like what was talked about earlier, in the earlier presentation about NIDRR creating possibly a case book of good examples of knowledge transfer being done by different NIDRR grantees.

That is a great way to just help people that are new grantees or maybe just doing a new type of project to understand how they could do their knowledge transfer work.

>> Justin, that leads us right into where we are headed with the next question is:  As far as how should NIDRR engage in knowledge translation measurement.  I think what I heard so far are talking about the mechanisms to support grantees and certainly coming up with a case book would be one of those, what other ways should NIDRR get involved as far as engaging in knowledge translation measurement?

>> This is Vidya, the only thing that comes to my mind right now when I was looking around for funding opportunities, I noticed one of the private foundations had required that grantees follow outcomes for a year beyond the granting period, and that kind of speaks to new and unique approach of accountability beyond the granting period, which could very well be applied to the issues of knowledge translation itself.

Some of the challenges that, around knowledge translation, are that it takes a lot of time beyond the granting period itself, and how do we capture those changes.

I know this idea might seem out of the box to track outputs beyond the granting period.  But I think it is unique and something that is worth consideration.

>> Thank you.

>> This is Kirsten Rowe, I want to follow up on that, to say that particularly when you involve knowledge users throughout the process of thinking about how to conduct your research and then as partners in implementing your research and your interventions, you often have greater opportunities, or you can potentially have greater opportunities for continuing to track outcomes, because sometimes we have data that can help you continue to track those outcomes or sometimes if we have already started the process of collecting information, just as a part of how we do business, we can continue collecting that information.  The investment is bigger up front, in figuring out how to get the data in the first place, once we start the process of getting it, is it not always that burdensome for us to keep on collecting the same kinds of information, even after the grant is ended.

So, I want to go back to, I think it was Graham and McLean's presentation where they talked about one of the key elements for success in knowledge translation being engaging knowledge users throughout the process.

>> Thank you.

>> 100 percent agree, sorry, about that, I a hundred percent agree with the engagement of the users in the process.  I would also add, looking at ways to use technology built into intervention development to keep the data collection process going, even after granting period, I think that that's really important, and something that can be done effectively with some of these grants.

>> Moving on, I'm starting to hear things that get us into even the, thinking about the next question, I know I'm pushing the pace but I'm also considering the time and where we are at, when we think about things like engagement, things about continuing tracking and data collection, what other concepts related to KTM have you heard of that you believe are relevant, either in the different sessions today or ones that you have been exposed to that you think would be important for year 1 and year 2 grantees to be aware of?

>> I think we heard a lot of great information today in the sessions, especially the ones on measurement issues and barriers, knowledge translation.

I think most of us are at some level somewhat aware of these things.  But listening to the presentations, all in one session, kind of gave me a grasp of how engaged knowledge translation activities can be, and how the scope of knowledge translation activities, and like I said earlier, sometimes that can be overwhelming.

But the good thing is now that I'm more informed, I'm more aware of all the things that need to go into planning for knowledge translation activities.

>> This is Lisa Razzano, would it be possible for example for NIDRR to host or support learning community where grantees at different levels could connect and share ideas and what works well, what hasn't worked, and try to mentor it, inform one another about things that have been successful or even things in one area that might cross over to another disability or funding area?

>> Not speaking for NIDRR, I know such a thing is possible, you are establishing a community of practice, specifically associated with knowledge translation, knowledge translation measurement.  Again I don't know if that is in the works or someone is already developing something in the area.  But it is something that is becoming more commonplace, particularly as you get in discussing and relating I think conceptually, a broad group of stakeholders with a broad array of needs as far as how they want information and what information is actually useful.

>> I think that is a great idea.  I would love to be part of any community of practice that is either already existing, or could create one where we could share ideas and benefit from each other's experiences.

>> Thank you.  Any other comments as far as other concepts that are relevant, related to the third question that is up there?

>> Two quick things.  Kirsten again.  One had to do with Carole Estrabrooks' [inaudible] translation on service providers or clinicians versus measuring impact on client or patient outcomes.  I must admit I never frankly thought about it that way before today.

That was an interesting concept to me.  The other one had to do with Dr. Jeremy Grimshaw's piece about assessing barriers, looking at all the various determinants of the behavior and recognizing that depending on who you are targeting and what kind of knowledge you are trying to put into practice, there is a lot to think about is the way to recognize it and that customization in a number of different ways may be necessary.

Again, thinking about the determinants of behavior is, has not been a formal part of any of the knowledge translation discussions and planning that we have done.

>> Sorry, to interrupt, someone pointed out Hannah said something in the chat about [inaudible] has a KT committee and this is something they will be talking about at the next meeting they will be having.

>> Thank you, Steve.  In hearing even some of the concepts and some of the things that were discussed today, I think again that salient point as far as, we are starting to think about knowledge translation relative to different types of stakeholders, different groups we want to get information out of and measuring those outcomes, what impact on knowledge translation those knowledge translation efforts have been .

Moving to question 4, thinking about from a NIDRR perspective, what are the appropriate KT outcomes, how should different grantees be evaluated in thinking what are appropriate KT outcomes that people should build into various research projects?

>> The short answer is it depends (chuckles).

>> I think of, sometimes the dualism is if you are working at a place where you are doing research and you have outcomes that you then, are you going to transform that service program or you actually did that research, and so to me, I think of that as sustainability, at the primary place.  That is different than additional individuals out in the world taking that material and changing their own practice and how they move forward.

I think it is important not only to talk about it in the long term, but also how are we going to maintain programs that we know work that we determined through research should transform services.

I think there's some nuance there about how to do that.

>> Other thoughts?

>> If you take NIDRR's own framework for what stage of research, I'm not sure I'm using the right word, particular grantees are at, that has implications for what the appropriate knowledge translation outcome should be.

>> Go a little further.

>> Sorry?  Are you asking me to expand on that?

>> Yeah, can you expound on that?

>> Sure.  One of the projects that we are collaborating on involves, at this point, a five year replication and expansion of something that was being tested out in the first five year grant.

So there's a fairly significant body of knowledge that's being developed and tested further.

Another project we are involved in is a three‑year development grant, where there's some good initial information, but it's not yet at the point where, where any of us involved in that project are ready to say this is the answer.  Here is how we need to go forward.

And they are in very different avenues.  One is an intervention study for particular population of people with disabilities.  Another is economics oriented, and it's about return on investment.

So they have different audiences, partly the same audience, but somewhat different audiences.  They are at different stages of development.

One is confirming that what came out of the first project is indeed going to hold up with a newer, or excuse me, broader population.  The other is really just testing with a small group a set of approaches for modeling some economic stuff.

So that has implications for what the appropriate knowledge translation outcomes should be.

Have I answered, have I expanded in a way that makes it clearer?

>> Definitely.  Any other thoughts in relation to, again, looking at those KT outcomes from any of the other panelists?

>> I would echo, I think what was already said a little bit about how it depends, and it can be difficult at the onset as particularly for the folks in year 1, to know what some of those KT outcomes might look like if you are in a five‑year grant.

We are doing discovery work to figure out what some of our development, intervention development might look like, and to be able to know right on the head what our outcome tracking might look like.  It is going to need to be a little bit flexible I think.

So just because appropriately, we might have some ideas that are going to be kind of a moving target in the knowledge transfer process, it takes time to develop.  So it depends.

>> I would agree.  I think when you are looking at year 1, trying to figure out what is going to be really, trying to figure out how you are going to have that impact in year 5 is very difficult.

I think it is more in looking at what they are trying to get at is what are those things that different grantees can show in year 1 that are going to set them up for success when they get to the year 4, year 5, and even post completion of the projects, if it's a five‑year project, that they have got this progressive pattern that when they get to that outcome stage and looking at the impact of their knowledge translation efforts, that those things come through.

Trying to keep us in line, knowing that it's probably been a very long day for everyone, I will move to the last question kind of on the list here.  In thinking about what are the appropriate measures for these outcomes, so in the context of understanding that ultimately we have to be able to identify what we have done and demonstrate it to NIDRR and other interested parties, what would you, in trying to measure the outcome of our knowledge translation efforts, what specific measurements have people put into place or what measurements would you recommend, again thinking of the year 1, year 2 grantee that they might want to start putting in place now that will make a lot of things stronger level being able to define and to demonstrate kind of that year 5 part of the process.

>> I have to say the last two questions were tricky for me because like it was previously mentioned, how we track appropriate outcomes and what those outcomes would be depends largely on the nature of the project.  It could vary so much from one project to another.  The project that I work on with the statistics RITC does not really involve a lot of intervention programs where you can talk about behavior change.

It's use and understanding of statistics.  And the approach for that would be very different from some of the approaches that we have discussed today.

So I don't have an answer yet, but it's definitely something that as year 1 grantees we need to be thinking about.

>> This is Kirsten Rowe again.  It seems to me that how you measure the impact of the staff RTCs knowledge translation activities is substantially different since, and I'm just guessing, if the intent is to help disability service providing organizations do a better job of planning for who needs to be served, or trying to influence policy around resources and funding for services for people with disabilities, then measuring that impact is a rather different thing from measuring the impact of a clinical intervention.

>> Right.

>> The knowledge translation activities associated with clinical intervention that has been demonstrated to have some positive impacts, again different target populations and different expected outcomes.

But I would go back to, I think it was Carole Estrabrooks who talked about thinking even early on in a project about who are the right levels of decision‑makers for whatever the knowledge is that you are building, who are the intended target audiences and who are the right decision‑makers who can make most effective use of that.

And engaging with them, and figuring out how to turn it into usable knowledge.

>> I think we have some of those pieces in place, knowing from past experience and based on some of the technical assistance requests that we have been getting that we target audience at different levels, where a legislator might need is very different from what the centers for independent living might need in terms of disability statistics.

We try to reach all the different levels of audience, but having a more structured and thoughtful approach is definitely, I think that is the next step for us.

>> I think that that is one of the places where one of you recommended potentially a case book for example, show an example of how you do a fact sheet or a briefing sheet for someone in policy, which is short and to the point versus if you are going to do a more policy oriented brief or different kinds of materials.  That is a very basic first run thing.

But I also think again as you target different levels of outcomes, some of unforeseen as you plan in the early stages of research and those that evolve that you did expect, you could always use those tools at different points, first year, third year, fifth year, to determine what the best strategy and best structure for the information that you have already is.  I do think that case book is a great idea.

>> Since there is silence, I guess I can claim the case book is my idea, and write the next grant for that.  (chuckles).

No, of course, we are all on the phone and heard that that was something that Justin came up with.

I think it is, so coming back to that purposeful agenda that, in putting those different project proposals together, and thinking about what are the problems, what is the state of knowledge regarding those issues that you are trying to at least identify further information or conduct research on, in relation to, for example, the one I'm involved with, the relocation research at IRTC in vocational relocation, a undercurrent is looking at what is the state of knowledge even among say your typical counselor in a vocational rehabilitation setting regarding evidence‑based practice, what is their awareness of it, what does it actually mean.

And just generally, to what extent are they even being made aware of it.  And we can actually track based on division did he mean nation activities ‑‑ dissemination activities different knowledge translation efforts from year one to year three, moving now into year four, year five by regularly putting out information that we put together for state agencies, coming back and doing relative surveys later on.  But the small part of the project, the idea of what is the impact, are we actually making it from the wonderful paper that has been written or showing up in a peer review journal to the extent that your typical line practitioner is actually coming up and identifying with key concepts.

It is a bigger step to say it is actually conforming practice to those, but again, at least the idea of moving those things forward and trying to, again, it would be wonderful to get at the behavioral piece, I don't think that was designed initially, now going back three years of course we want to think about we could have added this in or made these changes, but still having the plan, of a couple things early on that are amenable to a broad‑based kind of evaluation that you can see that development over time.

>> Do we have any other questions or comments for the panelists or between the panelists and everyone else?

>> Just thank you for today.  It has been very interesting.

>> Thank you for everyone who was able to participate and come to especially the breakout sessions and being here for the rest of the conference.  As a reminder, we will be back tomorrow at 1:00 p.m. eastern time just to hear what the other breakout rooms were able to discuss starting with a summary of those discussions as well.  Thank you again for everyone participating and have a good day.

>> One thing, people are dropping out now but Joann did indicate that, it looks like the group on KT is developing a KT case book.  I would look forward to seeing that, when that is ready for distribution.

But in case individuals didn't note that, in the breakout chat, that is being something, that is something being put together as we speak.

>> Thank you very much.  If you would like to be involved, Joann said E‑mail us at KTDRR at SEDL.org and we will get in touch with you and go from there.

>> I thank all the panelists for their time and input and sharing of experiences and what they have learned in doing now is translation measurement and developing knowledge translation products over time.  Thank you to the panelists for taking your time today and sharing your background experience with everyone.

>> Thank you again.

>> Thank you.

>> Thank you. 

>> Joann is here.

>> All right.

  (end of session at 4 :06:00 p.m. CST)
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