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Abstract

Background: Knowledge translation (KT) in healthcare is a complex process. Building the KT capacity of the workforce
is fundamental to closing the gaps between research and evidence-based practice. This evaluation aimed to describe the
impact of a KT capacity building program (Allied Health Translating Research into Practice, AH-TRIP) on allied health
professionals and health services and systems, with the secondary aim of identifying barriers and enablers to program
impact.

Methods: Multi methods evaluation using online surveys and semi-structured interviews with 20 program participants
and their managers. The interview guide was underpinned by the Framework to Assess the Impact from Translational
health research (FAIT). Deductive content analysis was used to categorise impact against FAIT, with barriers and enablers
mapped to an implementation framework.

Results: Six domains of impact were identified: Individual Capacity Building, Workforce Capacity Building, Enhanced
Networks, Clinical Practice Change, Patient/ Community Benefits, and Economic Benefits. Enablers of impact were
program design (flexibility, access to mentors, funding opportunities), local contexts supporting research (manager
support, access to local experts), and previous exposure to KT. Consistent barriers included a lack of clinician time and
confidence in KT, staff turnover (particularly in regional/rural areas), lack of organisational research culture, and short-
term funding cycles.

Conclusion: Using FAIT methodology, we have demonstrated significant impact achieved by a KT capacity building
program for individual health professionals and the broader allied health workforce and health services and systems.
Impact could be further optimised by strategies targeted at managers to create supportive contexts for KT through
improving research literacy in health decision and policy contexts and innovative workforce planning.
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Background

Across the health system, there are recognised gaps
between knowledge creation in research settings and the
implementation of evidence-based practice. Whilst small
scale, site-specific improvements can be achieved, system-
wide transformations are challenging due to success often
being dependent on local context, culture, priorities and
resources.” When health systems fail to effectively use
evidence to inform care, the resulting inefficiencies negatively
impact health outcomes.? Knowledge translation (KT) is
the process of implementing evidence into clinical practice
with the goal of providing evidence-based care,’ and is a
key strategy to improve health outcomes and efficiency’
and reduce research waste.* KT is a complex process and

fundamental to embedding KT activities into clinical practice
is the KT capacity of the people who work in those settings.’
There is emerging evidence that KT training and mentoring
in the health workforce improves self-efficacy, confidence and
KT use among participants.®®

The healthcare workforce is diverse with variation in
capacity and opportunity for KT,°!! making it challenging
to develop strategies and programs to address gaps in
KT skills and confidence. The “Allied Health Translating
Research into Practice” (AH-TRIP) initiative is a freely
accessible multimodal KT capacity building program for
front-line allied health professionals'? designed to address an
established workforce need”*® (Figure 1). Within three years of
implementation, the program was adopted by multiple public

Full list of authors’ affiliations is available at the end of the article.
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Key Messages

Implications for policy makers

and support and a showcase and celebration of efforts.

healthcare.

the rural health workforce.

Implications for the public

health services.

o Building knowledge translation (KT) capacity in the health workforce requires multiple approaches including accessible training, mentoring

o Engaging with KT capacity building generates broad ranging benefits above that of an individual’s development including clinical practice
change, broader workforce capacity building and networks, potential health service cost savings and benefits for the community accessing

o Embedding skill development into leadership programs and offering small “start-up” funding opportunities may enhance outcomes.
o Engagement with KT researchers and experts appears to be key to success for capacity building impacts.
o Supporting uptake and impact of KT capacity building in regional and rural areas requires targeted strategies to overcome barriers related to

Keeping health service delivery up to date with the latest research evidence relies on having a skilled health workforce that is supported to understand
and apply new information. The development of a program that provides training to build skills and confidence in health workers to bring research
findings into everyday practice was implemented across an Australian state health service. The program involved online training, mentoring and
support and showcasing knowledge translation (KT) efforts across hospital districts. Investment in KT skills and confidence in the health workforce
created broad reaching benefits not only for the individual participating but for the broader workforce and their networks. People who took part in
the program changed how they practice to better match the latest evidence, benefitting the community by providing better quality care from those

hospitals and health services, with high levels of engagement
(with nearly 1000 participants in the first three years),'? high
participant satisfaction'>"* and measurable improvements in
confidence in KT.” To date, very few KT capacity building
initiatives have measured longer-term impact beyond
knowledge, self-efficacy and project progress."* There is a
need to determine what impacts are generated beyond these
immediate outcomes, and how to optimise these impacts to
maximise return on investment and provide a business case
for adoption elsewhere. Multi methods evaluation of these
programs using an impact evaluation framework may assist
in clarifying the different domains of benefit achieved by
such programs,”'” and support decision-making about their
implementation and ongoing investment.

The aim of this evaluation was to describe the impact of a
KT capacity building program on allied health professionals
and health services and systems through the application of the
Framework to Assess the Impact from Translational health
research (FAIT), with a secondary aim of identifying barriers
and enablers to the program achieving impact.

Methods

Study Design and Theoretical Approaches

This multi methods evaluation was underpinned by FAIT,!®
a framework developed to capture research impact across
multiple levels that may be useful to policy-makers, funders,
researchers, and healthcare workers' (overview provided
in Table 1). In the context of FAIT, research impact is

1 1. Training and Education to increase health professionals’

Training

2

Education

TRIP Projects
ELT
Implementation

understanding of TRIP and theoretical approaches, supported by
and case studies and project templates.

2. TRIP Projects and Implementation is the practical application
of this knowledge, allowing health professionals’ to engage directly
with real-world challenges and develop practical skills.

) 3. Support and Networks facilitate the necessary guidance and

Evaluation

Support
and
Networks 4

Showcase
and
Recognition

collaborative environment to foster successful project outcomes via
3 telementoring, workplace-based mentors and peer champions.

4. Showcase and Recognition offer a platform for sharing
successes and learnings, contributing to the collective knowledge
and recognition of best practices.

5. Evaluation systematically measures the outcomes and impacts of

the AH-TRIP initiative, providing data that informs continuous
improvement and demonstrating the value of ongoing investment.

Figure 1. Overview of the Allied Health Translating Research into Practice Initiative. Abbreviation: AH-TRIP, Allied Health Translating Research into Practice. Note:

TRIP is used as a synonym for knowledge translation.
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Table 1. Overview of Frameworks Applied in This Evaluation

FAIT?®
Purpose Designed as a prospective tool to capture processes, outcomes and impacts generated across the spectrum of health research
Overview Combines three commonly used approaches to impact assessment: modified Payback method, economic analysis and narrative
case studies
1. Domains of benefit (usually quantitative data): advance knowledge; clinical implementation; community benefit; legislation
and policy; economic impact
Domains .p Y X P . .
2. Social return on investment: cost benefit analysis
3. Case studies (explain pathway to impact and bring together qualitative and quantitative data)
Use in AH-TRIP . . ) . ) . . . . . .
evaluation Informed interview questions; domains of benefit used to code interview data; data synthesised into narrative case studies
i-PARIHS*
Purpose Theoretical framework to plan, guide and evaluate the implementation of evidence-based healthcare interventions
Summary Theorises that successful implementation results from the facilitation of an innovation with the recipients in their context
o Facilitation: role and strategies that activate implementation by assessing and responding to characteristics of the innovation
and the recipients within their contextual setting
Domains and . Innovation: eg, knowledge source, clarity, degree of fit, usability
example constructs . Recipients: eg, motivation; values and beliefs; goals; skills and knowledge; time, resources, support
3 Context: (a) Local: eg, leadership support; culture; experience of change; (b) Organisation: eg, leadership and senior management
support; culture; structure and systems; (c) Health system: eg, policy drivers and priorities; regulatory frameworks; networks
Use in AH-TRIP
. Constructs used to code barriers and enablers from interview data
evaluation

Abbreviations: FAIT, Framework to Assess the Impact from Translational health research; i-PARIHS, integrated Promoting Action on Research Implementation

in Health Services; AH-TRIP, Allied Health Translating Research into Practice.

defined as the demonstrable benefits that research has for
human health, quality of life and society beyond traditional
academic outcomes.” Though developed to be applied
prospectively, FAIT has been applied retrospectively to
evaluate the impact of research programs and centres,'** and
was applied retrospectively in the present evaluation. In line
with FAIT, both quantitative and qualitative data were used
concurrently in this multi methods evaluation. Narratives
were constructed according to FAIT scorecard templates. The
integrated Promoting Action on Research Implementation
in Health Services (i-PARIHS) framework?! was also applied
to identify barriers and enablers to achieving impact. This
framework was selected due to its consideration of factors at
multiple levels related to the program itself (innovation), the
people involved (recipients), the context at multiple levels,
and how the implementation of the program was facilitated
(Table 1). The Mixed Methods Reporting in Rehabilitation &
Health Sciences checklist was used in the preparation of this
manuscript?? (Supplementary file 1, Table S1).

Setting

The AH-TRIP program was designed in 2019 and has been
implemented across public hospitals and health services in
Queensland, Australia.’? This encompasses acute, sub-acute
and community health services spanning an area of more
than 1.8 million km? and services a population of around
5.2 million people.”® The program consists of five pillars:
(1) training and education, (2) project implementation, (3)
support and networks, (4) showcase and recognition, and
(5) evaluation'? (Figure 1). The program is voluntary, free
of charge and targets (although not limited to) front-line
allied health professionals, defined as health professionals

from non-medical and non-nursing disciplines such as
dietitians/nutritionists, occupational therapists, pharmacists,
physiotherapists, psychologists, medical radiation therapists,
social workers, and speech pathologists.'

Participants

Allied health professionals were invited to participate in
this evaluation if they had engaged with AH-TRIP between
2019 and 2021 in any of the following ways: received AH-
TRIP support and telementoring, showcase presenters and/
or recipients of locally funded AH-TRIP start-up grants.
Individuals were identified via the AH-TRIP program
manager records and were invited to participate through
a personalised email from the centralised AH-TRIP email
address. The email provided a comprehensive explanation
of the evaluation’s objectives. A reminder email was sent two
weeks after the initial invitation to encourage participation.
Purposive sampling was used with the goal of achieving
diversity across the sample related to allied health discipline,
gender and health service location (ie, metropolitan, regional,
rural, and remote areas) and to adequately reach information
power.*

To gain a wider perspective on the impact of AH-TRIP
within the hospital and health service, each participant was
then invited to identify and make initial contact with their
manager (or other person who supported their AH-TRIP
participation) about also participating in the evaluation.
All nominated managers were contacted and invited to
participate.

Data Collection
Data were collected from participants using a semi-
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structured interview, an online questionnaire and available
reports relevant to the KT project. The interview guide was
developed by the authors (Supplementary file 2). Open
ended questions were used to capture impact broadly, with
prompts aligned to the FAIT domains and in consideration
of other suggested impact indicators.'"®* The questions were
piloted with the first recruited participant, which confirmed
that all relevant questions were included; therefore, the data
from the pilot interview was retained in the study. Interviews
were conducted via Microsoft Teams by a single researcher
not previously involved in AH-TRIP delivery or evaluation
(AR, experience working in health services as an allied
health assistant, research qualifications and experience with
undertaking semi-structured interviews). Interview duration
ranged from 17 to 42 minutes duration (mean: 28 minutes).
Interview transcripts produced by Microsoft Teams were
reviewed against audio recordings to maintain accuracy
and stored as de-identified files to maintain confidentiality.
A pre-interview questionnaire (Supplementary file 1, Table
S2) was used to collect quantitative impact data (number of
publications, presentations, project outcomes) and participant
demographics (gender, geographical location, discipline, years
of experience) prior to the interview commencing, which was
cross-checked during the interview. Participants were also
encouraged to provide copies of any reports that included data
relevant to impact (eg, end of project reports providing data
on clinical practice change, patient outcomes or cost-benefit
analysis); where participants reported publishing findings in
peer-reviewed manuscripts these were located and relevant
data extracted.

Data Analysis

Data were extracted from all data sources to construct a
summary for each participant. These summaries aligned
with FAIT and included Domains of Benefit (data
from interview, questionnaire, reports/publications),
Economic Analysis (interview, reports/publications), and
Narrative (interview) components. Quantitative data from
questionnaires and reports/publications were analysed
descriptively and presented within each participant summary.
Qualitative interview data were analysed using deductive
content analysis,” with first-round coding undertaken by
the interviewer (AR) against a coding framework aligned
to FAIT. All participant summaries were cross-checked
against interview transcripts, questionnaires and reports/
publications by a second researcher (AY). Selected participant
summaries and associated de-identified transcripts were
then shared with the whole research team for discussion of
findings. Through this process, the Domains of Benefit were
adapted, with the decision made to remove the “advance
knowledge” domain (not considered relevant to AH-TRIP as
it relates to generating new research knowledge rather than
implementing knowledge) and add other domains related to
capacity building and networks. These new domains were
used in second-round coding (completed by AR and AY),
data synthesis and interpretation, with metric categories
identified for each domain and summary data provided as
evidence for each, captured as counts for evidence from any

source including interviews, surveys, published manuscripts
or unpublished reports; (yes or no). Definitions for each
construct were prospectively agreed, and counts were checked
by two researchers (AY and AR). A Narrative was developed
for each participant by AY and AR to describe the pathway
to impact (involvement with AH-TRIP components and
KT project), key example/s of impact (supported by quotes)
and any barriers and enablers to impact experienced by the
participant. The completed participant summaries (including
Domains of Benefit, Economic Analysis and Narrative)
were returned to each participant to check accuracy and
interpretation; no changes were requested.

The i-PARIHS framework” was used as an analytical
framework to identify the factors influencing the impact of
AH-TRIP (ie, barriers and enablers to impact). Deductive
content analysis involved a single researcher (AY) coding
the interview data against the core i-PARIHS constructs
(Recipients, Innovation, the Local, Organisation and External
Contexts, Facilitation), mapping each factor to the Domains
of Benefit and highlighting the barriers and/or enablers to
impact within each domain. Findings were reviewed by a
second researcher (AR).

Results
From 31 allied health professionals who had registered interest
in participating, 20 were purposively selected for inclusion.
Of the nine managers who were nominated by participants
and invited to participate, five consented to participate.
Characteristics of participants are displayed in Table 2. All
AH-TRIP participants had implemented a KT project and had
been involved with AH-TRIP as a showcase presenter (n=9),
received AH-TRIP mentoring and support (via telementoring
program, n="7; or one-on-one mentoring, n=4), or received
an AH-TRIP grant (project start-up grant, n=3; bursary
to attend additional external KT training, n=3), with five
participants involved in more than one part of AH-TRIP.
Across the 20 participants, 11 KT projects were completed at
the time of the interview, with seven projects still underway
or ongoing. One project was on hold due to the COVID-19
pandemic, and one participant had moved to a new position
and was unsure of the status of the project.

Domains of Benefit (Modified Payback)

Impact was identified across six Domains of Benefit:
Individual Capacity Building, Workforce Capacity Building,
Enhanced Networks, Clinical Practice Change, Patient/
Community Benefits, and Economic Benefits. These are
summarised in Table 3.

Individual Capacity Building

Increased KT knowledge and skills were reported by
almost all AH-TRIP participants. These new skills were
subsequently applied to new KT projects, with participants
indicating, “[the AHTRIP program], that’s all I know now...
I wouldn’t know what to do if I didn’t use TRIP framework”
(Health Professional [HP] 18). Managers identified that the
benefits of participating in AH-TRIP extended to developing
other knowledge and skills to support their professional
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Table 2. Characteristics of Allied Health Translating Research into Practice
Participants and Their Managers

AH-TRIP Participant Manager
(n=20) (n=5)
No. (%) No. (%)
Metropolitan area 16 (80) 4 (80)
Facility .
location Regional area 3(15) 1(20)
Rural area 1(5) 0(0)
Nutrition & dietetics 8 (40) 1(20)
Occupational therapy 4(20) 1(20)
Allied health ~ Physiotherapy 6(30) 2 (40)
discipline Social work 1(5) 0 (0)
Speech pathology 1(5) 0(0)
Allied health director 0(0) 1(20)
2-5 years 1(5) 0(0)
5-10 years 2 (10) 0(0)
Yearsof 44515 years 6 (30) 1(20)
experience
15-20 years 5(25) 1(20)
20+ years 5(25) 3 (60)
Female 18 (90) 5(100)
Gender
Male 2 (10) 0(0)
Clinician 16 (80) 0(0)
Clinical educator 1(5) 0(0)
Role Research fellow 1(5) 1(20)
Team leader 1(5) 2 (40)
Discipline/allied 1(5) 2 (40)

health director

Abbreviation: AH-TRIP, Allied Health Translating Research into Practice.
2 Not answered: AH-TRIP participant n = 1.

development; for example: “Its probably enhanced his [AH-
TRIP participant’s] written communication, his understanding
of processes and his ability to collaborate with the larger, wider
team” (Manager 3b). New career opportunities were reported
by nine AH-TRIP participants, including promotion to more

senior roles and new implementation/project roles. Whilst
enrolment in a research higher degree was already a career
goal for some, one participant said that “AH-TRIP for me has
had a massive impact” as their “little QI [quality improvement]
project, just got bigger and bigger, applied for my MPhil... and
then today I have to submit my PhD upgrade” (HP 20).

Participants received recognition for their AH-TRIP
projects through presenting at local and national conferences
(n=10, total of 26 presentations) and receiving awards
(n=4, total of 10 awards including four AH-TRIP showcase
awards and six awards within their local health service). The
importance of “recognition from senior colleagues, being sought
out as an expert in an area with a skill set” (Manager 1b) and
its subsequent impact on staff satisfaction was noted.

Workforce Capacity Building

Increased capacity for teams/departments to undertake KT
as a follow-on effect from the individual participant was
reported by participants, with many reporting that they now
supported others with KT, mostly through “pretty informal
chats” with colleagues about ““what worked for us, ‘what didn’t
work for us’ and ‘things that we found tricky’ or ‘why we chose
this one [framework] and not this one” (HP 17). They also
reported identifying when peers may benefit from the AH-
TRIP resources or support: “I kept trying to direct them back to
AH-TRIP saying ‘You've gotta have a plan” (HP 19).

Some participants reported taking a more active
mentorship role including formal project mentoring for peers
or taking on a champion role within their department/team
to put “AH-TRIP on the agenda... to create an awareness in
the department” (HP 16). Examples include setting up local
AH-TRIP champion roles and integrating AH-TRIP content
into team professional development schedules or meetings.
Importantly, managers spoke of the role that AH-TRIP
participants have in inspiring their peers: “Its a real example

Table 3. Summary of AH-TRIP Impact: Domains of Benefit (Modified Payback Method of Assessment)

Domain of Benefit Metric

Result? (n = 20), No. (%)

Improved KT knowledge and skills

Application of KT knowledge to new projects

Professional skill development
Individual Capacity Building .

Enrolment in PhD

Job promotion

New KT/implementation roles

Mentor for peers (ad hoc)
Workforce Capacity Building Mentor for peers (formal)
KT leadership role in team
Part of AH-TRIP network
Enhanced Networks .

External collaborations

Reduced evidence-practice gap
Clinical Practice Change

Adoption in other services/statewide

Patient/Community Benefits Improved patient outcomes
Reduced healthcare costs
Economic Benefits Investment in model of care

Reduced implementation waste

18 (90)
13 (65)
3(15)
4(20)
3(15)
3(15)
14 (70)
6 (30)
4(20)
4(20)
5(25)
15 (75)
5(25)
5 (25)
4(20)
2 (10)
3(15)

Abbreviations: KT, knowledge translation; AH-TRIP, Allied Health Translating Research into Practice.
2 Result refers to the impact being evident for each AH-TRIP participant (based on all data available).
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to others within our service, as you know what you can do if
you have the evidence and if you've got the data” (Manager
3b). Managers also reflected on how they themselves learned
about KT from the AH-TRIP participants: “Because I've seen
what [HP 9] has done and have learned from her that its not
quite as simple as just going, ‘Hey, let’s do this” (Manager 4b).

Six participants reported no workforce related impacts from
their AH-TRIP involvement. In some cases, this was deemed
as not being needed due to existing high levels of capability
within their team, or that it was something they planned to
do in the future. However, one participant reported attempts
to support others in building KT knowledge and skills and
involvement in AH-TRIP within their rural site, but these
attempts were not successful as “nobody really got on board
with that” (HP 10).

Enhanced Networks

Participants reported new or strengthened local networks and
new connections with the AH-TRIP team to seek support if
needed in future: “We do know that [AH-TRIP facilitator]...
so, if we have any questions, they email straight back. So that’s
always good to know as well” (HP 19). Increased collaboration
across disciplines was identified by managers, with the stated
benefit of “raising the profile” of allied health disciplines
“and what we can do when we all work together” (Manager
4b). Enhanced external collaborations with new statewide
networks, researchers and research institutes, and other health
professionals working in other states and internationally were
also reported as a result of AH-TRIP which further enhanced
individuals’ confidence and ability to undertake KT: “When
she [external researcher] is going to do a project, she’ll come
to us and say, ‘Will we get together on this?” So that kind of
networking makes everyone feel a little bit more confident that
there’s someone that can help” (HP 8).

Clinical Practice Change
Reduction of the evidence-practice gap was achieved in 15
projects completed by AH-TRIP participants. Examples of
clinical practice changes included the implementation of
multidisciplinary chronic disease management programs,
telehealth outreach service, allied health clinical supervision
program, fall prevention programs, and allied health
delegation models: ‘It definitely created change. We went from
not having a routine screening tool to implementing a routine
so every time a patient came in for treatment, they were getting
a screen...And then the outcomes were that we were able to
definitely capture more patients at risk” (HP 15). In three
projects, clinical practice change was implemented within a
statewide service, and for one project, there was interest in
developing a statewide toolkit to support implementation in
other health services. The framework and resources developed
in one AH-TRIP project were then used to roll-out similar
services: “The work that Id done around the telehealth model
enabled us to really go live and translate a lot of our [other] in-
person outpatient services to telehealth very quickly and very
efficiently and effectively” (HP 6).

In one case, the project resulted in no change to clinical
practice. This was reported as a positive outcome because AH-

TRIP mentoring helped the participant to realise that practice
change was not required: “We had an extremely low rate of
complications, so there really is no problem to address. There
was no point in implementing a change in practice because
theres no clinical problem” (HP 2). In one case, the project
could not progress due to contextual barriers related to high
workforce turnover and lack of management support. Clinical
practice changes could not be assessed for three projects, as
they were still underway or paused at the time of evaluation,
or outcomes were unknown (due to the participant moving to
a new health service).

Patient/Community Benefits

Patient outcomes were only measured and reported in five
projects despite 11 projects being reported as completed.
Where it was measured, positive patient outcomes were
reported, including improvements in nutritional status,
diabetes outcomes, access to allied health services and patient
experience: ‘It does work and it’s well attended and we get good
clinical and psychological outcomes from it” (HP 3).

Economic Benefits

Cost was only quantified in one project, where an external
health economist calculated cost savings of $AU147000 for
the health service over a 20-month period ($AU88200 per
year): “522,197 km travel saved [April 2019 to December
2020] = $147,097 PTSS [patient travel subsidy scheme] saved
+ $74,387 out of pocket expenses saved, average $1,102 per
patient” (HP 6, excerpt from evaluation report). Two projects
received recurrent funding from the health service to continue
the new model of care as business as usual, representing
a financial investment in the sustainment of their project.
Economic benefits could be inferred from reported clinical
practice change in at least 3 additional projects, where
research evidence supports cost savings from falls prevention,
multidisciplinary chronic disease management and enhanced
malnutrition detection and treatment. Participants also
reported that the AH-TRIP initiative itself saves clinician
time eg, sharing implementation projects at the Showcase
stops “everyone doing the same mistake over and over again”
(HP 1); AH-TRIP providing ‘a more systematic approach
instead of just jumping to a solution... to do something that’s
not even addressing what the underlying problem is anyway”
(Manager 2b).

Economic Analysis
An economic analysis could not be undertaken as economic
data were only available for one project.

Narratives

The narrative of the AH-TRIP initiative (Table 4) summarises
the pathway from program need through to impact
and provides contextual understanding to support the
interpretation of the modified Payback metrics. In addition,
three case studies have been included (Table 5) to illustrate
the impact of AH-TRIP for individuals with diverse projects
and contexts across metropolitan, regional and rural health
services.

6 | International Journal of Health Policy and Management, 2025;14:8910
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Table 4. Narrative of the Allied Health Translating Research into Practice Program

AH-TRIP

Background and
need

The response

Key activities

KT is necessary to ensure the provision of evidence-based healthcare, and therefore, it is critical to have a health workforce with the
necessary knowledge and skills to undertake the KT Process. A local needs assessment identified that allied health professionals lack
knowledge, skills and confidence in implementing research into practice but are interested in engaging in online training and mentoring
to develop their skills.

AH-TRIP was developed by research fellows in Queensland Health to build KT capacity amongst the front-line allied health workforce,
with a goal of ensuring access to KT expertise and support regardless of the geographical location of the workforce. AH-TRIP consists
of (1) training and education (webinars, online resources and case studies), (2) project implementation, (3) support and networks
(one-on-one and telementoring, local champions), (4) showcase and recognition, and (5) evaluation. The program is free of charge and
participants can choose which aspects of the program they participate in and when.

This evaluation identified that participants were generally encouraged to take part in AH-TRIP by a peer, manager or research fellow.
They typically found the mentoring component most valuable, and this supported them in using online resources, which they reflected
may have been difficult to navigate on their own. Some participants accessed additional external KT training; in some cases, this was
before they became involved in AH-TRIP, but sometimes additional training was sought to continue developing their skills. All but two
participants completed a KT project as part of their AH-TRIP involvement; one decided that KT was not required as usual care was
delivered in line with evidence, and one was not able to progress their project due to contextual barriers.

Impact of AH-TRIP was evident for individual participants, allied health departments, health services and the community. These

include:

e Improved KT knowledge and skills, now applied to subsequent projects.
e Research higher degree enrolment, promotions to senior positions and appointment to new implementation roles.

L]
Impact .

Increased informal and formal KT mentoring and leadership in allied health departments.
Enhanced KT support networks within AH-TRIP and external groups.

e Improved delivery of evidence-based practice, with adoption of programs in new sites.

e Improved patient outcomes.

e Reduced healthcare costs and implementation waste.

Economic impact of AH-TRIP could not be determined due to limitations within the project evaluations (cost data was only collected in
one project, and patient outcomes were only collected in five projects).

Abbreviations: KT, knowledge translation; AH-TRIP, Allied Health Translating Research into Practice.

Factors influencing the impact of AH-TRIP

Barriers and enablers to achieving impact for the workforce
and health service were identified across all domains of the
i-PARIHS framework and influenced the following Domains
of Benefit: Individual Capacity Building, Workforce Capacity
Building, Enhanced Networks, and Clinical Practice Change
(Figure 2). Most factors manifested as both barriers and
enablers, depending on the local setting and recipients within
that setting (Supplementary file 3, Table S2).

Discussion

This evaluation has described the impact of a KT capacity
building program on allied health professionals, health
services, and systems, through applying the FAIT framework.
Additionally, barriers and enablers to the program achieving
impact were also explored. Results indicated that health
service investment in a multimodal KT capacity building
program can have broad reaching, multi-level impacts. In
our work we observed this at the level of the individual (KT
capacity building, professional skill development, career
progression, enhanced networks), workforce (informal and
formal KT mentoring and leadership) and health service
(reduced evidence-practice gap, improved patient care and
outcomes, new models of care funded, cost savings and
reduced implementation waste).

With an overwhelming number of KT practice tools
available in the literature,” the AH-TRIP curation of content
delivered alongside mentorship to assist health practitionersin
choosing and applying KT frameworks and theories supported
individuals to build skills and knowledge in implementation

practice. Developing competenciesin collaboration knowledge
and skills through networking and building implementation
teams across disciplines has been identified as a critical factor
in the success of other KT capacity building programs.® The
development and growth of AH-TRIP within the allied health
discipline was seen as a strength for internal engagement
of allied health professionals. However, this limited the
impact of KT projects and networks where there was a poor
understanding of KT in other disciplines (eg, nursing and
medicine) who often support or make key decisions about
implementation of evidence into practice. Interdependence
with other disciplines and professionals has been identified as
a key feature of the allied health practice context for KT, and
therefore, designing and implementing KT capacity building
programs for multidisciplinary teams rather than within
specific discipline groups should be considered.

Allied health practitioners are known to be intrinsically
motivated to participate in research and remain on the
“cutting edge,” but organisational factors are burdensome.*
Organisational barriers to utilising research findings in
practice are not new nor unique to allied health disciplines.
For the last 20 years, nurses have reported a range of
organisational factors limiting KT in practice including high
workloads, insufficient time and resources for research, lack
of cooperation and support from the administration and/
or clinical team, workplace culture resistance to change and
lack of authority to change patient care.*** The local context
in which AH-TRIP participants conducted their KT activity
was highly variable. Contextual barriers, for example research
culture, access to research capable line managers or research
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Table 5. Narratives of Three Selected Participant Case Studies

Case 1 (Participant 2: Metropolitan Senior Allied Health Professional)

Need

Progress

AH-TRIP
support

Impact

Factors
influencing
impact

Perceived need to implement a new service to reduce the incidence of postoperative complications.

At the suggestion of AH-TRIP mentors, baseline data were collected, which demonstrated a low incidence of complications, therefore
“there was no point in implementing a change in practice because there’s no clinical problem.” The planned project did not proceed.

One-on-one AH-TRIP mentoring (suggested by their manager), then received an AH-TRIP bursary to attend an external 3-day KT course.
They then participated in the AH-TRIP telementoring program. They reported using the online resources; however, they reflected that this
would not have been enough support without the other AH-TRIP support: “But if you just sat down with 10 hours to read all the AH-TRIP
stuff, it wouldn't you know embed that knowledge.” They valued the support provided by AH-TRIP “Really flexible support... when you’re
asking for help and that 12 month implementation thing [telementoring] was just really well designed and worked.”

Individual capacity building: Enhanced KT knowledge: “you've got to understand what baseline data is, is just step one”; new
implementation-related role (“It [AH-TRIP] really piqued my interest, and as a result, | worked as the [program implementation] facilitator
here for a year”) which they felt further consolidated their implementation skills.

Workforce capacity building: Informal and formal mentoring: shared their AH-TRIP experience with peers and on the AH-TRIP website as a
case study for “lessons learned”; now an AH-TRIP champion and viewed as a key resource in the department to support others with TRIP
(directing peers to AH-TRIP website and showcase to engage their peers in AH-TRIP). Whilst there is increased knowledge in the workforce,
they feel that KT still “baffles a lot of people.”

Enhanced KT networks: New external collaborations with others undertaking implementation projects.

Enablers: Support from directors and clinical leads (“It's great to have interested clinicians, but you also need the support of the
department and the clinical leads and things to make it doable”), opportunity to further develop skills within a funded implementation
project.

Barriers: COVID-19 limited workforce engagement in AH-TRIP (“COVID has sort of shut down anything non-clinical related... it’s kind of
been like a big pause | think”).

Case 2 (Participant 20: Senior Allied Health Professional Based in a Regional Area)

Need Post hip-fracture management is not evidence-based.
Progress This project was still underway, so there were no outcomes to report to date.
Became involved in AH-TRIP after attending a 3-day KT workshop which sparked their interest in AH-TRIP. “And | was like, ‘ohh, how can |
AH-TRIP take this further?’ Then AH-TRIP came along” They then participated in the AH-TRIP telementoring program: “the mentors and the team,
subbort just the genuine passion and support they provide was, for me personally, really reassuring.” They also presented at the AH-TRIP showcase.
PP Some project support was also provided by the local research fellow, but acknowledges that this is “only one person for the whole health
service.”
Individual capacity building: Enhanced KT knowledge; now enrolled in a PhD: “It's put me on a path that | wouldn't think | would be on,”
having met one of their PhD supervisors through AH-TRIP; other professional skill development, with their manager identifying: “It's
Domains of probably enhanced his written communication, his understanding of processes and his ability to collaborate with the larger, wider team
benefit and also you know it is influencing others within our department as well.”
Workforce capacity building: Formal mentoring of one peer, but they are unsure what influence this has had on the rest of the department.
They hope to be a role model for others: “/ think that's, you know, sort of paving the way hopefully for others if they wish.”
Factors Barriers: Investment of time requires a mind shift of the whole team: “I think lots of the team are still concerned about the time
influencing requirements to actually run a really good QI project where we don't have a lot of fat within our department to make this happen. So you
impact know when they go, everybody's gotta pick up the slack and do their work for them.”

Case 3 (Participant 10: Junior Allied Health Professional Based in a Rural Area)

Need Perceived need to improve the goal setting process in inpatient rehabilitation.
Progress This project had been unable to proceed due to contextual barriers (staff turnover within the implementation team and lack of
J organisational support).
Participated in AH-TRIP telementoring program (suggested by local research fellow): “Yeah, they [AH-TRIP people] were really good. Like it's
AH-TRIP the local support that we don't have.” Mentoring gave the team a process to follow and support to continue to try to work through their
support project. “I think if we hadn’t’ve been enrolled in the AH-TRIP thing, | probably would thrown it in the rubbish bin and walked away because
it's just been frustrating the whole time.” They used some online resources but found the website “a bit hard to navigate.”
Domains of Individual capacity building: Increased knowledge and intention to apply this to change practice.
benefit Workforce capacity building: Intention to influence peers’ perspectives and approach to projects; feel confident in sharing their knowledge
of KT and AH-TRIP with peers, but there has been limited interest to date (“nobody really got on board”).
Barriers: Workforce turnover and retention, meaning that people with skills/experience left and the project team dissolved (“/ was the last
Factors man standing”); lack of management support, with line manager having little knowledge of AH-TRIP except “the very little bits that I've told
influencing her”; role/permission issues (“How do you lead a project when you’re not allowed to? Yeah, you’re like being careful of stepping on people’s
impact toes.”) and poor research culture (“It sounds terrible that research is not a priority here and realistically, evidence-based stuff probably isn't

a priority either. It's more just getting the job done as much as we can.”)

Abbreviations: KT, knowledge translation; AH-TRIP, Allied Health Translating Research into Practice; Ql, quality improvement.
Note: Junior professional (Health practitioner level 3); Senior professional (Health practitioner > level 4).
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FACILITATION OF AH-TRIP

EXTERNAL TO HEALTH SERVICE (OUTER CONTEXT)

HEALTH SERVICE (ORGANISATIONAL CONTEXT)

GEEEET VAL AT ETRGEREET N Research culture of the

Line manager knowledge/
experience with research and/or

HEALTH PROFESSIONALS (RECIPIENTS)
TRIP

AH-TRIP INITIATIVE
(INNOVATION)

Previous or
concurrent training in project
research or KT
Level of clinical
experience and
position

Motivation and
interest in research
and improvement
Confidence in own’s
skills/ ability

Origin of AH-TRIP within

allied health, and
specifically dietetics
Flexibility, accessibility
and responsiveness
Mentoring component of
the AH-TRIP initiative
Availability of AH-TRIP
funding

and role boundaries

areas
experts

champions

Line manager willingness to invest
in AH-TRIP participation and/or

Line manager flexibility with roles

Staffing levels and turnover,
especially in regional and rural

Access to local TRIP and research

Visibility and turnover of AH-TRIP

organisation, particularly
in regional and rural
health services
Exposure to real-world
examples of TRIP
Awareness and
involvement in AH-TRIP
by others in the
multidisciplinary team
Project funding
timeframes

Ongoing investment COVID-19 pandemic

beyond the project phase = Awareness of Accessibility
Maturity of the implementation of AH-TRIP
organisation science broadly support

Figure 2. Factors Influencing Impact of the Allied Health-Translating Research into Practice Initiative, Aligned to Constructs of the Integrated Promoting Action of
Research Implementation in Health Services Framework.?" Abbreviations: KT, knowledge translation; AH-TRIP, Allied Health Translating Research into Practice; ICB,
Individual capacity building; WBC, workforce capacity building; EN, enhanced networks; CPC, clinical practice change.

fellows, staff turnover etc, significantly influenced impact
of the AH-TRIP program for participants. This was more
pronounced in regional and rural health services. Challenges
of building workforce capacity in regional, rural and remote
areas are not unique to this evaluation, with other studies
reporting low levels of research funding, chronic workforce
shortages and tension between undertaking research and
delivering clinical care.*®* This suggests the need to invest
in understanding the unique regional, rural and remote
contextual barriers to KT in order to adapt existing KT capacity
building programs and/or develop targeted implementation
strategies to support them.

The organisational barriers identified may also have been
influenced by the fact that there was no program-facilitated
mechanism for health practitioners to connect directly with
health service policy-makers. Integrated KT* is a strategy
that holds great promise to improve KT and is defined
by researchers and decision-makers engaging together in
mutually beneficial projects.”” Integrated KT strategies that
embed policy-makers within interdisciplinary project teams
could strengthen some of the gaps in the domains of benefit
seen in this evaluation, such as lack of measures for return on
investment or economic assessments. Reducing the evidence-
practice gap was achieved in almost all projects; however,
quantifiable measures of patient outcomes, economic benefit
and changes to policy and legislation were rarely available.
AH-TRIP was designed for KT capacity building of front-
line clinical workers and most of its impacts were achieved
through a “bottom-up” engagement of clinicians with the
program. This meant that measures of project success,
perhaps appropriately, tended to focus on changes in clinical
processes and practices proven by research to create patient
and/or economic benefits. To further support planning of
and understanding patient benefits consumer engagement
and partnerships will be valuable. There is increasing interest
and unrealised potential in including health consumers
(ie, current, past or potential users of health services)
as integrated KT teams.”® Building skills in consumer

engagement and partnerships within KT capacity building
programs may support the inclusion of patient outcome and
experience measures within KT project evaluation plans. This
would provide evidence for the benefits for consumers and
the community, which was lacking in projects included in the
current evaluation. Recent competencies for integrated KT
could be considered when updating the AH-TRIP initiative
to facilitate the inclusion of consumers and policy-makers in
future KT projects.

This impact evaluation reinforces that key factors for success
remain unchanged since the review of Slade et al over five
years ago. In this review it was indicated that sustainability of
change requires (a) people and structures that value evidence-
based practice, (b) research capability and literacy of healthcare
leaders and managers, (c) an organisational research culture,
and (d) a motivated workforce with skills and capability.*
There are few KT interventions that have evaluated long
term sustainability."**" Significant organisational barriers
to KT capacity building through AH-TRIP, as identified in
the results, were the short timeframes of projects and lack
of ongoing funding for successful innovations which seems
to be a common barrier in healthcare services.*>** This
highlights the need to accompany initiatives like AH-TRIP
with initiatives aimed at health service leaders to create the
necessary conditions for individuals skilled in KT to apply
these skills to improve health service delivery at the front-line.
Integration of these programs across the health system at all
levels may support the impact by increasing middle managers’
knowledge of and experience with KT, identified as an enabler
in this study and others."

A strength of this evaluation was the use of a specific
research impact evaluation framework to guide data analysis.
To our knowledge, this is the first time that FAIT has been
applied to KT capacity building programs. Our experience
suggests that there are some similar domains of benefit to
research impact, but there are some domains of benefit unique
to KT and capacity building focused initiatives. Applying
FAIT to understand KT capacity building programs allows
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a richer and deeper understanding of problems in a multi-
dimensional way to overcome limitations of existing tools and
frameworks.

A further strength is the consideration of impact alongside
context, acknowledging that some individuals or projects
might succeed due to contextual factors related to the culture,
resources or networks within their team or organisation.*
Limitations of this evaluation include our sampling method,
which may have introduced self-selection bias through
participants being more likely to volunteer where there had
been a positive impact from AH-TRIP. Response bias may
have led to participants overstating the impact of AH-TRIP
in an attempt to please the researchers; however, the use of an
interviewer independent from AH-TRIP, ensuring anonymity
of responses and asking participants to provide evaluation
reports/papers to substantiate the impact were strategies used
to reduce this bias. As a multicomponent intervention, it is
not possible to determine whether participating in specific
components of the AH-TRIP initiative resulted more or
less impact. This could have been explored if we had invited
participants who engaged only with the education and
training aspects of AH-TRIP; however, as the online platform
does not collect data on individual users, it was impossible
to identify these people. Despite attempts to demonstrate the
impact in domains such as clinical practice change, consumer
and economic benefits, empirical data were generally lacking.
Applying an impact evaluation framework prospectively when
supporting AH-TRIP project planning and reporting may
improve the quality of data in the future. Conceptualisation of
impact as “domains of benefits” within the FAIT framework
may have limited exploration of potential unintended negative
impacts of the AH-TRIP program in this evaluation; this
could be considered in future evaluation of the program and
in the refinement of research impact frameworks such as
FAIT.

Conclusions

This impact evaluation identified that both allied health
professionals and the broader health service and system benefit
in many ways from a training and support program designed
to enhance their KT practices within dynamic environments.
Prospective planning for impact may improve the availability
of empirical data in future evaluations. The impact from such
initiatives may be enhanced by addressing contextual barriers
related to workforce, research capacity and funding models.
Continued delivery of the program to develop KT workforce
across the health workforce may support this change by
skilling current front-line workers who may become future
health service leaders who are experienced in KT, able to
champion its value, and are prepared and able to influence
organisational barriers to enable greater impact.
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