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A B S T R A C T

Objectives: Despite considerable investments in health research, there is a disconnect between
what is known to enhance healthcare and how healthcare is delivered in situ. Knowledge
translation (KT) plays a vital role in addressing this disconnect. Some governments promote KT
via initiatives that encourage collaboration between researchers, clinicians, communities and
others; this includes Maridulu Budyari Gumal SPHERE (Sydney Partnership for Health, Education,
Research and Enterprise). To promote KT and address the knowledge-to-action gap, we held an
envisionarium with SPHERE members, to generate recommendations to promote KT in, and
beyond, SPHERE. Methods: To discern these recommendations, an envisionarium was facilitated
with SPHERE members. Participants included researchers, healthcare providers and others (n =

16). Participants considered how KT can be fostered and promoted. Discussion notes and
participant responses were thematically analysed. Results: Four recommendations were identi-
fied, accompanied by practical steps to action these to enable health and research institutions to
foster KT. These include the need to: provide access to resources; reconceptualise impact and
innovation; promote the legitimacy of different knowledges; and engage everyone in KT. Con-
clusions: These recommendations are important for three reasons. First, they demonstrate that KT
requires more than funding – it also requires networks that buoy the dynamic flow of knowledge
in its varied manifestations. Second, the recommendations demonstrate the importance of sup-
portive organisational mechanisms that inculcate positive, KT-friendly structures or cultures,
while affording individuals the opportunity to organically foster innovation. Third, they
demonstrate the methodological value of envisionariums to disrupt the status quo and envision
different ways to promote KT.

1. Introduction

A central challenge in health research and practice is the knowledge-to-action gap – the disconnect between what is empirically
known to enhance healthcare, and how healthcare is practiced. Knowledge translation (KT) is a discipline that seeks to address this gap
[1]. KT is a “dynamic and iterative process”, involving the “synthesis, dissemination, exchange and … application of knowledge”
within complex and interconnected research, health and community systems to enhance healthcare [2]. KT is closely related to

* Corresponding author.
E-mail address: p.vaughan@unsw.edu.au (P. Vaughan).

Contents lists available at ScienceDirect

Heliyon

journal homepage: www.cell.com/heliyon

https://doi.org/10.1016/j.heliyon.2024.e36817
Received 14 March 2024; Received in revised form 19 August 2024; Accepted 22 August 2024

mailto:p.vaughan@unsw.edu.au
www.sciencedirect.com/science/journal/24058440
https://www.cell.com/heliyon
https://doi.org/10.1016/j.heliyon.2024.e36817
https://doi.org/10.1016/j.heliyon.2024.e36817
https://doi.org/10.1016/j.heliyon.2024.e36817
http://creativecommons.org/licenses/by-nc-nd/4.0/


Heliyon 10 (2024) e36817

2

implementation science [3], but is not restricted to implementation activities. Rather, KT processes are multi-directional, involving an
exchange of knowledge between stakeholders, rather than the linear delivery of end-of-project information to a passive audience
[4–7].

KT has been used to enhance and support healthcare in diverse contexts. For example, KT platforms helped to collate and make
sense of copious data and (mis)information to inform international responses to COVID-19 [8]. Despite such successes, KT is not
without its challenges, or shortcomings [9,10]. For example, a review determining the effect of patient engagement in health research
on outcomes, found a “weak evidence base” [11]. Oft-cited barriers to, or challenges for, KT include issues of financial support,
negative perceptions about the value of KT, the disparate priorities of KT stakeholders, and a lack of required competencies in KT
practitioners [12,13]. Further, systematic and “structural factors” have been identified as significantly hindering KT efforts [14]. To
address this, governments and organisations have worked to embed KT into research and clinical processes [15–20], including via
initiatives to foster collaboration between researchers, services, educators, consumers and carers to support a productive flow of
knowledge for better healthcare. One such initiative is, Maridulu Budyari Gumal: Sydney Partnership for Health, Education, Research
and Enterprise (SPHERE) [21].

SPHERE was established in 2017 to further and integrate research, education and healthcare to improve health in Greater Sydney
(New South Wales, Australia). SPHERE represents a partnership between 15 organisations including two local health districts, two
specialty health networks, three universities, and seven medical research institutes (encompassing 50,000 staff and 100,000 students).
SPHERE partners work on health needs across the lifespan [21]. To support this work, the KT Platform was established. The Platform
develops strategies to build KT capacity in SPHERE, generates and shares health knowledge and advances the science of KT [22].

In the first month of establishing the KT Platform, an envisionarium was held to identify KT needs and challenges in, and beyond,
SPHERE. This article reports on this envisionarium and shares four recommendations (to foster KT) that were co-devised by envi-
sionarium participants. To support health organisations seeking to grow their KT capacity, we also share practical steps to action these
recommendations which were identified during the envisionarium.

2. Materials and methods

An envisionarium is an extended ideation workshop that utilises design thinking techniques [23]. It involves bringing a group of
stakeholders together to address a question or problem with the specific goal of planning for the future. The envisionarium workshop
format was developed by members of the SPHERE KT platform specifically to encourage creative, collaborative, and practical planning
to support growth and capacity building for diverse stakeholders. The term envisionarium was chosen to evoke visionary thinking;
specifically imaginative and innovative future planning that is guided by both experiential and research knowledge. The KT envi-
sionarium aimed to clarify what is exciting or challenging about KT and how can KT capacity be developed?

The full day envisionarium was held in Sydney, in September 2018. Facilitated by an external consultant with expertise in design
thinking [23], participants convened in small groups (≈4) to participate in activities and discussions. Participants were invited to map
current relationships within SPHERE; visualise and empathise with the next users of knowledge developed by SPHERE; use the ‘five
whys’ technique [24]; generate ideas to promote KT; and devise a KT action plan.

Thirty-seven SPHERE members were invited to the envisionarium due to their experience with or interest in KT. Of the invitees, 16
participated. When asked about their familiarity with KT, most participants reported that they had completed KT training, research
and/or projects. Therefore, participants brought considerable knowledge relevant to KT. Approximately 70 % of participants were
academic or clinical researchers, while approximately 30%were health service managers affiliated with local health districts. An artist
also participated due to their experience collaborating with researchers to disseminate research data using arts-based methods. Given
greater researcher participation, it is unsurprising that research and clinical activity were often discussed during the envisionarium.
However, the facilitator sought to address potential marginalisation of service managers by regularly soliciting their views. As dis-
cussed later, no consumers or carers participated in the envisionarium, representing a major shortcoming of the event.

Authors KB, AD and ZT took hand-written notes during the envisionarium to document discussion resulting from workshop ac-
tivities. Materials produced by participants (sticky-notes and butchers’ paper with notes and diagrams made in the course of the
envisionarium) were retained for analysis. These materials were transcribed into Microsoft Word by the authorship team. Informed by
Braun and Clarke’s analytical phases [25,26] the authors undertook the following process to produce a set of recommendations to
guide future KT activities in SPHERE. 1) familiarisation: all authors reviewed all documents to gain a sense of the materials as a whole;
2) initial coding: all materials were double coded (by two authors) using a deductive approach to determine what is exciting about KT?
what challenges are associated with KT? How can KT be promoted? Authors used the comments function in Word to track this process. 3)
identification of themes: all authors reviewed initial codes and differences or disagreements between two coding schemes were
resolved through discussion. Following the deductive approach outlined above, all authors worked together to identify key issues and
elements to produce a set of themes. All initial themes were established via consensus. 4) Refining themes: all authors reviewed the
themes and through discussion and critical reflection refined the themes to produce four meta-themes (presented here as recom-
mendations with attendant actions).

To ensure rigour and trustworthiness, envisionarium materials were analysed collaboratively with disagreements resolved through
discussion and consensus. Given the authorship team are all researchers, we sought to reflexively acknowledged our professional
interests and preoccupations to ensure that we did not focus unduly on themes and content related to research, at the cost of those
related to other aspects of KT. The workshop and its outcomes were not subject to ethics approval as envisionarium participants were
co-researchers (and some are co-authors), rather than research participants.
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3. Results

Four recommendations to build KT capacity in health and research institutes emerged through analysis. These recommendations
are now shared, alongside practical steps to action these (see Fig. 1). Although the envisionarium focused specifically on KT efforts in
SPHERE, the recommendations and actions reported are of a purposefully high-level order to optimise usefulness and relevance to
other health and research organisations seeking to foster and grow their KT capacity.

3.1. Provide access to resources

A foundational requirement for successful KT activities is adequate resourcing. KT infrastructure is required to enable individuals,
teams, organisations, and societies to connect, exchange, and develop new knowledge and practices. Participants considered various
ways to support KT and build organisational capacity. They highlighted the importance of both top-down processes (related to funding
priorities and organisational incentives) as well as ground-up approaches (e.g., supporting practitioners and consumers to innovate
using existing resources). Participants concluded that KT can be a resource-intensive process but indicated that if time and money are
not dedicated to KT, it cannot effectively occur. Resources are also needed for evaluations to clarify what does and does not work in KT
processes.

3.1.1. Actioning this recommendation
There should be sustained advocacy to mandate KT in funding and grant applications in the health sector. This will positively

reposition the role and status of KT. As one participant stated, KT should not be “an extra or afterthought, but a core part of how and
why projects receive funding”. Participants identified additional avenues to bolster KT, including targeted fellowships for students and
researchers to learn KT, dedicated time for service managers and practitioners to engage in KT, including KT responsibilities in job
descriptions and mandating paid consumer and carer involvement in research and service development.

Resources for ongoing learning and training about KT are key to building organisational capacity. Organisations might consider
establishing a digital or physical knowledge hub – a resource for KT support, advice, literature and best-practice guides. For example,
after the envisionarium the KT Platform created a website offering practical resources to promote KT [22].

KT champions – people committed to, and knowledgeable about KT, who serve as ambassadors and role models – can support KT
capacity building. KT champions can provide support, guidance and mentorship about KT to students, researchers, clinicians and
others. However, appropriate support structures are required to enable KT champions to work effectively. For example, writing KT
support activities into an individual’s job description, rather than expecting these to be undertaken in addition to existing
responsibilities.

Participants noted that, because experimentation and innovation in KT requires time and tolerance of risk, KT practitioners need a
safe space in which to fail. Participants noted that learning about what does not work can be as instructive as identifying what does.
Therefore, making time and space to share information on both triumphs and failings is an important part of KT resourcing.

Fostering a culture of KT throughout an organisation can inspire people to work creatively and challenge institutional logics that
sustain established practices and policies, rather than accommodating new approaches [27]. For example, participants noted that, in
some universities and research institutes, people resist KT activities that fall outside the scope of traditional academic key performance
indicators (refereed publications, securing research funds) [28]. Thinking critically about how an organisation operates (and the

Fig. 1. Summary of recommendations and actions.
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activities it incentivises and values) is the first step to growing and supporting KT practices. As addressed in section 3.2, participants
highlighted that a core component of localised KT is reconceptualising impact and innovation to encompass a broader range of actions
and outcomes.

3.2. Reconceptualise impact and innovation

KT can enable researchers to bridge the gap between knowledge and practice to benefit individuals and communities. Commu-
nicating knowledge to facilitate clinical change is an established aim of KT [5,29–31] and participants highlighted its importance. For
example, one participant noted that KT should support “real-world impact” that is felt “on the ground”. While practice change can
denote KT impact, participants noted that exchange should also be considered when conceptualising effectiveness. Therefore, mea-
sures of KT impact should also include the facilitation of knowledge exchange between stakeholders (researchers, clinicians, con-
sumers etc) to inform the research agenda and enhance practice and policy. Participants observed that exchange requires interpersonal
and interinstitutional connections. Indeed, establishing new connections by expanding local networks and engaging with people from
different backgrounds (during research and with research outputs) should be conceptualised as a form of impact. However, such
impact can be hard to demonstrate and is typically not built into ‘outcome’ expectations in current funding models.

Embracing new ways of thinking can drive innovation in KT. While top-down innovation and culture shifts are key, equally
important is situated innovation [32], where change occurs because of, and in response to, specific environments and people.
Crucially, situated innovation supports and relies on exchange (described earlier), and responds to the input of next users to drive
change as well as clarify problems and solutions.

3.2.1. Actioning this recommendation
Organisations should ensure support for and recognition of impact and innovation approaches that have traditionally been

undervalued or ignored. This includes instituting key performance indicators or reporting mechanisms to assess network building and
user-engagement; budgeting time and resources for innovation and impact activities; as well as rolling out capacity building activities
to support and mandate innovation and impact. Further, establishing responsive evaluations can help to ensure that KT objectives are
agile, accommodate next user and stakeholder contributions, and are instantiated as measurable key performance indicators.

Changing the design and operation of research and KT processes can foster innovation. Participants suggested embedding
collaboration between disciplines and with different stakeholders into research and KT. Indeed, participants noted that breaking down
institutional silos and “looking over the disciplinary fence” bolstered innovation. Such collaborations can be fostered via: meet-and-
greet sessions between different departments, research units, or health specialities; short lunch-and-learn research or knowledge
showcases; research speed dating events; or KT-and-nibbles social gatherings.

Another approach to innovation is collaborating with artists. Using arts-based KT methods and working with artists can result in
impactful and appealing activities or products that engage diverse stakeholders [33]. For example, inspired by the envisionarium the
KT Platform engaged a group of artists to collaborate with researchers and clinicians across SPHERE to create an installation called
“The HIVE”. The installation shared key findings from seven research projects [34]. Participants noted that engaging artists with lived
experience and/or who belong to relevant cultural or community groups, helps to produce appropriate and safe KT. Not-for-profit arts
organisations can be a good place to start when seeking artists to collaborate with. For example, in Australia, there is a network of
regional arts organisations that provide information and advice about, and to, local artists [35]. Similarly, the Artist-Run Alliance
provides a free database of artist-run initiatives globally [36].

3.3. Promote the legitimacy of different knowledges

Expanding conceptions of knowledge and what it means to translate knowledge, is key to effective KT. Central to this recom-
mendation is challenging the notion that knowledge is static and something only researchers can discover. It is imperative that KT
practitioners accommodate and acknowledge different forms of knowledge, including empirical research knowledge, lived experience
and cultural epistemologies [37]. All of these must be nurtured if local innovations are to emerge and be sustained. KT activities can
broaden definitions of knowledge and legitimise the importance of experiential knowledge of health(care). Although such knowledge
is largely undervalued in the health sciences [38–41], this is changing. For example, in Canada, Australia and elsewhere, patient and
public involvement in health research is increasingly mainstream [42–45]. Many participants were enthusiastic about formalising
institutional recognition of different modes of knowledge. There was a particularly strong desire to amplify consumer voices in
research, clinical and care contexts. As one participant stated, “[we should] start with the end user – the community has to tell you the
problem”. Just as lived and cultural knowledge needs to be legitimated, so too does KT knowledge. Participants noted that KT science is
a form of knowledge that is poorly understood and subsequently not widely valued. Therefore, there is a need to build the legitimacy of
KT.

3.3.1. Actioning this recommendation
Participants identified several ways to acknowledge and harness lived and cultural knowledge in KT and other health processes,

including engaging the next users of research before, during and after project completion as advisors or researchers. There is a growing
body of literature that provides useful guidance on undertaking this [34,46–48].

Participants also felt that reconceptualising the way research topics are conceived and prioritised is another way to accommodate
diverse knowledge types. For example, rather than a researcher suggesting a topic of research, they might invite stakeholders to
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identify the problems that warrant examination. Further, incorporating consumer representation and participation in organisational
processes can serve to foreground experiential knowledge. For example, lived experience representatives should hold positions on
funding, ethics and research governance committees and lived experience advisory groups should auspice research projects.

Organisations or researchers must ensure community members and lived experience advisors are recompensed for their contri-
butions. This acknowledges the value of their knowledge and expertise, placing it on an equal footing with that of researchers who are
also paid for their time [46]. As successfully done by SPHERE members, organisations should create policies to guide lived experience
participation (e.g., [49]). In various countries, national research policies specify pay rates for lived experience participation and these
can be adopted by organisations (e.g., [50]).

Institutions seeking to legitimise KT as a valid science and practice need to acknowledge KT activities via awards, funding and key
performance indicators. Academics might wish to practice KT but feel pressured to prioritise traditional research outputs [28].
Including KT activities, outputs and outcomes as key performance indicators and allocating time and funds to these can address this
hesitancy. Similarly, building in evaluative processes to measure various impacts and outcomes of KT can help researchers to validate
KT processes and build an evidence-base. This will also enhance the value and legitimacy of KT. Finally, KT champions (recom-
mendation 1) can build recognition for the value of KT.

3.4. Engage everyone in knowledge translation

Impactful KT requires support from all stakeholders. Simultaneously, to have the most impact, KT strategies need to accommodate
the diverse needs and experiences of individuals who have a vested interest in healthcare. Without this, KT processes have limited
impact. As one participant remarked, “KT should be everybody’s business”.

3.4.1. Actioning this recommendation
KT should be embedded in the core business of an organisation through systemic advocacy and awareness-raising. Inviting

departmental or research leaders to facilitate or participate in KT workshops can foster interest in and knowledge about KT. Engaging
with chief executives of local health districts and other health service decision-makers can also improve KT recognition and ensure
institutional support. This can be done in various ways, including partnering with health districts to distribute KT products. Another
approach is to orchestrate deliberative dialogues in which clinical, research and lived experience knowledge is shared directly with
relevant policymakers and service decision-makers [51].

Knowledge generation and dissemination requires the involvement of diverse individuals, representing different groups. Stake-
holders might include consumers, their families, clinicians, researchers, administrators, peer workers and policymakers. It is important
to understand their different and sometimes conflicting expectations or needs. Participants discussed instances when KT strategies
were poorly aligned to stakeholder needs, resulting in considerable setbacks. Inviting stakeholders to participate in KT planning and
operation, including asking consumers and carers to establish the KT agenda at its inception, can ensure KT is fit-for-purpose.
Alongside this, KT practitioners can proactively consider the ‘pain and gain’ points for different stakeholders via brainstorming,
research and consultation. During the envisionarium, participants imagined stakeholder personas in order to consider diverse KT needs
and interests. For example, participants developed the persona of ‘Beryl’ (the clinician) who worked at a hospital and had limited time
to read academic journals and few incentives to change her practice. Nevertheless, she wanted patients to do well. She needed clear,
brief and accessible information to inform any practice change.

4. Discussion

The recommendations presented here were formed in response to key challenges to effective KT. Reflecting extant literature,
challenges pertained to resourcing, perceived legitimacy and stakeholders’ conflicting expectations and behaviours [12–14]. Practical
steps to action these recommendations – from sharing skills through workshops and mentoring, to systemic advocacy at an organ-
isational level – also reflect the KT evidence-base [13].

4.1. Implications for practice

As discussed above, SPHERE was formed to foster connections between the diverse stakeholders (clinicians, researchers, service
providers, educators, health users, and carers etc.) who people the healthcare landscape. In seeking to foster this connectivity, SPHERE
aims to address the knowledge-to-action gap and support a multi-direction flow of knowledge (between all stakeholders) to achieve
better health(care) outcomes. Taken together, the recommendations emerging from the envisionarium illustrate that KT is an
important element for connectivity. That is, KT models, methods and practices [52] offer a means for heath organisations to
conceptualise, establish, maintain, and grow productive networks that unite large numbers of people with differing needs and
ways-of-working.

The envirionarium also highlights the importance of embedding KT practitioners within health organisations. The envisionarium
was productive partly because all participants had KT experience and/or were committed to building broader recognition and un-
derstanding of its value. In this sense, the envisionarium participants epitomised KT champions. The success of the envisionarium is
perhaps a testament to the efficacy of KT champions in supporting system and practice change for better KT. The conceptual and
practical strategies the participants suggested informed and enhanced the ongoing development of the SPHERE KT Platform. For
example, in response to the envisionarium, the Platform recruited 11 KT Ambassadors from different research groups in SPHERE who
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act as champions by promoting and supporting KT activities across SPHERE.

4.2. Limitations

This article makes no claims to mapping the entire terrain of KT nor to representing the views of everyone invested in KT. A key
limitation of the envisionarium was the absence of consumers or carers. In hindsight, this might have reflected the then unexamined
assumption that KT expertise and activity was the purview of researchers, rather than consumers. Ironically, this assumption affirms
the importance of the envisionarium recommendation that consumers and carers must be involved at all stages of health research and
practice, and in KT, specifically. Facilitating consumer and carer involvement in knowledge production and dissemination is part of the
ongoing remit of the SPHERE KT Platform. This is indicated in its strategic plan, which was created in response to the envisionarium.
Furthermore, to acknowledge the importance of consumer engagement, co-production and participation in research and KT activities,
as of 2021, the KT Platform merged with the Consumer and Community Involvement Platform, thereby recognising the importance of
lived experience in KT.

5. Conclusions

This article highlights the potential of KT to support productive, innovative, and useful connections between diverse healthcare
stakeholders. It also demonstrates the potential of exploratory workshops, such as envisionariums, to encourage creative and ambi-
tious future-focused thinking and planning. In this instance, the envisionarium format provided an opportunity for people with
different personal and professional experiences to meet, share, and work together to support organisation-oriented action and growth.
Putting different views and experiences into conversation supported innovative thinking by disrupting disciplinary norms and status-
quo ways-of-working. The authors hope that the recommendations, and reflections about the envirionarium process, presented here
will support the efforts of healthcare and other organisations in the development of their own KT capabilities.
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