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Abstract

Objective: Translation of evidence into practice by health systems can be slow and incomplete and may disproportionately
impact disadvantaged populations. Coronary heart disease is the leading cause of death among Aboriginal Australians.
Timely access to effective medical care for acute coronary syndrome substantially improves survival. A quality-of-care audit
conducted at a regional Western Australian hospital in 201 1-2012 compared the Emergency Department management of
Aboriginal and non-Aboriginal acute coronary syndrome patients. This audit is used as a case study of translating knowledge
processes in order to identify the factors that support equity-oriented knowledge translation.

Methods: In-depth interviews were conducted with a purposive sample of the audit team and further key stakeholders with
interest/experience in knowledge translation in the context of Aboriginal health. Interviews were analysed for alignment
of the knowledge translation process with the thematic steps outlined in Tugwell’s cascade for equity-oriented knowledge
translation framework.

Results: In preparing the audit, groundwork helped shape management support to ensure receptivity to targeting Aboriginal
cardiovascular outcomes. Reporting of audit findings and resulting advocacy were undertaken by the audit team with awareness
of the institutional hierarchy, appropriate timing, personal relationships and recognising the importance of tailoring messages
to specific audiences. These strategies were also acknowledged as important in the key stakeholder interviews. A follow-up
audit documented a general improvement in treatment guideline adherence and a reduction in treatment inequalities for
Aboriginal presentations.

Conclusion: As well as identifying outcomes such as practice changes, a useful evaluation increases understanding of why
and how an intervention worked. Case studies such as this enrich our understanding of the complex human factors, including
individual attributes, experiences and relationships and systemic factors that shape equity-oriented knowledge translation.
Given the potential that improving knowledge translation has to close the gap in Aboriginal health disparities, we must
choose strategies that adequately take into account the unique contingencies of context across institutions and cultures.
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of death among Aboriginal Australians, with disproportion-
ately high rates across all age groups (most marked in younger
people) contributing to reduced life expectancy and the
destructive flow-on effects of debilitating disease.>*

Evidence highlights the substantial impact of timely access
to effective medical care on the survival of individuals expe-
riencing acute coronary syndrome (ACS).>¢ Early and appro-
priate treatment is important to reduce mortality,” permanent
myocardial damage® and complications after discharge.’
Failure to implement this evidence into practice is particu-
larly pertinent in the context of Aboriginal health. Failure to
ensure timely or effective medical care to Aboriginal ACS
patients can usefully be examined as a knowledge-to-action
gap, that is, one contributor to a broad range of determinants
of Aboriginal health disparities. This gap may well be a mani-
festation of institutionalised racism within the Australian
health system!®!! that works in conjunction with Aboriginal
disadvantage shaped by a historical legacy of dispossession
and discrimination which continues to impact on Aboriginal
health.! Therefore, developing, evaluating and sharing knowl-
edge translation (KT) strategies that benefit disadvantaged
populations are essential to address health inequity.

The Bettering Aboriginal heart health in Western Australia
(BAHHWA) project investigates the ways in which the
health system, multiple comorbidities, socio-economic fac-
tors and cultural differences interact to perpetuate poor
health outcomes for Aboriginal Western Australians.
Different aspects of the research have investigated frequency
and outcomes of cardiovascular disease (CVD), the kind of
care Aboriginal patients receive compared with non-
Aboriginal patients, the experiences of Aboriginal people
receiving care for CVD31215 and enablers and barriers in
health system change.!¢ Investigation of strategies that facili-
tate or impede KT is a core component of the project.

Knowledge Translation (KT)

The gap between evidence and practice in healthcare is a
problem globally, with a diverse range of services failing to
deliver evidence-based care.!”-18 It has also been recognised
that the impact of suboptimal care disproportionately
affects disadvantaged populations.!®20 The field of KT has
provided an important focus to understanding how evi-
dence can be successfully and universally implemented
into practice.?!

KT has been defined by the Canadian Institutes of Health
Research as

the exchange, synthesis and ethically sound application of
knowledge — within a complex system of interactions among
researchers and users — to accelerate the capture of benefits of
research ... through improved health, more effective services
and products, and a strengthened health care system.??

The term KT has become widely used in the last 20 years
(for discussion of the history and development of KT theory,

as well as debates around differing models, see Davison??),
with a range of frameworks developed and general principles
formulated.?* Initially concerned with improving the incor-
poration of research discoveries into day-to-day clinical
care,?® the field has more recently broadened to include an
additional translational step from health practice to popula-
tion health outcomes.2®

There is no consensus regarding the best methods of imple-
menting new knowledge across varied health service contexts.
As a consequence, KT theory is inherently interdisciplinary as
it attempts to account for the diverse and often unpredictable
factors involved in implementing changes to health service
delivery.?’ As interventions often involve context-specific ele-
ments, the potential for generalised extrapolation of methods
and principles can be limited. Implementation of new initia-
tives can be inhibited by structural, geographical, organisa-
tional and professional barriers and by professional—patient
interactions.?’

Within the continuum of research evaluating the effec-
tiveness of KT approaches, this article explores the ena-
blers and barriers in implementing interventions in
real-world settings.?® This type of health policy and sys-
tems research investigates clinical and public health poli-
cies, programmes and practices, in order ‘to understand not
only what is and isn’t working, but how and why imple-
mentation is going right or wrong, and testing approaches
to improve it’ (p. 27).2° The translation of audit data into
practice change, supplemented with information reflecting
perspectives from practitioners experienced in these pro-
cesses, is examined here as a case study, with the aim of
contributing to knowledge of the factors involved in the
implementation of evidence, particularly in areas of health
inequity.

Clinical guidelines audits

There is evidence across many clinical contexts that adher-
ence to clinical guidelines is a determinant of patient out-
comes. That is, when adherence improves, so do morbidity
and mortality outcomes.®30-33 Clinical guidelines help ser-
vice providers to be aware of current recommendations for
practice and can be used as the basis for specifying bench-
marks and measuring performance. Audits can encourage
and assist the use of guidelines thereby relating evidence to
practice, and as such are ‘potentially invaluable in assisting
both clinicians and administrators ... in meeting both quality
and business objectives through cost-effective, integrated
care’ (p. 203).3* Guideline-based audit processes demonstra-
bly prompt fidelity to evidence,? by providing the feedback
necessary to implement and maintain small but potentially
important improvements in care.’¢37 Audit and feedback
processes are likely to be particularly valuable for assessing
the circumstances of disadvantaged patients who may be less
likely and able to recognise suboptimal care or to utilise
complaint mechanisms to ensure deficiencies are addressed.
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1. BARRIERS AND FACILITATORS

2. PRIORITIZING BARRIERS

Prioritize modifiable barriers

designs

Assess values, awareness, resources (e.g. skills, financial, human) of
public (community), patient, practitioner, pollicy-maker, private sector

3. CHOOSING KNOWLEDGE TRANSLATION
INTERVENTIONS TO ADDRESS KEY BARRIERS

Adapt evidence, including evidence-based actionable messages,
tailored for relevant audiences by SES

4. KNOWLEDGE TRANSLATION EFFECTIVENESS

Evaluate both process and health outcomes using appropriate study

5. KNOWLEDGE MANAGEMENT AND SHARING

Dissemination, diffusion and application to other clinical conditions

Figure I. Tugwell et al.’s? cascade for equity knowledge translation.

Source: Adapted from original.

Information from audits is therefore important in supporting
advocacy on behalf of these populations.

This article presents a case study to support learnings
regarding how evidence can be used to produce change, with
a particular focus on the process by which an Emergency
Department (ED) audit at a regional (non-metropolitan)
Western Australian hospital was translated to change practice.
Western Australia (WA) is a geographically vast state, cover-
ing a third of the landmass of Australia; yet, only 11% of the
population reside there. More than three quarters of the
Western Australian population reside in metropolitan Perth
with the rest of state having very low population density. This
has a significant impact on the health system and patterns of
care, presenting many challenges in healthcare delivery.
Regional hospitals receive patients from all over their particu-
lar region, including referrals from smaller district hospitals.
Specialist services in rural areas are limited, with patients
often requiring transfer by aeroplane to tertiary hospitals in
distant Perth. Treatment and referral pathways appropriate for
each region are thus central to the appropriate treatment of
patients. In the study hospital, a regional emergency chest pain
pathway existed for the investigation and treatment of patients
presenting with chest pain. This pathway closely follows the
recommendations of Australian national guidelines.3?

The details of the audit process which form the basis of this
case study are reported elsewhere?® and reflect typical hospital
medical audit approaches, whereby the management of a
series of cases is compared to a current clinical management
pathway. As audits are undertaken as a quality improvement
activity, feedback to relevant clinicians involved is an expected
component of the undertaking. The audit had arisen in the

context of a supervised specialist public health physician
training placement and was designed in collaboration with a
local university centre with an interest in Aboriginal dispari-
ties and CVD and a regional public health physician. In devel-
oping the audit protocol, members of the regional health
service staff were consulted, including the Medical and ED
Directors. The audit data collection and analysis were under-
taken in 2011-2012 by the public health medicine registrar
(the principal investigator (PI)) employed by the Western
Australian Country Health Service (WACHS).#0 As with all
quality improvement, a follow-up audit using the same proto-
col was completed 2 years later (in 2014) to assess changes,
and a report summarising the results was submitted to the
Western Australian Department of Health in the same year.4!

Both audits measured quality of care and outcomes for
patients who presented to the hospital with symptoms of
ACS, in order to assess the following: (1) adherence to ACS
management guidelines and (2) differences in management
of Aboriginal and non-Aboriginal people with regard to
adherence to the guidelines.*® The first audit (2011-2012)
identified systemic deficiencies in the way ACS was man-
aged in the hospital for both Aboriginal and non-Aboriginal
patients and provided evidence that Aboriginal people were
less likely to receive recommended interventions. The sec-
ond audit (2013-2014) documented a general improvement
in adherence to the pathway and a reduction in the gap in
care of Aboriginal presentations. In this case study, we ana-
lyse the process of undertaking these audits and translating
results of the original audit into intervention, using the lens
of a relevant KT framework, the cascade for equity-oriented
KT proposed by Tugwell et al.?0 (Figure 1).
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Method

Equity-oriented KT is concerned with disparities in provi-
sion of care between different groups and thus the ‘ethically
sound application of knowledge’.?> While Tugwell et al.’s?
framework was originally designed to support the translation
of evidence from randomised controlled studies to commu-
nity settings, it was useful for this case study because of its
focus on inequity in health outcomes. This framework
emphasises the following: (1) the importance of locating bar-
riers and facilitators to equity in KT, (2) prioritising key bar-
riers, (3) choosing KT interventions to address those barriers,
(4) evaluating KT effectiveness and (5) documenting and
sharing what was found to be effective.?0

A case study approach is appropriate here*? as KT is a
largely context-dependent process where ‘interventions can-
not be taken on their own without considering the character-
istics of the knowledge that was being transferred, providers,
participants and organizations’.** Case studies are a well-
established social research method,**> effective in generat-
ing ‘an in-depth, multi-faceted understanding of a complex
issue in its real-life context’.4

Data were collected using semi-structured, face-to-face or
telephone interviews, conducted by the first author (E.H.)
with a purposive sample of four members of the team associ-
ated with the conception, development and conduct of the
audit. The restriction of the sample to people closely associ-
ated with the audit reflects a research focus on the enablers
and barriers to organisational- and/or system-level support
for practice changes.*’ The interviews were conducted after
the first audit and lasted between 45 and 60 min and were
transcribed from notes or audio recordings. They were then
analysed thematically and coded for alignment with the
themes outlined in the steps of Tugwell et al.’s?® theoretical
framework (Figure 1). The interviewees comprised the PI,
the Regional Director of Medical Services, the regional pub-
lic health physician and an academic public health physician
who co-supervised the PI’s research project. Two other hos-
pital staff with some involvement in the audit declined to
participate because of time constraints. Interviews explored
participants’ experience of the knowledge exchange and
translation processes involved in the audit and how the
results were acted upon.

Interviewee data were triangulated with the findings from
semi-structured interviews with key informants (n=7) who
had identified themselves as having interest/experience in
KT in Aboriginal health at an Aboriginal heart health forum.
Additional information was drawn from informal discus-
sions with other stakeholders, including from the cardiovas-
cular policy area of the Department of Health and from
professionals closely associated with clinical service deliv-
ery. Interviewees were given opportunities to correct and
comment on both interviews and the analysis presented in
this case study. The research team also documented evidence
of changes to ACS management in the study hospital

occurring after the results of the first audit were reported
back to policymakers and management. Representative
quotes are reported below with a unique number and coding
to reflect the sample, that is, either audit team (AT) or key
stakeholder (KS). In total, there were seven women and four
men. All were health professionals, most in managerial or
policy positions. Four were located in the regional area.

This study was undertaken in the context of a large car-
diovascular health services research project that focussed on
disparities in Aboriginal CVD. The research received ethics
approval from the Western Australian Aboriginal Health
Ethics Committee (381-01/2011), WACHS and The
University of Western Australian Human Research Ethics
Committee (Reference number: 2011/89).

Results

Interview findings are presented in accordance with the steps
described by Tugwell et al.2% (Figure 1), summarised in Table 1.

Barriers and facilitators

Institutional factors were considered the most significant
source of potential barriers or facilitators to conducting the
audit and implementing recommendations. Prior to com-
mencement of the research, the research team recognised a
range of potential responses to the proposed audit. While
these included positive attitudes, potentially significant bar-
riers were recognised, including institutional apathy and
concern for possible consequences of findings, particularly
in the context of a regional health service with high work-
force turnover and long-term staff lacking clear incentives to
alter behaviour.

One participant observed that while ‘decision-makers get
that they have to do something differently’, it was considered
a logistical challenge to ‘fit the important stuff into bureau-
cratic constraints’ (KS2). Consequently, interviewees spoke
of the importance of identifying more than one area for
action, recognising that ‘opportunities for change might not
arise for a while’ (KS2). A KS described how after ‘five or
six years’ of advocacy for system-level improvements ‘sud-
denly this thing just swung into action’ and everything
changed (KS3).

A number of key facilitators were used by the AT to mod-
erate potential institutional barriers. Prior to the audit being
developed, groundwork had been done to make the manage-
rial environment more conducive to targeting Aboriginal
cardiovascular health outcomes. One strategy was the
engagement of the Cardiovascular Health Network (CHN), a
state-funded collaborative policy group located within the
health department aimed at improving patient-centred care
and clinical interventions for CVD. The importance of the
CHN role was described by a member as strategic, pulling
ideas together, providing support and facilitation to ‘make
sure actions happen ... support is what makes all the
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Table 1. Summary of areas of key correspondence between the Tugwell cascade and KT processes following the Aboriginal ACS

patients’ treatment audit.

Cascade for equity knowledge
translation2?

Case study of knowledge translation following audit of treatment of Aboriginal ACS
patients at a regional hospital

Existing partnerships establish rationale and guide planning

Engagement of stakeholders at multiple levels of organisation, using multiple approaches
Build confidence in a research team that is skilled in addressing barriers

Alignment of the PI’s clinical and technical knowledge with the task

Priority given to engaging key stakeholders

Prioritising based on awareness of hierarchies, timing and personal relationships

Use of a local, small-scale audit. Findings were actionable at local level but revealed
wider system issues to be addressed

Recommendations presented to highlight actions that were essential and achievable
Findings tailored for presentation to appropriate stakeholders

Hospital management was advised of audit results and recommended changes prior to

Management invited to respond with strategies to address the issue
Develop and build on partnerships

Recognise significance of KT facilitator role

A collaborative process has been established

|I.  Assess barriers and facilitators °
[ ]
[ ]
L ]
2.  Prioritise barriers to address °
[ ]
[ ]
[ ]
3. Choose knowledge translation °
(KT) interventions to address °
key barriers wider dissemination
[ ]
[ ]
[ ]
4,  Assess KT effectiveness °
[ ]

Follow-up concluded that there had been a general improvement in adherence to the
pathway and a reduction in inequalities in the treatment of Aboriginal presentations, but
emphasised the continuing need for improvement to optimise the management of ACS

in this setting

o Analysis needed to better understand why/how this process worked as an intervention

5. Knowledge management and
sharing

e Study findings provided to WACHS and hospital management
e Process, findings and recommended actions presented at conferences
e Journal publication after completion of a follow-up audit
L]

Follow-up audit shows institutional commitment to ongoing collaboration

ACS: acute coronary syndrome; Pl: principal investigator; WACHS: Western Australian Country Health Service.

difference’ (KS2). As a result of collaboration in the
BAHHWA project, the CHN, WACHS and the BAHHWA
investigators had an established partnership that had sup-
ported an ongoing dialogue about the policy environment
and disparities in outcomes and care, identifying potential
opportunities for overcoming deficiencies. The experiences
of group members involved in similar processes of using
audits to prompt change, including the challenge associated
with getting hospital agreement to conduct an audit in the
first place, were drawn on. Additionally, this supportive col-
laboration meant that by participating in the audit, the hospi-
tal could be seen as contributing to a statewide understanding
of factors contributing to Aboriginal heart health disparities,
as well as disparities between rural and metropolitan quali-
ties of cardiovascular care.

While permissions had been obtained at multiple levels
within the hierarchy of hospital management and local
Health Department Executive prior to beginning the audit, it
was critical for administrators to have confidence in both the
personnel and processes involved in the audit. Importantly,
the hospital administrators had sufficient confidence in the
expertise of the AT, ensuring a broad acceptance among
stakeholders of the audit process. It was recognised that hav-
ing a team may be critical, as “you can’t do it on your own,
you need a group of people ... a motivated team’ (KS2) and

change requires ‘the right people to pick up and run with [it]
to make things happen’ (KS3). The medically qualified PI
had recent tertiary clinical experience in emergency care and
treatment of ACS presentations, with sound technical knowl-
edge and experience of treatment pathways that members of
the Regional Executive (RE) lacked. Several members of the
team were experienced with development and use of clinical
management guidelines, ensuring that there was awareness
of the challenges involved in sustaining system change at the
point of service.

In addition, interpersonal skills were an important factor
in reducing potential barriers when engaging stakeholders.
Several interviewees commented on the PI’s conscientious
approach and moderate manner, reflecting the importance of
his careful deliberation and consultation. Similarly, the pres-
entation of relevant data to stakeholders in a manner that was
appropriate, concise and unthreatening helped as it reflected
a professional and familiar mode of communication.

Prioritising barriers

In the context of the ‘wicked’ longstanding challenge of
improving care for Aboriginal patients,*30 it was recog-
nised that institutional-level changes that were long-term
and multifaceted were needed. ‘You certainly need priorities
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... [to] decide what are the most important issues to tackle
and then what are the best ways to tackle that’ (KS2).
Particularly, for system-level problems to be addressed,
‘working out workable solutions’ for potentially ‘defensive’
staff was regarded as important (KS3). Additionally, prior-
itising particular parts of the system was important, ‘the
thing I would really like to see is more executive level
engagement ... really, to get widespread change we do need
people at the top to be passionate’ (KS2). This requires being
strategic in identifying and working with those who ‘get it’,
as opposed to those might ‘sound quite plausible’ in their talk
but have limited real understanding (KS2). Despite success-
ful actions, often arising from the efforts of committed
‘champions’, the perception was that change requires ‘a bit
of clout’ at an organisational level, with ‘key players at the
same level around the table’ (KS3). As described by one KS,
‘there is more power in a group’ ... ‘everybody was there, it
was everybody’s problem ... so you [individuals] couldn’t
wriggle out of it” (KS3).

Restricting the audit to one hospital was a practical deci-
sion based on resource availability. While this has implica-
tions for the generalisability of the audit results, it is an
important finding of the case study.This focus was perceived
as beneficial in lessening the possibility of the hospital resil-
ing from making recommended changes. That is, the team
was aware from the start that localised, small-scale research
identifying local, practical and targeted correctives may be
more likely to give rise to change than statewide research
recommending broader health system reform. Additionally,
stakeholders’ awareness of the fact that other audits®!-*2 and
the statewide administrative data analysed by BAHHWA
researchers had found similar disparities in treatment!s gave
the audit results increased legitimacy, and in raising a wider,
systemic problem for which solutions were evident, enabled
the hospital to be a leader of reform. Having strong data to
prompt change within hospital settings was also identified as
important in the supplementary interviews:

the sort of thing you can really almost shock people with,
because they do realise it’s an issue, but they might not realise
the magnitude of the problem ... we certainly have to drive them
with the data [until they] have an interest in their health service
performing better. (KS2)

In the case of the audit, the sample size (across a full year
and including all Aboriginal chest pain presentations to the
ED, more than 300 ACS presentations) was sufficiently large
to provide meaningful results that required an institutional
response.

Choosing KT interventions to address key barriers

In this case study, the AT used two key strategies to address
identified barriers: the selection of modifiable problems and
carefully crafted communication. From the start, the AT con-
centrated on how best to maximise uptake of their findings,

rather than simply exposing institutional failure. A diplo-
matic process was considered to be as necessary to improv-
ing performance as the clear presentation of findings.
Provision of results and advocacy had to be undertaken with
awareness of the institutional hierarchy, appropriate timing
and emphasising the importance of personal relationships. It
was important to tailor messages to the relevant audience,
promoting the importance of using the information to
improve the quality of patient care and prioritising action to
address modifiable barriers.

The PI described the need to be sensitive to context when
presenting findings to appropriate stakeholders; he was
respectful of seeking permission to present the findings to
outside agencies and of not naming the regional health ser-
vice in any presentations. As a result, the PI chose to present
early findings from the audit to the hospital’s Director of the
ED for feedback on what recommendations might be
included with the results and to clarify any issues to ensure
accuracy. A week before the results were presented to the RE
of the State Health Department, two of the investigators,
including the PI, met with the two key directors on the
Executive, in order to forewarn them of the audit findings
and potential recommended changes. When subsequently
presenting the data to the whole committee, the PI high-
lighted only the recommendations that they could influence
directly as too many recommendations can dilute the incen-
tive to initiate change. Having been prepared, the Medical
Director was able to respond immediately by outlining strat-
egies to address the issue.

This refining of the message, or effective communication,
was a common theme. Other respondents also discussed the
importance of prioritising key findings by limiting commu-
nication to three major recommendations from their research,
‘collect, collate and summarise what is most important in
your thinking’ (KS1).

KT effectiveness

The follow-up audit allowed comparison of changes between
2011-2012 and 2013-2014 in the quality of care provided for
patients presenting with ACS and differences between
Aboriginal and non-Aboriginal patients. It identified that
there had been a general improvement in adherence to the
pathway and a reduction in inequalities in the treatment of
Aboriginal presentations. However, the findings underscored
the continuing need for improvement to optimise the man-
agement of ACS in this setting.#! The detailed findings from
the audit process are reported elsewhere.?

These changes can be assumed to at least in part be the
result of recommendations and feedback to the RE from the
first audit. These resulted in specific practical outcomes
which have been and continued to be implemented:

1. Access to timely exercise stress tests improved, with
publicly funded tests now provided regularly by a
visiting cardiology team. This occurred in response
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to the need to improve stress test referrals for diag-
nostic assessment; at the time of the first audit, there
had been nowhere for patients without private health
insurance to have publicly funded stress tests con-
ducted within the recommended time frame (within
72h). Patients who could not access a private stress
test faced an extended wait or did not receive this
assessment. As Aboriginal patients are overwhelm-
ingly without private health insurance and often have
low incomes they had less access to guideline-
directed diagnostic testing, which is essential in for
optimal ongoing management.

2. There was more rigorous implementation of the lat-
est best-practice pathway. The hospital employed ED
specialists to improve the quality of management for
all ED patients, including those with ACS. Even with
ongoing turnover of staff, guideline-adherent man-
agement of ACS presentations is likely to be applied
more consistently, particularly as these changes have
been supported by small, regular internal audits to
review performance and provide feedback and edu-
cation to staff utilising the pathway. Additionally, the
increase in number of Senior Medical Officers
employed will improve the stability of rostering.

3. The current ACS pathway was modified for WACHS
services by the CHN to allow clinicians to stratify
risk more accurately and thereby determine appropri-
ate investigations and treatment. The audit was
referred to in this process. The current pathway plan
was also to be adjusted to improve information flow
and clarity with a new Director of the ED at the hos-
pital planning to provide input into this review and
ensure implementation of the new and improved
pathway when available.

4. A specialist general physician (internist) highly expe-
rienced in providing health services for Aboriginal
communities was employed by the hospital to visit
four times per year to train the staff. This training was
to improve the confidence and abilities of clinicians
in their treatment and management of Aboriginal
patients.

Knowledge management and sharing

The final step of the cascade describes the iterative nature of
the KT/exchange process. A written report on the findings
was provided to WACHS and presented to hospital
management.*® Audit findings were also presented at confer-
ences and at research translation forums organised by the
BAHHWA team and prepared for publication in a peer-
reviewed journal. Consequently, the approach has garnered
attention beyond the local health service, also prompting the
WA Health Department review of the rural chest pain path-
way statewide. Finally, this article itself represents a key part
of this step: reflecting on lessons learnt from this case study

can inform future KT practices in suitable contexts. As
observed by a Health Department interviewee, there is not a
lot of intervention study available, so being able to demon-
strate “what works’ is likely to be influential. And hope was
expressed that the case study of the audit would be used to
prompt other hospitals to ask ‘Do we do that too?’ (KS2).
The challenge of attribution (knowing which of many factors
contributed to changes) was also recognised.

Discussion

This case study used the framework created by Tugwell and
colleagues to examine why and how a quality-of-care audit
conducted at a regional Western Australian hospital worked
to implement change in ACS management at the study hos-
pital. Using a health equity perspective to focus on dispari-
ties in the ED management of Aboriginal and non-Aboriginal
ACS patients, the most important steps within the framework
were found to be as follows:

e The collaborative work undertaken prior to the audit
being developed that helped shape a managerial envi-
ronment conducive to targeting Aboriginal cardiovas-
cular health outcomes;

e The tailoring of messages to the relevant audience,
including the need to be aware of the institutional
hierarchy, appropriate timing and personal relation-
ships needed in provision of results and advocacy for
change;

e The identification and prioritisation of practices that
were modifiable.

These strategies resulted in acknowledgement at both per-
sonal and institutional levels of responsibility for reducing
identified health inequalities. This is particularly important
in a health system where, despite the rhetoric of cultural
competency and policies requiring healthcare services to
meet the needs of Aboriginal patients, the combination of
structural racism and outright failure to recognise the legiti-
macy of these needs ensures ‘business as usual’ is not
questioned.®! The finding from the second audit showed a
general improvement in adherence to the pathway and a
reduction in disparities between Aboriginal and non-Aborigi-
nal presentations, suggesting that the process of feeding back
the first audit results was successful in generating change.

Although frameworks for knowledge exchange and trans-
lation are emerging, there is a dearth of case studies that
explore the operation of such frameworks in practice. The
BAHHWA research had an explicit focus from its inception on
KT, and given our interest in achieving greater health equity,
we have utilised the framework of Tugwell and colleagues to
examine its application. As well as identifying outcomes, such
as practice changes, a useful evaluation also attempts to under-
stand why and how an intervention worked.?? As Table 1 dem-
onstrates, there is good alignment between the processes
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surrounding the audit and the steps outlined in Tugwell
et al.’s?® framework. Steps delineated by means of this frame-
work in the process of developing and implementing the audit
may be instructive for future similar KT interventions.

In addition to factors identified through the ‘lens’ of an
equity-oriented KT framework,?? the case study demon-
strates the importance of collaborative partnerships between
researchers and health services. Also, particularly significant
in this case, as reflected in the KS interviews, is the role of a
KT champion, in this case, the PI. This corresponds with
Greenhalgh et al.’s?* systematic review of the literature on
innovation diffusion, which found individual champions
were a key determinant of organisational innovation. These
two elements are discussed in more detail.

Partnerships for change

The audit described here arose in the context of a supervised
placement and was designed in collaboration with a University
Department of Rural Health and a regional public health phy-
sician. In developing the proposal, members of the regional
health service staff were consulted, including the Medical and
ED Directors. The approval by hospital management of the
second, follow-up audit can be seen as an indicator that the
established collaborative process between the researchers and
stakeholders was developed and strengthened. These collabo-
rative processes accord with the experiences of others under-
taking similar KT initiatives and reflect the relational or
partnership factors identified by Davison?? as indicators to use
in evaluating the success of a KT intervention: (1) improved
communication channels and processes, (2) working relation-
ships among stakeholders, (3) an ongoing forum for sharing
among stakeholders, (4) opportunities for collaboration and
(5) the creation of a shared vocabulary among stakeholders.
The iterative nature of audit and feedback processes
means that partnerships between researchers and health ser-
vices need to be ongoing. It is therefore important to under-
stand the factors that can strengthen or derail the effectiveness
of partnerships. In particular, understanding partnerships as
activities between people and organisations that are com-
plex, dynamic and subject to changes in power relations and
essentially dependent on relationships.>®> Masuda et al.>*
argue that KT aimed at promoting health equity requires a
focus on the relational aspects of knowledge construction,
acknowledging ‘the relationship between knowledge and
power ... in knowledge production’ (p. 458). In the context
of the ongoing discourse of institutional racism, it is impor-
tant to form ‘collaborative knowledge relationships’ com-
mitted to ‘critical inquiry and reflexive practice’ (p. 463) that
can inform actions at the institutional and political levels.>*

Role of champions/facilitators/leaders

This case study highlights the importance of the role vari-
ously termed champion, facilitator or leader. While the role

of the PI in this case was crucial during the audit itself, other
people championed the project at different points in the plan-
ning, implementation and dissemination of the audit. This
role was similarly identified as important in the KS inter-
views. Aarons et al.*” identify empirical evidence supporting
the importance of the role of leaders in fostering change and
innovation in the implementation process, including evi-
dence that ‘relations-oriented’ leadership and organisational
management processes, such as auditing and feedback/
reminders, support guideline use. Similarly, Tsou et al.®
argue that in the context of partnerships for change, champi-
ons or facilitators with the skills and preparedness to cross
traditional boundaries (referred to as ‘boundary spanners’ in
a number of partnership discourses>-%), need to be nurtured
and motivated. This is particularly important given a context
where barriers to implementation are known to operate at
multiple levels, and change agents are therefore required to
work with a cross section of stakeholders at multiple levels
in an institution.??* This role is also important in the context
of health inequity as the champion is in effect an advocate
for the disadvantaged population.

Evaluating KT strategies

This case study of an audit process as a KT strategy has dem-
onstrated that the approach of the research team was effec-
tive because it was based on an understanding of the
contextual factors and a careful, competent and respectful
response to them. However, in different contexts, for exam-
ple, where the institutional hierarchy is less inclined to
develop collaborative relationships, aspects of the strategy
may need to be different. This need to be responsive to con-
text is an ongoing challenge in evaluating KT strategies; for
example, LaRocca et al.’s¥ systematic review concluded
that no single KT strategy was effective across all contexts.
Similarly, Scott et al.>® argue that shortcomings of research
— such as equivocal results, poor methodological quality and
outcome reporting bias — mean it is not possible to identify
any one KT strategy as being more effective than any other.
Despite these difficulties, developing, evaluating and shar-
ing KT strategies that benefit disadvantaged populations,
including the need for flexibility in different contexts, are
essential components of achieving health equity.2

Given the substantial gap in knowledge and practice that
could help overcome health disparities, identifying the
themes and elements common to effective KT could help in
better delivery of practical and systematic interventions.
Although Tugwell et al.’s?® framework suggests that lessons
from this case study can to some extent be extrapolated, dif-
ferences in hospital size and culture, personalities and cur-
rent practices will have distinctive influence over other
contexts. The approach of the research team as described in
this case study demonstrated a strategy that was effective,
although this may not be possible to replicate in contexts
where the institutional hierarchy is less inclined to develop
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collaborative relationships. Accurate evaluation of KT needs
to account for the subjective experiences of participants. The
unique contingencies of context cannot always be accounted
for.

Study limitations

We did not interview all of the stakeholders involved in the
audit and KT process. While this decision was in line with
our focus on the key drivers of KT, it limits the article’s
scope. We were unable to fulfil certain points of the consoli-
dated criteria for reporting qualitative research (COREQ)
checklist.®® The limitations of this investigation are also
bound up with those of the audit: data were collected retro-
spectively, with findings reflecting routine documentation in
medical records. Factors that were not well-documented
could not be considered. The level of documentation
improved in the period between the two audits, making dif-
ficult a comparative analysis over time, which is most
dependent on detailed documentation. Finally, while
Tugwell’s framework is useful for categorising and analys-
ing data, it is a linear, mechanistic tool that is not necessarily
very effective at explaining the lengthy and iterative nature
of KT.

Conclusion

Evidence supporting the use of standardised KT interven-
tions remains incomplete. However, case study analyses
such as used in this article are valuable in not just describing
outcomes such as practice changes but in developing under-
standings of why and how an intervention works. Reflection
of lessons learnt to inform future KT practices is an impor-
tant part of the iterative KT process.

Only recently have large Australian hospitals been atten-
tive, and often in a limited way, to the needs of Aboriginal
people.!! Given that disparities in treatment of individuals
are at least in part due to lack of adherence to current guide-
lines, audit and feedback processes must consistently give
consideration to potential inequalities in patient profiles and
outcomes, combined with careful reflection and actions
based on findings.

In particular, KT evaluation needs to account for context
and the complex human factors (including both individual
attributes and relationships) which inevitably shape equity-
oriented KT. Case studies can enrich our understanding of
the real-life contexts* that shape the translation of evidence
by clinicians, policymakers and health service managers.
Given the potential that improving KT has to close the gap in
Aboriginal health disparities, while general principles
encoded in frameworks can guide KT processes, we must
choose strategies that adequately take into account the
unique contingencies of context across institutions and cul-
tures. That is, analysis of the context-dependent components
of individual cases should go hand in hand with attempts to

formulate general principles for implementing change. We
recommend additional qualitative studies that seek to account
for the complex human interactions between barriers, facili-
tators and change agents — particularly important in settings
where health equity is a concern. Given that no single KT
strategy is likely to work across all contexts, the way forward
is therefore to encourage both implementations and evalua-
tions that promote flexibility, common sense and reflective
approaches to KT.
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