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Abstract
Introduction Bringing together continuous quality
improvement (CQI) data from multiple health services
offers opportunities to identify common improvement
priorities and to develop interventions at various system
levels to achieve large-scale improvement in care. An
important principle of CQI is practitioner participation in
interpreting data and planning evidence-based change.
This study will contribute knowledge about engaging
diverse stakeholders in collaborative and theoretically
informed processes to identify and address priority
evidence-practice gaps in care delivery. This paper
describes a developmental evaluation to support and refine
a novel interactive dissemination project using aggregated
CQI data from Aboriginal and Torres Strait Islander primary
healthcare centres in Australia. The project aims to effect
multilevel system improvement in Aboriginal and Torres
Strait Islander primary healthcare.
Methods and analysis Data will be gathered using
document analysis, online surveys, interviews with
participants and iterative analytical processes with the
research team. These methods will enable real-time
feedback to guide refinements to the design, reports, tools
and processes as the interactive dissemination project is
implemented. Qualitative data from interviews and surveys
will be analysed and interpreted to provide in-depth
understanding of factors that influence engagement and
stakeholder perspectives about use of the aggregated
data and generated improvement strategies. Sources of
data will be triangulated to build up a comprehensive,
contextualised perspective and integrated understanding
of the project's development, implementation and findings.
Ethics and dissemination The Human Research Ethics
Committee (HREC) of the Northern Territory Department
of Health and Menzies School of Health Research (Project
2015-2329), the Central Australian HREC (Project 15-288)
and the Charles Darwin University HREC (Project H15030)
approved the study. Dissemination will include articles in
peer-reviewed journals, policy and research briefs. Results
will be presented at conferences and quality improvement
network meetings. Researchers, clinicians, policymakers
and managers developing evidence-based system and
policy interventions should benefit from this research.

Strengths and limitations of this study
►► Use of mixed methods and inclusion of perspectives

of the research team and diverse healthcare
stakeholders enhances validity and provides
comprehensive data.
►► The developmental evaluation is being applied within
an iterative dissemination project. Each iteration
provides opportunities to evaluate and refine
implementation processes and reports in response
to researcher, participant and data collection needs.
►► The
dissemination
approach
encourages
stakeholders to send reports and surveys to others,
limiting ability to measure the reach or response
rates as part of the evaluation.
►► The evaluator is a team member and evaluates the
research team’s work. Potential lack of objectivity
is offset by continuing opportunities for reflexivity,
sense-making and timely project adaptations.

Introduction
Background
Improving the implementation of evidencebased healthcare is a complex enterprise. It
involves the production, translation and use
of knowledge by researchers, policymakers,
service providers and consumers. Using
evidence to improve the quality of primary
healthcare (PHC) services for Aboriginal
and Torres Strait Islander people (Australia’s
Indigenous nations) is critically important
in Australia, where Indigenous people experience an unacceptable burden of ill health,
shorter life expectancy and poorer access
to PHC services compared with the general
population.1 2
A number of health centre teams that
serve Indigenous communities use continuous quality improvement (CQI) tools
and processes to make evidence-based
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improvements in the care they deliver. CQI is inherently
participatory; it generates and uses data and iterative
processes to plan interventions, typically at the team or
health centre level. It applies strategies that are known to
be effective in knowledge translation, such as audit and
feedback and goal setting.3–5
Improvement interventions have a higher probability
of success when system changes are implemented concurrently at several levels—individual care processes, group
or team work, the organisation and the larger system
and policy environment.6 7 Despite developments in CQI
theory and practice, there is a gap in the literature about
how to engage stakeholders in wide-scale CQI processes
to address improvement barriers and inform the development of system strengthening strategies. There is also
a need for knowledge about how different knowledge
translation strategies influence outcomes.8
Bringing together CQI data from multiple PHC
centres provides scope to use CQI in a different way. It
offers opportunities to engage diverse stakeholders in
identifying common priorities for improving care and
interventions that target change at various levels of the
health system. This paper describes the study protocol for
the use of developmental evaluation (DE) to evaluate and
strengthen a novel theory-informed interactive dissemination project engaging diverse stakeholders involved
in Australian Indigenous healthcare. Titled ‘Engaging
Stakeholders in Identifying Priority Evidence-Practice
Gaps and Strategies for Improvement in Primary Health
Care (ESP)’, the project disseminates aggregated CQI
data from 175 PHC centres serving Indigenous people,
for the purpose of informing improvement interventions. These centres contributed their data to a research
programme under a partnership agreement. The relationship between the research programme, the ESP
project and the DE is shown in figure 1.
The study context: Australian Indigenous PHC and quality
improvement
Despite universal coverage for healthcare services
through Medicare and specific funding for Indigenous PHC services, there is a significant and persistent
disparity between the health and life expectancy of Indigenous and non-Indigenous Australians.2 9 The disparity is
well documented. It relates to a history of colonisation

and disempowerment, ongoing racial, social, educational
and economic inequalities and lack of access to culturally safe service provision.1 10 Indigenous people access
PHC through Indigenous community-controlled health
services and government-operated PHC centres specifically established to meet the needs of Aboriginal and
Torres Strait Islander people and through private general
practices. PHC delivery settings are geographically diverse
and vary in population density, governance arrangements
and resource provision.
Reducing healthcare disparities requires CQI and
system strengthening approaches that address the
complexities of the PHC delivery environment and
draw on data about clinical care and utilisation of
services.7 11 In Indigenous PHC, this calls for approaches
that incorporate the needs and values of Indigenous
communities,12 make optimal use of health service
performance data and use the professional and contextual knowledge of those working in the sector.5 13 It
involves policy change and improvement interventions
at various system levels.6 14
Developmental evaluation
DE is gaining recognition as a useful approach for implementation research.15 16 Evolving from utilisation-focused
evaluation17 and drawing on tools and methods from a
variety of disciplines, DE can be used to address complex
health system issues that require engagement of multiple
stakeholders in both the research and change processes.18
DE is typically embedded in the project context and
involves continuous feedback to inform innovators,
often with the evaluator positioned within a project or
programme team. It is well suited to adapting projects or
interventions implemented under complex conditions or
emergent situations in which multiple influences make it
difficult to predict what will happen as a project or strategy
progresses.19 20 DE has been used, for example, to support
change through team dialogue, to innovate health and
recreation programmes in Indigenous communities, to
develop principles and collaborative processes between
agencies working to address difficult social and economic
issues and to engage communities of practice in complex
systems change.21 Challenges in DE include managing
uncertainty and ambiguity, the volume of data and maintaining a results focus.22

Figure 1 Relationship between the CQI research programme, ESP project and developmental evaluation. ABCD, Audit and
Best Practice for Chronic Disease; CQI, continuous quality improvement; ESP, Engaging Stakeholders in Identifying Priority
Evidence-Practice Gaps and Strategies for Improvement in Primary Health Care; PHC, primary health care.
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To our knowledge, DE has not previously been used
in a project involving CQI or dissemination of data,
nor applied in order to ‘study a study’. While this made
methodology development challenging, the available DE
literature suggests that DE aligns well with a project that
has developmental purpose, is committed to engaging
stakeholders with research evidence and to contributing to the science of implementation. The benefits of
having an ‘embedded evaluator’, such as timely feedback, discussion and sense-making to inform adaptive
decision-making,15 21 were influential in selecting a DE
approach.
Aims of the DE study
The aim of the DE study is to evaluate and enhance a
novel interactive dissemination project designed to
engage PHC stakeholders in Indigenous PHC in widescale processes to interpret and use aggregated CQI data.
The objectives of the DE study are to:
►► develop and refine the design, reports, processes
and resources used in the interactive dissemination
project
►► explore the barriers and facilitators to stakeholder
engagement in the project
►► identify the actual or intended use of the aggregated
CQI data and coproduced knowledge by different
stakeholders and factors influencing use
►► assess the overall effectiveness of the interactive
dissemination processes used in the ESP project.
The ESP project: an opportunity for learning and innovation
through DE
Described in a separate paper, the ESP project23 aims to
engage stakeholders with aggregated data and promote
wide-scale improvements in quality of care by applying
a system-wide approach to CQI.24 The project uses a
comprehensive CQI dataset collected for the Audit and
Best Practice for Chronic Disease (ABCD) National
Research Partnership (2010–2014).4 25
Over a decade, PHC centres participating in the ABCD
National Research Partnership (Partnership) used
evidence-based best practice clinical record audit and
system assessment tools to assess and reflect on system
performance, interpreting the data to identify improvement priorities and develop strategies appropriate to
their service population and delivery contexts.5 Available ABCD CQI tools cover various aspects of PHC (eg,
chronic illness, preventive and maternal care).
In addition to their routine use of these tools as part of
their plan–do–study–act CQI processes, 175 PHC centres
involved in the Partnership voluntarily provided servicelevel deidentified CQI data for analysis. These data are
based on almost 60 000 audits of patient records and 492
systems assessments. They provide a unique opportunity
to use aggregated health centre performance data for
wide-scale system improvement and population health
benefit and to explore innovative ways to engage healthcare stakeholders with evidence.
Laycock A, et al. BMJ Open 2017;7:e016341. doi:10.1136/bmjopen-2017-016341

Aiming to support understanding and use of these data
through an interactive exchange between healthcare
researchers and stakeholders, the ESP project draws on
explicit and practical knowledge, and different types of
expertise, to identify improvement strategies aligned with
implementation settings.23 26 27
The ESP project design is adapted from systematic
methods that aim to link interventions to modifiable
barriers to address evidence–practice gaps.28 Four phases
of online report distribution and feedback will involve
stakeholders in data interpretation and knowledge coproduction, as follows:
1. Phase 1: identification of priority evidence-practice
gaps. Stakeholders receive a report of aggregated
cross-sectional CQI data and complete an online
survey.
2. Phase 2: identification of barriers and enablers
to addressing gaps in care identified in Phase 1.
Stakeholders receive a report of trend data relevant
to the identified priority evidence–practice gaps.
They complete an online survey about influences
on individual behaviours, health centre and wider
systems. The survey questions are based on the
theoretical domains framework29 30 and on other
models identifying barriers to the effective functioning
of health centre and higher level systems.31–33
3. Phase 3: identification of strategies for improvement.
Provided with findings from phases 1 and 2, and
an evidence summary about CQI implementation,
stakeholders are asked to suggest strategies likely to
be effective in addressing modifiable barriers and
strengthening enablers.
4. In the final phase, respondents are asked to review the
draft final report and provide feedback on the overall
findings in the specific clinical care area.
Separate processes will be implemented using audit data
collected for child, maternal, preventive and mental
health, chronic illness and rheumatic heart disease care.
The rationale for the ESP project is that involving diverse
stakeholders in a phased approach using aggregated
CQI data should stimulate discussion and information
sharing and enhance ownership of the development of
interventions to address system gaps. The collaboratively
produced findings are intended as a resource for planning implementation interventions that fit materially,
historically and culturally with organisational and local
contexts.34

Methods and analysis
Using a case study approach35 36 the DE will examine and
enhance the methods through which the dissemination
of aggregated data and knowledge coproduction are
enacted in the ESP project. It seeks to effect changes and
develop understanding as the dissemination project and
concurrent evaluation proceed through iterative phases
of implementation.
3
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Systematically applying DE within the ESP project
The DE is designed to align with the aim and design
of the ESP project, which will provide opportunities to
collect feedback from survey respondents, to identify
interview participants and to engage the research team
in DE processes.
DE processes: the evaluator (AL) is embedded within
the research team to support the reflective and iterative
nature and the cocreation principle of DE21 and to facilitate real-time responses to project conditions and issues
as they emerge. The team will discuss and interpret stakeholder feedback and use reflective critical thinking to
identify and clarify issues relevant to implementing the
ESP project. Through these processes, decision making
for ongoing project implementation will be shared
among team members and informed by data. Insights
will be developed about stakeholder and team needs and
capacity to engage in the collaborative processes of the
ESP project.
Iterative cycles: these processes will be applied to iterative cycles of reflection through which actions will be
agreed, refinements tested, results observed and feedback
gathered. The systematic approach will assist in managing
the high volume of data and maintaining focus. It will
lead to increased understanding of what works well or
poorly to elicit findings and engage project participants
and the research team in collaborative processes. Project
design, processes, tools and reports are expected to be
continuously modified to support the presentation of
data to inform wide-scale improvement. Team knowledge
and skills in relation to implementing interactive dissemination in the context of Indigenous healthcare will be
strengthened through the continuous cycle of learning
and development, as phases of the dissemination project

are repeated using sets of aggregated CQI data in different
areas of clinical care.
Implementation context: the DE study is being
conducted within the wider context for CQI research in
Australian Indigenous PHC, where CQI is used within
many health centres. There is a positive policy environment for CQI and a history of researcher-service provider
partnerships for CQI development. Figure 2 illustrates how DE is applied within the ESP project.
Data collection and analysis methods
The sources of data used in this DE study include documentation, quantitative and qualitative surveys and
participant interviews. A further source of evidence is
participant-observation36—36the actions taken by the
research team following their review of evidence and
experiences during project implementation. These
are appropriate sources for research in which theory is
nascent, and research questions are exploratory.37
1. Document analysis
Administrative project records will provide information
about the context, scope, early stages of ESP project
development, report distribution and ongoing implementation. Data sources will include meeting minutes and
recorded interactions between research team members,
and between team members and other stakeholders.
These documents will be used to identify and clarify key
issues, dates, events and tasks and to track key decisions
and developments in the ESP design, processes, reports
and other resources.

Figure 2 Systematically applying developmental evaluation within the ESP project. CQI, continuous quality improvement;
DE, developmental evaluation; ESP, Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps and Strategies for
Improvement in Primary Health Care. (Adapted from Togni, Askew, Rogers, et al., 2016)50
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2. Survey data
Online surveys designed to collect data leading to the
generation of wide-scale CQI strategies (as part of the
ESP project) incorporate evaluative questions. The questions will ask respondents to rate, on a Likert scale, the
accessibility, content, usefulness and usability of information in the reports and the extent to which the reports
promote workplace discussion about care quality. These
data will be analysed using simple descriptive statistics.
Respondents will also be invited to provide free-text
responses suggesting ways in which the team can improve
the surveys and reports and support data interpretation.
Free-text responses will be integrated and analysed with
other qualitative data (explicit survey items are at online
supplementary files 1–4.)
As key change decisions are made, the research team
will modify the surveys to seek feedback about the ESP
project modifications. For example, additional questions
seeking comments about newly developed resources,
design innovations or changed report formats will be
included.
Survey data collected as part of the ESP will provide
important evaluation data about who is engaging with
project processes across Australian jurisdictions. It will
enable the team and evaluator to track stakeholder
engagement through each phase and cycle for each clinical care area, including the number of responses to each
survey, whether responses are from individuals or groups
and how this impacts on responses. Respondent information requested in the surveys includes professional role,
scope and location (national, Australian jurisdiction),
work setting or population group served (eg, urban, rural
and remote populations), type of organisation represented (eg, community controlled health centre and
government health service) and group size (as relevant).
This information will enable the purposive sampling of
interviewees.
3. Semistructured interviews
Semistructured interviews will be conducted to provide
detailed information and feedback for the DE. They will
be used to explore emergent themes in the survey data
and to probe factors and perspectives relating to participant engagement, use of aggregated data and findings
and how to improve the project processes and presentation of information (the interview guide is available at
online supplementary file 5.)
A single Australian jurisdiction will be the focus of
qualitative interviews, purposively selected because of
its history of CQI and CQI research in Indigenous PHC.
Participating health centres have contributed a significant proportion of the aggregated CQI data used in the
ESP project. Further interviews will also be conducted
with participants who have cross jurisdiction (national)
roles. Potential interviewees will be identified from
respondent information collected through the surveys—
contact details are provided voluntarily by respondents.
Interview participants will be purposively sampled from
Laycock A, et al. BMJ Open 2017;7:e016341. doi:10.1136/bmjopen-2017-016341

project participants to represent different professional
roles, organisation types and work settings and participation in different ESP project cycles.
Twenty-five to 30 interviews are expected to provide
representative data for effective comparison between
groups and settings. The aim will be to conduct sufficient interviews to build a convincing analytical narrative
based on richness and detail and to achieve ‘information
power’ in identifying themes in the data.38 The evaluator
(AL) will conduct all interviews.
Interview transcripts will be deidentified and entered
into NVivo, a computer-assisted qualitative data analysis
program to assist with coding for analysis. The evaluator
will generate a priori codes derived from the literature
and based on a widely used conceptual framework for
knowledge translation39 and the DE research questions.
This will be done ahead of identifying emergent codes
to discover themes, categories and patterns in the data,
to explore the relationships between them and to build
theories through an inductive process.40 Coding will be
checked by a research colleague to ensure coding reliability and consistency.
The aim of the analysis of interview data is to provide
information for two purposes. First, the preliminary
results will be reported and discussed with research team
members to help inform the DE process. Together with
other information, such as survey findings, the interview data will influence real-time changes to ESP project
processes, tools and reports as the project is implemented.
The second purpose is for interpretation and reflection to gain deep insight and develop understanding
relevant to the DE research questions. This includes
understanding of the factors influencing stakeholder
engagement in the interactive dissemination project,
ways to support participation and the extent to which
being involved influences participants’ implementation
decisions. It includes insights into use of the CQI data
and use of project findings about consensus priority
evidence–practice gaps, barriers, enablers and strategies
for improving care quality.
4. Reflective processes with the research team
As illustrated in figure 2, the research team’s learning and
actions will be guided by a facilitated process of reflection
and analysis, drawing on stakeholder feedback and the
team’s experiences. This process will enable the team to
identify emerging issues and to innovate, test and refine
the elements of the interactive dissemination project. It
will be based on the questions: what? (What happened?),
so what? (What do the results mean or imply? How did
we influence the results?) and now what? (How do we
respond? What should we do differently?).41 An example
of how these questions are applied is shown in table 1.
The processes will thereby reflect CQI processes (plan–
do–study–act cycles). Repeating these cycles in different
areas of PHC will offer opportunities to continuously
gather data, to learn from each cycle of stakeholder
engagement and feedback and to apply learning to
5
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Table 1 Reflective evaluation questions
What (What happened?)

So what? (What does it mean?)

Now what? (What to do differently?)

How many survey responses did we
receive?
Whose responses did we capture?
What was the quality of data
collected through this survey?
What feedback did survey
respondents and interviewees
provide about:
►►the relevance, format and use of
the report?
►►the survey?
►►supporting resources?
What were team members’
experiences of recent
implementation processes?
What worked well/not so well for
you in terms of refinements and
modifications made?

Do we need to promote and/or distribute reports
in other ways and target particular people?
Do we need to clarify, adjust, add or delete
survey questions to elicit robust data and
encourage engagement?
Do we consider modifying the next phase, or the
ESP process we use for the next dataset?
Do we need to present or explain the data
differently to enhance understanding?
Do we need to modify report formats and
content to make them more accessible to those
targeted?
Does the literature about presenting research
to different user groups match respondent
feedback?
How does feedback and observation connect
with what we know from our experience of
engaging stakeholders in CQI?

Based on the explicit and experiential
evidence, should we be making further
changes to enhance the:
►►quality of data collected?
►►processes?
►►presentation of reports?
What is the supporting evidence for a
particular direction or modification?
How should we prioritise these
changes (eg, considering resources
needed, time involved, alignment with
theory)?
What is the plan of action for making
changes?
How will these changes impact on
the project and others involved (eg,
clinical leaders and report co-authors
involved in data analysis)?

CQI, continuous quality improvement; ESP, Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps and Strategies for
Improvement in Primary Health Care.

improve the implementation of subsequent activities
within the ESP project (figure 2). Documenting these
processes, team perceptions and change decisions
will enable consideration of the contribution of DE in
strengthening project implementation.
Data integration and analysis
Taking a pragmatic approach, multiple sources of data
will be collected, analysed and integrated42 to address
the objectives of the DE. Each data source will be individually analysed then triangulated to support validation
and cross-checking of findings.43 Table 2 outlines these
processes.
In the initial stage of the study, ESP project survey
responses help to inform the development of the exploratory questions used in the semistructured interviews for
the DE. Thereafter, the collection of qualitative and quantitative data will occur concurrently. Survey responses will
contribute evaluation data through the ESP project phases
and dissemination cycles in each area of clinical care. Semistructured interviews will be timed to capture the input of
participants engaging with ESP reports and surveys (eg, for
maternal health and mental health).
The continuous data collection, analysis and synthesis
processes using different data sources will provide the
team with opportunities to apply what is learnt, generate
new avenues of enquiry and ideas and test changes made
within the ESP project.
Project documents and records will be used to
construct a timeline reflecting key dates, events, stakeholder feedback and participation, ideas, decisions and
implementation of project refinements. The timeline
will track the project, enabling the team to draw causal
hypotheses and informing ongoing change decisions.
Bringing together and interpreting the different types
6

of data will help build a comprehensive picture of ESP
project development and a contextualised and integrated
understanding of the findings and evaluation outcomes
of the ESP project.
Overall, these processes are expected to identify key
issues and principles to inform future interactive dissemination efforts and wide-scale CQI in the context of
Indigenous PHC and to contribute knowledge that can be
transferred to other healthcare contexts and disciplines.
Ethics and dissemination
Ethics
The study has been approved by the Human Research
Ethics Committee of the Northern Territory Department
of Health and Menzies School of Health Research (Project
No. 2015–2329), the Central Australian Human Research
Ethics Committee (Project No. 15–288) and the Charles
Darwin University Human Research Ethics Committee
(Project No. H15030) from March 2015 to 31 May 2018.
Dissemination
Dissemination will be done by submitting articles to
peer-reviewed journals, by thesis and other publications
such as research briefs. Results will be presented at conferences and other forums including quality improvement
research network meetings.
Discussion
The study seeks to support, develop and evaluate an
interactive dissemination project (the ESP) involving
stakeholders in Indigenous PHC in the novel use of
aggregated CQI data to identify priority evidence-practice gaps, barriers, enablers, and strategies in different
areas of clinical care. The characteristics of DE,
Laycock A, et al. BMJ Open 2017;7:e016341. doi:10.1136/bmjopen-2017-016341
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Table 2 Data sources and their use to address the developmental evaluation objectives
DE objective

Data source

Develop and refine the design,
Document analysis
reports, processes and resources
used in the interactive dissemination
project
Survey data
Semistructured interviews

Analysis and use of data to address DE
objective
Identification of implementation strengths, issues
and need for refinements
Tracking of actions, issues, decisions, key events,
changes
Analysis of quantitative and qualitative feedback
about reports, processes, resources, design
Identification of emerging data patterns,
commonalities and ideas for project improvement

Reflective processes and discussion among research team members to integrate,
interpret and use different types of data to determine ESP refinement needs and make
ongoing implementation decisions
Explore the barriers and facilitators
to stakeholder engagement in the
project

Semistructured interviews
Qualitative survey data

Coding and analysis of data to develop assertions,
propositions, generalisations about factors
influencing stakeholder engagement. Interpretation
to develop understanding

Preliminary findings contribute to team discussions about ESP refinement and
implementation.
Semistructured interviews
Identify actual or intended use
of the aggregated CQI data and
coproduced knowledge by different
stakeholders and factors influencing
use
Assess the overall effectiveness
All
of the interactive dissemination
processes used in the ESP project

Coding and analysis of data to develop assertions,
propositions, generalisations about stakeholder
use of aggregated CQI data and ESP findings.
Interpretation to gain insights
Synthesis of all data types and findings to identify
key DE findings and outcomes

DE, developmental evaluation; ESP, Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps and Strategies for Improvement in
Primary Health Care.

particularly its capacity to support emergence and
adaptation in complex settings, make it suitable for this
purpose. The collection and analysis of DE data through
iterative cycles of stakeholder feedback and team reflection will provide information and opportunities for the
continual refinement of research report presentation
and the adjustment of tools and processes for capturing
participant knowledge. The analysis and interpretation of interview data will provide insights about ways
to engage stakeholders in wide-scale CQI and build
greater understanding of the implementation context,
use of data and ESP project findings and implications
for system improvement.
Recent knowledge translation literature indicates
gaps in knowledge about how different knowledge
translation strategies influence outcomes and about
the relationship between their underlying logic or
theory and beneficial outcomes.8 44 There is also
need for detailed reporting and evaluation of such
research.8 45 This study can help to address these
gaps. The DE is being applied within a project that
has adapted a theory-based design linking the development of interventions with modifiable barriers,
enablers and identified improvement priorities.23 28 In
addition to studying the application of theory in the
Laycock A, et al. BMJ Open 2017;7:e016341. doi:10.1136/bmjopen-2017-016341

ESP project, the DE offers scope to test, identify and
document those elements essential to achieving the
intended dissemination outcomes.
The ESP project acknowledges the importance of
the sharing of tacit knowledge among practitioners
for addressing the ‘know-do gap’.46 Consistent with
approaches advocated in recent literature,47 48 it adopts a
strategy that integrates knowledge production, translation
and use across disciplines.49 It is being implemented with
modest resources, using online methods of report distribution and feedback, and relying on stakeholder ‘buy-in’
to enhance report distribution and facilitate engagement.
There is potential for the DE study to provide useful lessons
about the strengths and limitations of such an approach.
The study will also contribute knowledge about the conditions and factors that influence stakeholder engagement
in wide-scale data interpretation and knowledge coproduction using CQI data and the use of this evidence by
various PHC stakeholders and in differing contexts.
Finally, the DE study is supporting and evaluating a
novel interactive dissemination project implemented in
the Australian Indigenous healthcare context, in which
there is an urgent need to ensure that knowledge from
research impacts on driving healthcare improvements.
The DE will support the coproduction and dissemination
7
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of knowledge by stakeholders working in this sector,
based on recent national-level CQI data from Australian Indigenous PHC centres—knowledge that can be
used to implement improvements at practitioner, team,
health centre and higher system levels. The lessons learnt
about the potential for using aggregated CQI data for this
purpose are expected to be applicable to other healthcare contexts. Researchers, clinicians, policymakers and
managers developing evidence-based system and policy
interventions should benefit from this research. The study
will also help to address the current gap in the scientific
literature about applying DE.
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