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ABSTRACT

The study of factors affecting research uptake is an emerging field of research. The
objective of this case study is to examine barriers and facilitators affecting research uptake
of a Continuous Quality Improvement (CQI) project, the Audit and Best Practice for
Chronic Disease (ABCD) project. The ABCD project was a four and half year CQI project
that aimed to improve delivery of services to Indigenous clients with chronic conditions.
This case study uses qualitative research methods and the application of the Diffusion of
Innovation theory to understand the complexities of behaviour change of individuals
within organisations. Staff from both local health services and regional management are
pivotal to the uptake of the ABCD project. The application of the Diffusion of Innovation
theory and the use of a conceptual model in this case study has been useful in
understanding the complexity of research uptake across management levels in the ABCD
proj ect.
This case study also illustrates the importance of developing linkages throughout the life of
a research project between those affected by research (local health service managers), and
those implementing research findings (regional managers). Barriers and facilitating factors
of the ABCD project were perceived differently across management levels. Further
research in identifying barriers to communication between levels of management may
assist in understanding what processes are required to enhance research uptake.
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Key Question Summary
What is known about the topic?
Personal attributes of individuals in organisations are known to be critical in
relation to research uptake; however, these personal attributes cannot be separated
from organisational factors. Organised systems in health services and commitment
to change by those in leadership positions are also necessary factors for successful
research uptake.

What does the paper add?
There are differing perceptions and understandings of the factors that affect the
success of research uptake between service delivery and management. Interviews
with key participants in this project illustrate how poor communication between
different levels of management can potentially be the critical factor that hinders the
uptake of research in service delivery.

What are the implications for practitioners?
This research highlights the importance for practitioners, health care organisations,
researchers and policy-makers of exploring the different perceptions between levels
of management. Exploring these different perceptions should lead to an
understanding of the barriers and facilitators to the uptake of ABCD. The
implications for practitioners and managers include ensuring effective and
consistent communication involving all stakeholders.
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Factors Affecting Research Uptake: A Case Study of ABCD

INTRODUCTION
Research uptake refers to the implementation of research findings into service delivery or
policy. Understanding the barriers as well as the facilitating factors for effective research
uptake is an emerging field. The 'Wills Report' into Australian health research recognised
the importance of improving the effectiveness of research uptake for better health
outcomes and recommended increasing research emphasis on methods to promote the
uptake of new knowledge (1). Strategies to enhance research uptake have been proposed in
Australia and beyond, including dissemination plans and employment of knowledge
brokers within research organisations (2). The complexity of research uptake is, however,
often not acknowledged, particularly in bridging the gap between the worlds of policymakers and the researchers (3).
This paper reports on a case study of the Audit and Best Practice for Chronic Disease
(ABCD) project and aims to improve understanding of the factors that influence uptake of
research. The ABCD project is a Continuous Quality Improvement (CQI) and participatory
action research project. ABCD aims to improve chronic disease prevention and
management in Indigenous primary care services. Twelve local primary care services in
the Top End of the Northern Territory participated in the initial ABCD project. A
subsequent research project, the ABCD Extension, funded by the Cooperative Research
Centre for Aboriginal Health (CRCAH) incorporates and builds on the lessons obtained
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from the initial ABCD project. The ABCD extension project aims to embed CQI principles
into routine service delivery.
Some existing ABCD participating health services will continue into the extension project.
There are also new participating health services in the extension project.
The ABCD project has been chosen as the case study to examine research uptake for a
number of reasons. The project illustrates how research findings are incorporated into
practice using a CQI process. The focus of the ABCD project is on prevention and
management of chronic disease management, a major health problem facing the
community both locally and internationally (4). The evidence base on how to re-orient the
health system to effectively address the challenge of chronic illness remains poorly
developed (5).
This paper explores the factors influencing successful uptake of the ABCD project. The
specific case study objectives were to:
.

Understand and explain barriers to the implementation of ABCD,

.

Understand and explain what has made the ABCD project successful to date;

.

Assess uptake of research across management levels (i.e. at regional management
level and at local health service level).

BACKGROUND: Description of the ABCD Project
The ABCD project takes a systems approach to tackling chronic disease and uses an
approach that supports change of attitude and behaviour in routine practice. It has been in
operation for four and half years and this has allowed health service staff to reflect on their
experiences over two CQI cycles.
A variety of local primary care services participated in the ABCD project. Health services
were invited to participate and were chosen to represent a cross section of services. There
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are six Indigenous community controlled health services and six Northern Territory
Department of Health and Community Services managed services included in the project.
The participating health services are further classified by the size of the population served.
This included two large communities with a population over 800, eight medium
communities with populations between 400 and 800 and two small communities with
populations under 400. Geographical locations include nine communities up to 800
kilometres from the nearest town, accessible only by dirt road or light aircraft. Three
communities are within 100 kilometres of the nearest town accessible on sealed roads. The
staffing levels and discipline representation in health services participating in the ABCD
project included health services with resident general practitioners, registered nurses and
Aboriginal Health Workers. Three participating ABCD health services had a visiting
general practitioner service two days per week, and resident registered nurses and
Aboriginal Health Workers. This variation of primary care services enables a comparison
of governance, community population, geographical location, staffing, and system of
organisation for chronic illness care. Local health service managers referred to in this paper
were managers responsible for health service delivery at primary care services. Regional
managers are responsible for the overall management of program delivery at primary care
services within a region. Local health service managers report to regional managers.
The ABCD project team primarily work directly with local primary health service teams.
The ABCD project incorporated two CQI cycles. Each annual cycle involved the collection
of clinical audit data, a systems assessment of the local primary care service, feedback and
goal setting.
The clinical audit data were obtained from client records during the data collection visit.
During the same visit, data were also collected from health service staff on the systems
within the health services that support chronic disease. The ABCD project staff fed the
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clinical audit and systems assessment data back to the health service managers and health
service staff within three months of data collection. During feedback the ABCD project
team facilitated a group session with all local health service staff to explore the data and set
goals for improvement. Occasionally regional managers attended the feedback sessions.
Regional managers generally were able to view the data from all participating health
services in the form of a de-identified report at the end of each data collection annual
cycle. Regional managers were also invited to attend presentations about the project
delivered by Chief Investigators and project staff.
The success of this project to date is evident in the expansion of the research design to the
ABCD extension project. The research question for the extension project includes how to
incorporate the adoption of the processes of the CQI cycles into routine service delivery.

CONCEPTUAL FRAMEWORK
Paramount to research uptake is the need to understand the factors affecting behaviour
change in health care professionals and organisations (6). Strategies to enhance research
uptake include dissemination plans and employment of knowledge brokers within research
organisations (2). However, the complex factors affecting research uptake are often not
acknowledged (3).
Diffusion of Innovation is a descriptive behaviour change theory that helps us understand
the complexity of how research is adopted by individuals within organisations. This
includes the organisational barriers, facilitating factors, and the range of competing
interests and influences within organisations (7). In Diffusion of Innovation theory the
concept of 'system readiness' suggests features within the organisation that may facilitate
research uptake. Some of those features include: receptiveness of the organisation to
change; how the proposed innovation fits within organisational values; presence of
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supporters for the innovation; dedicated time and resources; and capacity for monitoring
and feedback. The theory refers to 'implementation processes'. This is the capacity within
the organisation for leadership and management support, training and resources, as well as
communication. Tailoring innovations to local needs and external collaboration are also
described as considerations for 'implementation processes'. The theory also describes
'adoption processes'. The individuals who adopt innovations are called 'adopters'. Opinion
leaders may be 'early adopters' who influence the adoption of an innovation. Opinion
leaders are often well respected within the organisation, they communicate with innovators
and are willing to try different things (8).
Three clusters of influence within the Diffusion of Innovation theory are most relevant to
the context of this case study. These clusters include a) perception of the innovation, that is
the more that is understood about the innovation by the proposed organisation the more
likely it is to be adopted; b) personal attributes of the adopters, such as enthusiasm for
change and c) organisational factors, which include communication issues, leadership and
management (8).

METHODS
This case study uses qualitative methods in order to understand how key participants see
the influences on the uptake of research from the ABCD project. Fourteen key informants
were invited to take part in face to face interviews, including local health service managers
and regional managers responsible for program delivery in the central offices of both the
NT Department of Health and Community Services and Aboriginal controlled community
health services. Sampling was purposive: participants were identified because of their
experience within the ABCD project at both local health service and regional levels.
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A semi-structured interview guide was developed to relate to the key elements of Diffusion
of Innovation theory (see Appendix 5).
Participants were interviewed in order to obtain an insight into the steps involved in the
uptake of the ABCD project, including factors considered to be important facilitators and
barriers at organisational and individual levels.

The interview guide included the

following questions:
What are the features of the success of the ABCD project?
What have been some of the problems or challenges for the ABCD project?
What did they observe in terms of commitment of leaders to supporting CQI
/ABCD project processes?
What was the perceived rationale for leaders' commitment?
How have key players been identified and influenced in the process of uptake of the
ABCD project?
What was their understanding of CQI processes?
How have they seen CQI/ABCD project integrated into the ongoing business of the
organi sati on?
•

How can the ABCD project be adapted for local conditions?

Twelve of the fourteen participants approached agreed to be audio taped in a face- to- face
interview. They included five local health service managers, a general practitioner and six
regional managers. The regional managers were based in central offices of both the NT
Department of Health and Community Services and Aboriginal controlled community
health services and were responsible for program delivery in local health services. Two
regional managers did not respond to requests for interview.
All participants were sent a copy of their transcript for verification and comment. Thematic
analysis was performed, with coding of interviews informed by Diffusion of Innovation
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theory and other literature. Further analysis using a conceptual model reflecting Diffusion
of Innovation theory was applied to understand the emerging themes (9) (see Appendix 2).
Data from the interviews with regional managers were compared with that from local
health service managers. Additional comparisons were made between information from
managers who had first-hand experience with the ABCD project and those who had
observed ABCD project findings and were now participating in the extension project. The
purpose of the comparisons was to understand: 1) factors affecting implementation at each
level of the system and 2) the effect of 'trialabi/ity' and 'ohsen'ability'. 'Ti/a/ability' of an
innovation refers to small scale testing. 'Observability' refers to being able to observe the
innovation elsewhere (8).
Ethics approval for this research was obtained from the Human Research Ethics
Committee of the NT Department of Health and Community Services and Menzies School
of Health Research.
In the course of this case study the researcher made a clear distinction for participants
between her position within the ABCD project and that of researcher for this case study.
As the Quality Improvement Coordinator for the ABCD project the researcher has a lead
role in the overall management of the ABCD project team and responsibility for data
collection, feedback and goal setting at participating health services. She has also been a
facilitator at workshops delivering information about data collection tools, feedback
processes and lessons from the ABCD project for the NT Department of Health and
Community Services public health staff, and the Commonwealth Department of Health and
Ageing. Her ongoing working relationship with interviewees provided the foundation for
participants' involvement in this case study.
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RESULTS
What are the features of the success of the ABCD project?
Local health service managers and regional managers overwhelmingly reported the process
of monitoring clinical performance and feeding back evidence of system improvement as a
key feature of the success of the ABCD project. Alongside evidence and monitoring, both
levels of management identified feedback mechanisms and goal setting processes as
features of success. In particular, local health services attributed the evidence from the
ABCD project as providing a focus for the health team and a motivating factor for teams to
improve practice. Prior to the ABCD project most health service teams had considered
their performance to be low. One local health service manager noted:
I guess it gives us a focus and a direction that we previously wouldn't have, even that
process of setting goals, well some say it's disheartening, I think that often it's quite
surprising how much of it you do meet. It's interesting to get the feedback to see whether
what we've been doing has actually made a difference and the changes that we would have
implemented. Anyway, we've got some evidence to show that we're actually doing a better
job.
Another local health service manager applauded the ability to gather data and provide
information back to the community council:
It also gives us some graphic evidence to feed back to our council, which we work fairly
closely with, and it gives us more tools to go to the council and say, maybe work with you
on this factor, we might be able to make a difference. So it gives us tools to actually
involve the community a bit more.
Regional managers echoed the sentiments of local health service managers. One regional
manager was explicit in identifying the evidence collection and monitoring processes as
important features of success adding research rigour as a key to the success of ABCD:
The research that's been done on the tools and the development of the tools within that
rigourous framework say that they are sound tools. But when we look at the tools we say
they're absolutely appropriate for the purpose we want to use them, that is, for the
monitoring and feedback for the continuous development or continuous improvement of
our chronic disease strategy.
Other features of success identified by regional level managers and local health service
staff were the personal qualities of the ABCD project staff.
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I think the people around ABCD are almost as much a part of the product as the processes
of the ABCD project.
I think the researchers (ABCD) contributed significantly because I think in other peoples'
hands it could have been very different.
Well I think the one success is the marketing, good people talk about the ABCD project.
The engagement of health service staff in the feedback sessions was also reported as
positive:
Feed back sessions when you guys came out we went through it and then with your
assistance we set ourselves some goals.

What have been some of the problems or challenges for ABCD?
Some of the key problems and challenges identified for the ABCD project were high
turnover of staff, the need for training in CQI processes and the need to maintain
momentum for goals set over a twelve month period.
As one local health service manager explained:
Well it's consistency for us. where I work, because we've had huge turnover of staff to
actually keep the momentum going has been huge. Because weve got people coming in
only for three weeks or maybe six weeks or three months.
A regional manager reported:
I think one of the biggest problems has been getting people to be constantly aware of their
goal setting and how they can achieve their goals over the 12 month period, with ABCD
project staff coming in and delivering the report and talking about goal setting. I think
people get quite enthusiastic about that. But to maintain that enthusiasm is difficult over
the 12 months.
Other local health service managers initially reported few problems or challenges. As one
local health service manager noted regarding problems or challenges:
Haven't been any really; it (ABCD) hasn't interfered with the work we do. You guys
(ABCD project staff) came out, you're self-sufficient, you did the chart audits and the
computer audits, so you really weren't interfering with what we were doing. (the nonnal
running of the clinic).
This local health service manager is referring to the initial ABCD project when the project
staff would complete data collection. Further probing during the interviews about potential
problems or challenges if the ABCD project were the responsibility of health service staff

15

elicited a range of responses. These responses included identification of lack of training
and resources:
We can barely collect our basic stats effectively let alone something as useful as this
(ABCD) plus we don't have the training in producing the end product which ),on would
need to build that capacity.
More than one local health service manager and regional manager described poor
functioning computer systems for managing population health data as a problem:
Often barriers are also around IT (infomrntion technology), recall systems are not reliable
And:
We have huge problems with IT (information technology); we were without computcrs
here for months and months. In fact, the nurse here finally had it fixed by an outsider.
Only one local health service manager referred to time as an issue for participation in all
processes of the ABCD project. Regional level managers more often expressed concern
over a lack of understanding of CQI processes by local health service staff and the
suitability of data collection tools to local settings.

What did they see in terms of commitment by leaders to supporting CQI /ABCD
processes?
A key issue which emerged was that perceptions of commitment by leaders to the support
of CQI/ABCD project processes varied between local health service managers and regional
managers.
One regional manager articulated her perception by acknowledging the health service
manager as pivotal to the support of CQI!ABCD project processes:
I think ther&s a strong commitment in people's heads but I think the commitment out
there varies. I think it depends on the health centre manager: just whether they are actually
creating structures and making that a priority. It depends also on whether people are
organised or willing to take that initiative to manage the change. Obviously, as their health
centre manager, that requires a bit of work.
In contrast, most local health service managers felt a lack of support and commitment,
disinterest and poor communication from regional managers in relation to the ABCD
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project. Local health service staff appeared to have more understanding of the complete
cycle of CQI, including goal setting. One local health service manager referred to an
example of a new position that supported the achievement of goals in the ABCD project:
I think there's a lot of words and not much action. I can give you examples of that. We had
to fight very, very strongly to get a part-time chronic disease position because there wasn't
one in the region, so we got that funding. But we had to fight long and hard to get it. And
then when we proved that was effective they (regional management) were not interested
because it's damaging in other regions and it's costing them money. So I would say that on
the ground, the commitment of management while they say a lot where are the people on
the ground?
More commonly, regional managers indicated a commitment to the ABCD project. One
regional manager stated the ABCD project had provided a mechanism in the organisation
for a commitment to CQI:
ABCD has provided us with a tool that's useful. I think everybody in the organisation sees
that, but prior to ABCD I think the organisation's commitment would have been lip
service; but we'd have always seen that continuous improvement was something that was
an add-on or a clip-on.
Another regional manager responded:
I think there's a definite commitment by management wanting to be involved in the
program (ABCD). I think management show that there's a commitment by actually having
someone in my position (CQI coordinator), in the organisation.

What was the perceived rationale for leaders' commitment?
The differences in perception were reinforced through, or directly related to, views of the
rationale behind organisational commitment. The two examples below illustrate the
different perceptions at each level of management.
One local health service manager responded incredulously:
Well, because the evidence is there that they should be committed to it, so how many times
do they (regional management) have to be proven that you need to do these things on the
ground and that you actually need to give people education and provide community
information and work opportunistically and set systems in place. It's all there!
A previous response from a regional manager is relevant:
I think there's a strong commitment in peoples' heads but I think the commitment out there
varies.
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How have key players been identified and influenced in the process of uptake of the
ABCD project?
Most local health service managers felt they had no knowledge of how key players in the
ABCD project implementation may have been identified. Communication issues; and in
some instances poor communication and lack of support from regional management; were
seen as contributing to this situation. Two separate local health service managers
responded:
I wouldn't know. Because they wou1dnt have told us what, what they think about it. No
one said to me, oh, how do you find the ABCD". No management has ever asked me
about that. So I take it that they're completely disinterested and when we've tried to raise
it, push it back up the line, all we get is, oh, you're greedy, you want more staff.
Another manager responded:
I can't speak about what management thinks about ABCD because I wouldnt have a clue.
Regional managers felt that external, expert opinion from the ABCD project had
influenced key players as well as champions or advocates for the project. One regional
manager had self identified as an advocate and felt they had had an influence on the project
uptake.

What was their understanding of CQI processes?
While there is a common understanding of CQI, there appeared to be a lack of clarity about
the link between the ABCD project and CQI and how to entrench these principles and
processes within the ongoing business of the organisation.
All levels of management described CQI as a process of reviewing. CQI was viewed as
being part of normal work practice and embedded in the work ethic. The emerging themes
from local health service managers, however, indicate that they have a greater
understanding and enthusiasm for the CQI /ABCD processes than regional managers:
It's a process where you're continually looking at how you do your work. Whether how
you're doing your work is effective and whether you can actually improve what you're
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doing with your work. I would say, so. It's ongoing. It's never-ending and it should
involve every single person and to a broader community.

How have they seen CQI/ABCD integrated into the ongoing business of the
organisation?
Participants of the ABCD project reported that there was limited knowledge of how
CQIJ"ABCD project processes had been integrated into organisational business plans. One
regional manager identified two separate processes occurring for the ABCD project and for
the organisation's business planning. This regional manager clearly articulated the need for
the two processes to be integrated for the ongoing business of the organisation:
ABCD needs to be seen as part of the planning process, not just measuring of a planning
process. get ABCD in before decisions are made about what the next 12 months, planning
will be. And so use the goal setting.

How can the ABCD project be adapted for local conditions?
For the processes of the ABCD project to be adapted to local conditions, and embedded
within the practice of local organisations, it was agreed by all levels of management that
provision of resources and making the process relevant to local conditions would be
required. Individual attitudes, including enthusiasm and acceptance for the project, were
identified as necessary for the successful adaptation of the ABCD project at the local level.
The following different responses from local health service managers illustrate these
points:
I think you probably need somebody who is a bit of a driver on it keeping the staff
enthusiastic towards it and supporting them and involving them in the decision-making."
I think it very much depends on the staff as to how successful any of the ABCD and the
quality improvement process goes.
One regional manager commented on the capacity of the individual ABCD project staff to
be open to adapting the project to local conditions:
It's about the project personnel being acceptable and ready to change.
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DISCUSSION
Application of Diffusion of Innovation theory
Overall, health service staff from both levels of management had positive perceptions and
experiences with the ABCD project. It is these positive experiences that underpin the
successful adoption of the ABCD project in most health services. However, there were
concerning themes derived from the interview findings, including lack of organisational
commitment and communication issues. All levels of management identified lack of
training, lack of resources and high staff turnover as some of the major challenges for
implementing the ABCD project. In general, most local service managers felt there was a
lack of support and commitment, disinterest and poor communication with regional
managers in relation to implementing ABCD.
According to the conceptual model of Diffusion of Innovation (9), successful features
required for the ABCD project such as monitoring and feedback, receptiveness to change,
presence of supporters, dedicated time and resources are system readiness issues. Some of
the findings of this study clearly demonstrate that the effectiveness of implementation
depends on the capacity in the organisation for leadership and management, training and
resources, communication, local tailoring of the innovation and ongoing external
collaboration. Within the conceptual model, training and resources are necessary
components of both system readiness and implementation stages. Individual characteristics
and the relationships between individuals and management are relevant to adoption
processes of the Diffusion of Innovation theory. Regional managers felt that external
expert opinion from the ABCD project had influenced key players as well as identified
champions or advocates for the project. One regional manager who had observed the
ABCD project findings and processes felt they had been able to have an influence on the
project uptake by advocating for the project at the local level. Most local health service
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managers felt they had no knowledge of methods of identification of key players in the
ABCD project nor in the extension project. Poor communication and lack of support from
regional managers was reported by local health services managers as contributing factors.
The key areas of agreement between levels of management cover the benefit of evidence
and monitoring, the belief that CQI should be embedded in the work ethic and an
acknowledgement that training and resources are required for implementation of CQI/
ABCD processes.
Rogers' (10) framework, which describes a continuum of individuals' characteristics in
relation to change, is useful in understanding how regional managers have interacted with
the ABCD project. Rogers categorised adopters into five categories: innovators, early
adopters, early majority, late majority and laggards. Innovators are lateral thinkers and
prepared to try anything. Health sectors have been described as being dominated by early
majority and late majority adopters who are mostly comfortable with what is known and
lean toward conservative decision-making based on tried and tested methods.
Regional managers could generally be described as 'early or late majority adopters'.
Regional managers have tended to make decisions about the ABCD project from the
project Chief Investigators' reports and presentations. The information in these reports has
been gathered and analysed over the previous two years from 12 participating
communities. Local health service managers generally demonstrate stronger tendencies
towards the characteristics of innovators and are more inclined to embrace the concepts of
the ABCD project before seeing any results. This was evident at commencement of the
ABCD project when 22 of the 24 invited health services expressed interest in participating.
An important lesson from the data is the need to explore and facilitate a shared
understanding and communication about CQIIABCD processes between local service
managers and regional managers. This is fundamental to the successful uptake of those
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processes. In the conceptual model for considering the determinants of Diffusion of
Innovations, linkage refers to the design stage of the innovation where there is a shared
meaning and mission (9). Understanding the basis, context and content of differing
perceptions at various levels of management is important. Providing an opportunity for
each level of management to communicate these ideas and concerns may provide some
guidance on how to work towards a shared understanding and thus enhance research
uptake.
A shared understanding of the innovation through effective communication can enhance
the implementation process of an innovation (11). Berwick (12) describes 'Taylorism' as a
workforce theory that divides the workforce between the highly skilled workers who plan
the work and the less skilled workers who perform the work. In relation to the health care
system, 'Taylorism' is the occurrence of policy development at the regional level and the
delivery of services derived from policy at the local level. The decision for implementation
of the ABCD extension project resides in the regional managers' area. The provision of
training, resources and staffing are the responsibilities of these regional managers.
Decisions made about the ABCD extension project by regional managers may be
counterproductive if there has not been some meaningful dialogue with local service
managers. The emerging themes from local service managers indicate that they have a
greater understanding and enthusiasm for the CQI/ABCD processes than do regional
managers. More local service managers have now had a chance to test the ABCD project.
The ABCD project involves the local health services and their managers and provides first
hand experience. Overall, local health service managers have identified more themes
related to the contextual influences of adoption of the ABCD project than have regional
managers. Some of those themes relate to team building and organisational factors that
provide encouragement and support for innovators.
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Capacity and motivation of teams, quality of facilitation and support during
implementation phases are key factors that determine the success of health care quality
improvement programs (3). A lack of acknowledgement by regional managers of the
importance of motivational factors and the capacity for team building by service level
managers may affect the implementation of the ABCD project. The ABCD project team
may also benefit by reflecting on this case study and reviewing the ABCD research transfer
plan and the strategies used to engage regional management.

CONCLUSION
Diffusion of Innovation theory has provided a useful framework for discussion of the
themes that have emerged from this research. The need for training and resources is
identified as a requirement for embedding CQI/ABCD processes in routine service
delivery. The importance of sound communication processes and leadership has also been
highlighted. Local service managers have applauded the ABCD project-, their experience of
the ABCD project cannot be underestimated. Local health service managers need to feel
supported by their regional managers in the implementation of the ABCD extension
project. There is also an indication (from this research) that research uptake in general
could be enhanced if more 'innovators' and 'late majority adopters' could explore their
own perceptions and biases in relation to a proposed innovation arising from research.
Creating linkages and maintaining communication throughout the life of the research
project, between those affected by research and those implementing research findings, may
have a positive effect on the outcomes.
Another significant factor emerging from the research is that regional managers clearly
need to place greater trust in the local health service managers to manage the ABCD
extension project at the local level. A dialogue between levels of management may also
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engender the necessary trust required to support the implementation of CQI!ABCD
processes.
These themes emerged from responses from both levels of management. They are also
supported by the literature on Diffusion of Innovation theory, particularly in respect to
system readiness, implementation and adoption (9).
The findings from this research suggest the uptake of CQI/ABCD processes into service
delivery could be improved by sound and continuing communication between regional
managers and local health service managers about the processes of CQI/ABCD. Regional
managers reported the provision of external facilitation skills as a benefit of the ABCD
project. Regional managers are referring to the benefit of using external facilitators with
specific skills in the processes of CQI. The use of an external facilitator may provide a
mechanism for ongoing exploration and monitoring of factors affecting the uptake of
research into service delivery.
Further research that acknowledges the body of literature on communication and further
explores communication barriers between levels of management may assist in
understanding and improving the processes required to enhance research uptake.
The benefit of this research for practitioners, health care organisations, researchers and
policy-makers is that it highlights the applicability of Diffusion of Innovation theory for
research uptake. The gaps in common understanding of CQI/ABCD processes between
local health service delivery and management need to be explored further. The ABCD
extension project may provide increased understanding of the processes of CQI/ABCD for
both local health service delivery and regional management. It appears this may be a
crucial factor in determining success of the implementation of the ABCD extension
proj ect.
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The CQI approach has been heralded as being vital to recent improvements in health care
locally and internationally (14,15,16). There has been some local experience in Northern
Australia with assessment of the impact of re-orientation of health services. These studies
indicate that the presence of clinical guidelines alone will not see significant improvement
in health outcomes. Organisational support is pivotal to supporting the re-orientation of
health services (17,18).
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APPENDIX 1- LITERATURE REVIEW

Purpose
This literature review examines the concepts of Continuous Quality Improvement (CQI),
research uptake and Diffusion of Innovation theory. CQI and research uptake are
concerned with the process of change in organisations. Consequently, both processes share
characteristics with behaviour change interventions.
The intention of this review is also to demonstrate the complexity of CQI interventions and
research uptake within organisations. Diffusion of Innovation theory illuminates the
complexity of organisational change processes. The use of Diffusion of Innovation theory
is proposed for studies related to research uptake and CQI. There may be benefits in
exploring the synergies of research uptake, CQI and Diffusion of Innovation theory in
further studies. Highlighting the lessons from CQI methodology for research uptake,
together with the application of Diffusion of Innovation theory, may assist in
understanding the complex nature of research uptake. This review highlights the lack of
connection between research uptake, CQI and Diffusion of Innovation theory explored in
the papers reviewed.

Search methodology
Combinations of key words were used to search the literature. These words included
research uptake, Continuous Quality Improvement, Diffusion of Innovation, barriers and
facilitators.
The literature review was conducted in three stages:
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Searching

-

seek advice on sources from experts; 'snowball' methods (pursuing

references of references), search for empirical papers by electronically searching key
databases Pubmed and CINAHIL and hand-searching key journals.
Mapping

-

identify key research themes or concepts, organise according to historical

developments and key actors and events.
Appraising

-

critical appraisal techniques to review each study for its validity and

relevance to the review question; extract and collate key findings, group together
comparable studies.
Papers describing interventions were appraised according to criteria derived from A
Schema for Evaluating Evidence on Public Health Interventions Version 4 (19) and
Conducting Systematic Reviews of Public Health and Health Promotion Interventions (20).
The Schema contains checklists to assess effectiveness, benefit, costs, strengths, limitations
and gaps in evidence.

Continuous Quality Improvement
CQI methodology is a continuous cycle consisting of four key steps: 1) identify the
problem; 2) analyse the problem; 3) develop a plan to address the problem; and 4) test the
plan. CQI is described as a technique in an organisational change model and is directly
related to research uptake. It is proposed that successful research uptake is more likely to
be successful if it is embedded in a CQI framework (21). This is an important observation
for research uptake. The 'plan do study act' cycle is the cornerstone of CQI. In addition,
the CQI process has been described as gathering comprehensive organisational data from
health teams about processes rather than focusing on specific areas of poor practice (22).
The implementation of CQI in health care services require the personnel working in those
environments to have core competencies (23). The CQI approach has heralded recent
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improvements in health care locally and internationally (14,15,16). The evidence base on
re-orienting the health system to effectively address the challenge of chronic illness
remains poorly developed (5). There has been some limited local experience in Northern
Australia with assessing the impact of re-orientation of health services from predominantly
acute care to chronic condition care. These studies indicate that the presence of clinical
guidelines alone will not see improved health outcomes. Organisational support is pivotal
to supporting the re-orientation of health services (17,18). These studies highlight the
complexity in understanding and implementing CQI processes. The change management
literature is another area related to the CQI literature that highlights these complexities
(24).

Change Management and CQI
There are many concepts and approaches to change management across various related
disciplines. One review elaborates and proposes that more research methods exploring the
process of change are required, rather than focusing on outcome measures. One cluster
model explores understanding the complexity of change as well as need for change and
who or what is needed for the change to occur (24). The aims of the review were to
describe approaches and concepts of change management across various related
disciplines. Studies included in the review covered a variety of appropriate study designs to
address the main question. Examples include action research case studies to improve
quality improvement in hospital departments and behaviour change case studies exploring
challenges to rational decision-making in Evidence-based Medicine. The authors provide a
clear description of the problems associated with reviewing change management literature.
It is proposed in this review that the multi-dimensional, iterative and multi-disciplinary
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nature of the change management area made it difficult to source many empirical studies.
In this review the most useful studies reported were well conducted qualitative studies.
Fisher (25) studied how CQI processes effect change in the organisational health care
environment. One paper highlights the importance of monitoring and evaluation as
contributing to changing organisational practice through quality improvement. This
descriptive paper, of an electronic quality management system for staff educators of
change management, explores concepts of readiness in organisations. Evaluation systems
and training are important to support quality improvement efforts in conjunction with
exploring readiness in organisations (26).
Solberg (27) describes some contextual factors for implementing of clinical guidelines.
Contextual factors within organisations may relate to: current policies, management styles;
leadership and commitment; professional background; and affiliation with a particular
philosophy such as CQI.
Team characteristics, including staffing levels and delivery of training, were reported as
important in sustaining CQI teams. A team satisfaction survey rated effective leadership
highly. Teams also rated highly the role of the facilitator in the CQI process. This
evaluation of a quality assurance project in Morocco provides very clear background
information. The research project addressed factors of successful quality improvement
teams and the impact of coaching or facilitation. The cost of establishing CQI was also
assessed in this evaluation. A cross- sectional evaluation of team functionality was applied
(13). Other successful examples of health care improvements in developing countries refer
to emerging themes of communication, trust and team building. This discussion paper
draws from case studies in developing countries and relevant literature (28).
The fostering of nurturing work environments that allow an exchange of ideas can be
beneficial for CQI research uptake (8). The importance of teamwork is illustrated by Payne
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(29) as a process to foster collaboration between disciplines and differing viewpoints in
policy development. The characteristics of effective teams as cited by Plunkett (30) include
commitment to shared goals, permission to express opinions, trust, ability for leadership to
be carried by any member of the team, final decisions are made by consensus of all
members. In addition, Plunkett proposes that effective teams are those that focus on
solving problems of identified causes and that flexibility within the team, as well as team
growth, is supported and encouraged by all.
Fostering a supportive environment for conducting audits can also enhance the adoption of
an innovation. A supportive environment would include training for facilitation of audits,
ensuring confidentiality of findings, ownership by staff of the process and an evaluation
component. Support and praise for innovators from management can also enhance the
spread of an innovation. The studies reviewed covered a wide range of appropriate study
designs including surveys, case studies and review papers. Two electronic data bases were
used for searching as well as hand-searching of indexes. The criteria for inclusion in this
review were empirical evidence. Theoretical discussions were also included. Studies were
assessed by more than one reviewer and themed into categories. There was no evaluation
of methodologies and data, the authors stating that the range of studies was too varied.
Four main themes were identified from the review, including perceptions of benefit of the
audit to clinicians and barriers and facilitators to success (31).
There are many studies on clinical application of CQI. One study in particular has
relevance to chronic disease, CQI processes and organisational culture. Overall the review
concluded that combined with understanding the complexity of CQI and clinical
applications was a need to understand conditions necessary for successful incorporation of
the processes of CQI (32). The CQI intervention studies are included in this review to
illuminate the complexity of these interventions. Although the complexity of CQI is
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acknowledged in these papers, there is no recommendation to apply any relevant theories.
The papers have been useful in understanding CQI research uptake they contain features
supported in the conceptual model for Diffusion of Innovation theory (9); however,
Diffusion of Innovation theory has not been applied.

Research Uptake
In the health services area, implementation research is the study of methods to facilitate the
uptake of research findings for improving the quality of care. Understanding factors
affecting behaviour change in health care professionals and organisations is paramount to
implementation research as an emerging field (8). The Wills Review (1) of Australian
Health Research recognised the importance of improving the effectiveness of research
uptake for better health outcomes. Increasing the emphasis on methods to promote the
uptake of new knowledge is contained in the recommendations from the review. It is
widely recognised internationally that the link between health systems research and the
operation of health systems needs to be strengthened (33). Strategies to enhance research
uptake are proposed by Lomas and include dissemination plans and employment of
knowledge brokers within research organisations (2).
Cochrane recognised the importance of empirical evidence as a basis for informing health
care decisions (34). Evidence—Based Decision-making (EBDM) has been adapted from the
clinical setting for use in public health settings. EBDM in public health settings has not
reflected a systematic approach to rational approaches in managerial decision-making
(35,36,37). Naturalistic Decision-making (NDM) is a term used to describe decisions made
by policy-makers based on intuitive reasoning and practical experience in the area (35).

NDM works in opposition to EBDM processes.
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The emergence of evidence only occurs after deliberation of a study. It is proposed that the
simple rationale for the use of evidence in public health solutions is to document the
underlying links between an intervention and an outcome. The links between intervention
and outcome are important to policy-makers (37). Lin (36) supports the importance of links
between the intervention and outcome for policy, stating that policy is not one single
decision but rather 'a response to perceived problems'. Understanding the context of
interventions, appraising evidence and exercising judgment is part of the policy maker's
world. Potential barriers have been identified for the uptake of evidence by health
professionals. Health care system barriers include the failure to provide practitioners with
appropriate information. Practice environment barriers include a lack of time and poor
organisational systems (33). Personal attributes of health care professionals can contribute
to subjective decision-making in research uptake and cannot be viewed in isolation from
the contextual factors described previously. Kavanagh (38) describes how some
individuals within policy environments are more receptive to research uptake. The
literature described above highlights many factors relevant to research uptake; however,
the complexity of research uptake is not always captured in recommendations to improve
research uptake (36).

Theoretical Underpinnings
The processes of research uptake and CQI involve behaviour change in the organisational
context. The purpose of theory in behaviour change is to describe observations and provide
explanations. There are various examples of behaviour change theories applied in research
uptake and CQI interventions (6). Theories such as social influence theories, motivational
theories and organisational theories are relevant to research uptake and behaviour change.
However, these theories are often discipline- specific, limiting the scope of the application,
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and are not included in this review. Similarly theories of change aimed at individual
behaviour such as Green's Precede-Proceed Model, social marketing models and the
Ottawa Model of Research Use have also been excluded from this review (6). Diffusion of
Innovation theory literature is included in this review and proposed as a suitable theory to
apply in exploring the complexity of organisational change.

Relevance of Diffusion of Innovation Theory to Research Uptake and CQI
Understanding the conditions necessary for the incorporation of change processes is the
key tenet of Diffusion of Innovation theory. The term Diffusion of Innovation refers to a
descriptive theory of behaviour change. It is applied to understand 1) how research uptake
is adopted by individuals within organisations 2) organisational barriers and facilitators
and 3) competing interests and influences within organisations.
Diffusion of Innovation theory provides one framework with a variety of factors to
consider when analysing how organisations and individuals respond to new information
and ways of working. One conceptual model of Diffusion of Innovation theory contained
in a systematic review is useful in relation to research uptake in health service delivery (9).
This conceptual model takes into account the vast array of literature that is available on
Diffusion of Innovation theory in practice and provides a succinct and plain interpretation.
This systematic review on Diffusion of Innovation theory is particularly relevant for health
service researchers wishing to explore the gaps in research uptake.
Within Diffusion of Innovation theory, system readiness refers to features within the
system. Some of those features include: receptiveness of the organisation to change, how
the proposed innovation fits organisational values; presence of supporters vs. opponents;
dedicated time and resources; and, monitoring and feedback.
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Diffusion of Innovation theory and implementation processes refer to capacity in the
organisation in areas of leadership and management, training and resources,
communication, tailoring to local needs and external collaboration.
Implementation of an innovation usually follows adoption and assimilation. The key
elements required for system readiness are relevant to implementation. An important
addition described in the literature states "where successful implementation occurs the
innovation has been adapted to the local context"; therefore, describing the extent to which
local adoption has occurred is relevant for implementation of research uptake (25, 39).
Adopters and Assimilators are the terms used to describe characteristics of individuals
within the organisation in their response to change or innovation.
Rogers (10) categorised individuals who adopt innovation in organisations into five
categories; they are innovators, early adopters, early majority, late majority, and laggards.
Innovators are lateral thinkers and are prepared to try anything. Health management may
view innovators as renegades and non-conformists. Health sectors have been described as
being dominated by early majority and late majority adopters who are mostly comfortable
with what is familiar territory, leaning towards conservative decision-making based on
tried and tested methods. Characteristics of adopters include individuals who are prepared
to leave the safety of familiar territory and explore different possibilities and experiences
to effect change. These individuals are called innovators. Other descriptions in the
categorisation include early adopters, early majority and late majority adopters and
laggards. These descriptions are useful in understanding differing responses from different
levels of management concerning uptake of research findings (8). The characteristics of
adopters are rarely described in studies of research uptake. Further qualitative studies of
research uptake, and of individuals in organisations with adopter characteristics, could
contribute further to understanding research uptake in organisations.
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In addition, two other perceptions of innovation are relevant to research uptake.
'Trialability' of an innovation is small-scale testing. 'Observability' is being able to
observe the innovation somewhere else (8). The term 'transformation 0/evidence 'refers to
ways in which the innovation changes for local requirements. (40). This transformation of
evidence also enables local learning required for local adaptation of an innovation (8).
Diffusion of Innovation theory has also been used to provide recommendations for health
care decision makers (8). Those recommendations include the sourcing of sound
innovations. Health care decision makers need to be aware that uptake of research can only
occur if the research is known. Formal mechanisms that require more than reading journal
publications to source research findings may need to be established. Using networks and
partnerships can enable spread of an innovation. This knowledge is useful to consider in
the implementation of research findings.

Conclusion
This review has particular relevance to understanding the factors affecting research uptake
by illuminating papers describing barriers and facilitators in organisations. Facilitators
include presence of organised systems in health services, commitment to change by
leadership positions, CQI understanding and skill in the organisation.
Poor communication issues between individual managers and service level managers have
not been identified as barriers to research uptake in the papers for this review.
Understanding of the nature of interpersonal influences between the health
professional s/managers and communities responsible for implementation within service
delivery may be key future research questions.
The shared characteristics between research uptake and CQI interventions are not always
highlighted in the studies. The knowledge gained through this review is pertinent to
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research uptake by highlighting the relevance of CQI methodology in implementation
research. There is an apparent opportunity to begin an exploration of the complexities
between research uptake and CQI methodologies. Applying Diffusion of Innovation theory
is particularly relevant and applicable to understanding the complexity of factors affecting
research uptake in the case study of the ABCD project.
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APPENDIX 2- INTERVIEW THEMES

Qi What do you think are the features
of the success of the ABCD project?

Notes from transcript

Code

Al Local Health Service Manager
Defining the impact from
Evidence-monitoring
CD
Highlighting to its support to Evidence-monitoring
make a' difference for CD
Bought to our attention
Evidence
Focus and direction
Graphic evidence to feed
back jbr council

Goal setting
guidance information
Evidence
partnerships

Gives us tools to involve the
community a bit more

Evidence
partnerships

Setting goals

Goal setting guidance

We 're thinking broadly
across the life span

Partnership

Teaching tool

Guidance information

Ii's been positive

Motivational
increased staff morale
Team building
Guidance
information

-

Population approach

A2 Local Health Service Manager

Educational and a reminder
A3 Program Manager
Offers an auditing tool to
stafffor monitoring what
you are doing in the ii'ork
place

Evidence monitoring

Given us interesting data

Evidence monitoring

Data to compare our
practices against

Evidence compare
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A4 Local Health Service Manager

Quantify what we are doing

Measure

A5 Local Health Service Manager

Excellent wayf()r outside
source to look at ii,hat we
are doing
Really gives you a bit of a
push to try a bit harder
Reprioritise, the/eec/hack
veiy useful
Your external assistance to
set goals

Evidence monitoring

Motivate

Feedback goal setting

External facilitation

A6 Local Health Service Manager

Group of health services all
ivorking moving same
direction

Opportunity to do some
genuine QI
If the spotlights on you
you want to perform we/I
Good people out there who
want to be seen to be doing
the right thing
A7

Teamwork motivate

Opportunity

Motivation

Work ethic
professionalism

Line Manager
Sound research rigour

Appropriate/or how we
want to use it
Monitoring feedback

Quality evidence

Local adaption
relevant

Feedback monitoring

Quality evidence

ABCD sells itself, the people
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involved in ABCD are
almost as much a part of

the product as the processes
of ABCD

Personal qualities
External facilitation

A8 Program Manager
Feedback

Feedback evidence

Opportunity for health
services to improve

Opportunity

Feedback

Feedback evidence

Marketing

Quality evidence

Champion

Personal qualities

A9 Local Health Service Manager

AIO Line Manager

External facilitation
All Program Manager

Q2 What have been some of the
problems or challenges?

Sharing information on a
continual basis

Feedbackinformation

Goals achievable

Goal setting Plan

Detail of reports

Information
evidence

-

Notes from transcript

Code

Fitting in the feedback
sessions

Time

No training in producing the
end product

Lack of training

We don '/ have the capacity
here

Lack of capacity

Al Local Health Service Manager
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Not the capacity on the

Lack of capacity

ground to do it. You would

resources

need to build that capacity

A2 Local Health Service Manager
Consistency for
turnover of

us

huge

Staff turnover

staff

A3 Program Manager
Engagement of local

Getting people to he
constantly

aware
reviewing

setting and

of the goal

staff

them

Maintaining enthusiasm over
12-month cycle

Sustainabi lity

A4 Local Health Service Manager
Lack of supply of resources to

Resources

effect goals ('nurse or gear)

A5 Local Health Service Manager
None because you guys
(external) caine and did it.
We always set goals we could
achieve

Sustainability

A6 Local Health Service Manager
health services at
different
levels of health service
delivery
Different

Variability

A7 Line Manager
Not a lot of challenges
because we have resources
The systems audit tool too
complex

Data collection

tools/lack of training

A8 Program Manager
Not fully aware ofprocess at
local level

Lack of training

Defining the population

Local issue

A9 Local Health Service Manager
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A1O Line Manager
Resources

Lack of resources

Staffperception difficult to
provide best practice

Differing perception

IT recall not reliable

Lack of resources

Confronting for clinics

Perception of
policing lack of
understanding CQI

High staff turnover

Staff turnover

All Program Manager

Q3 What is your perception of the
commitment by leaders to support
CQIIABCD processes?

Notes from transcript

Code

Lots of words, not much
action

Lack of commitment

Even ifwe have evidence
that it 's effective
(management) not interested
because it takes from another
area and its costing money.
The commitment from
management while they say a
lotS where are the people on
the ground?

Disinterest differing
perceptions

Al Local Health Service Manager

Rhetoric lack of
commitment
Poor communication
with management
Differing perceptions

A lot ofpropaganda rammed
down our throat
about what we are expected
to achieve... ifyou read the
policy.
But when we try veiy hard,
we don 't get any support
We actually get into trouble
for tlying

Rhetoric
Poor communication
with management

D ffering perceptions
i

Lack of support
Poor communication
with management
Differing perceptions
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We get lots of negative
• feedback

Non- supportive

Fallen by the wayside

Lack of commitment

Definite coin/n itment to data

Action and
commitment

Someone in a COJ position
in the organisation

Action and
commitment

None, they let its know they
want its to do it but
they don 't really help relates
to CD program goal setting)
lack of support

Disinterest
Poor communication
with management

They (management) pay lip
service

Disinterest
Poor communication
with management

A2 Local Health Service Manager

A3 Program Manager

A4 Local Health Service Manager

Differing perceptions

Differing perceptions
A5 Local Health Service Manager
Probably in the future yes

Intended
commitment

Good commitment

Good commitment

Connnitted but didii 't knov
how to go about it

Intended
commitment

We couldiz 't just see it as an
add- on
ABCD provides aframework
for CQI

Organisational
commitment

A6 Local Health Service Manager

A7 Line Manager

A8 Program Manager
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Clouded by commitment to
strategic planning

Priority setting

Put it in the strategic plan,
taken it on

Organisational
commitment

Strong in people 's heads

Rhetoric

Depends on the manager
with priority to initiate
change

Readiness

A9 Local Health Service Manager

A1O Line Manager

Lack capacity for
commitment
Personal qualities
extemalise

All Program Manager

Q4 What do you think the rationale for
their commitment is?

Not vety good
Only direct management
involved
Talk no action

Lack of commitment

Notes from transcript

Code

Al Local Health Service Manager
Evidence
Well be cause the evidence
is there
The ('management,) should be
committed to it (based on
ABCD)
A3 Program Manager
Because we recognise that
CD is a big problem facing
our communities

Evidence need

Because they ('management)
can see from our results
improved health outcomes

Evidence

A5 Local Health Service Manager
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A6 Local Health Service Manager

Standard/sal/on in approach

Standardi se best
practice

lvleasure outcomeS

Monitoring
Sense ofpeople working
together

Team building

Goodfi)rfunders to see
results

Monitoring

To advance and monitor the
CD program

Monitoring

Organisalional nianagement
totally, committed
Local managers want to do
their own thing

Perception differs

Quantitative measurement

Monitoring

Because they see aproblein
(CD) and we need to deal
with it now

Evidence-need

Health of community to
wellness from sickness

Evidence need

Prevalence of CD so high

Evidence need

Practical incentive
Upstream push

Incentive

Statistics on health being
poor

Evidence need

Service deliveiy needs to be
more responsive
External factors create
impetus
External facilitators need to
understand remote context

Evidence need
External facilitation

A7 Line Manager

A8 Program Manager

A9 Local Health Service Manager

AIO Line Manager

All Program Manager

44

Q5 How have key players been identified

Notes from transcript

Code

Well i'e don ' get any
feedback dowii the line

Poor communication

People like yourself
('credentialed external
from the project)

External facilitation

We want our ageiida not
theirs

Localised

ABCD gives its an extra
bonus because we can
qifer information that we
could not otherwise offer

Evidence

Handpicked self- selected
not because in job
description

Quality of personal

The education sessions
you came over and
facilitated
Notes

External facilitation

and influenced?

Al Local Health Service Manager

1

A6 Local Health Service Manager

A7 Line Manager

A8 Program Manager

A9

Local Health Service Manager

Q6 Do
How?

you

think

you influenced anyone?

from transcript

Code

Al Local Health Service Manager

No management has ever
asked inc about it (ABCD)

Poor communication
lack of team

You got to actually see what
happens difference for CD

Poor communication
lack of support

But in

our own team here
everyone 's been impacted
We 'ye made it and issue
with our health worker
trainees

Localised teamwork

No not really no one sat
down to have a good talk
about_it

Poor communication
lack of team

A5 Local Health Service Manager
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Not formally given an
opportunity to ta/k about it
Just doesii '1 seem to be a

Poor communication
lack of team

priority at this stage
A6 Local Health Service Manager

me really our team has
been instrumental i tIlh CIP

Not

Good teamwork

A7 Line Manager
Yes I think

a lot

have influenced

Advocacy champion

ofpeople

As an advocate for the
product COI and what it can
bring to the CD strategy
A8 Program Manager
No but will in future as part Roles
of role in data collection and
feedback through leaders
only
A9

Local

Health Service Manager
The whole board

Q7 What is your understanding of CQI

Notes from transcript

Code

A process where you are
continually looking
how you do your )4•ork

Reviewing

Whether you work is effective
and whether you can actually
improve what you are doing
with youl work.
Its ongoing, its never- ending
and should involve every
single person the broader
community

Reviewing

Keeping things moving
Consistent

Ongoing

You can actually always do it
(work chronic disease)
even though the bottom has

Achievable

processes

Al

Local

Health Service Manager

Ongoingpartnerships
inclusive

A2 Local Health Service Manager
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fallen out of the

structure

A3 Program Manager

Measure what

you are

Reviewing

achieving and where

you

are at, goal set,

review

A4 Local Health Service Manager

Comparing

and slowiy

introducing standards

Reviewing

and

implementing

A5 Local Health Service Manager

Always looking at ways to

improve,

Reviewing

outcomes

Identifying what the problem

Analysing

is
A6

Local

Health

Service Manager

Being
new
Innovative
things
Flexible even ifyou think it is
workiiig
Flexible
prepared to try

Being able

to

quantify the

Measure monitor

changes

A7 Line Manager
Plan do study act cycle
A8 Program

Measure monitor

Manager

Just soin ething you do
Plan do study act
big influences
Measuring
monitoring

Embedded
ethic

in

work

Incremental changes

Small changes

reflecting

A9 Local Health

Measure monitoring

Service Manager

Setting the goals and flying
achieve them

Goal setting

Provide a loopfor action,
gather dataplan implement
an approach

Way of working

to

A10 Line

Manager
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Q7 What is your commitment to CQI

Notes from transcript

Code

processes

Al Local Health Service Manager

you don ' t
not a good

Lfelong and if

Embedded in work

do it, your 're

ethic

practitioner, you stagnate

Good practitioner

and you don 't ever look
outside the box
A2 Local Health Service Manager

We have done as much as

we

can.

Obviously

Embedded in work
ethic

01/go/Jig

A3 Program Manager

Studied subjects at post

grad level

Embedded
ethic

in work

AS Local Health Service Manager
Over a long period
I have put a lot oft/me into

trying to improl 'e
status
A6

Embedded
ethic

in work

health

Local Health Service Manager

Over a long period

Embedded in work
ethic

A8 Program Manager
Part of my job big
commitment

A9 Local Health

Q How have you seen CQI /ABCD
integrated into the ongoing business of
the organisation?

A2 Local Health

in work

Service Manager

Embedded in work
ethic

To continue

Al Local Health

Embedded
ethic

Notes from transcript

Code

No evidence

Lacking evidence

Service Manager

Service Manager

There 's been SO

much else

happening

haven 't been able to
think about it

People

A3 Program Manager
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Lacking evidence
differing priorities

-

I have put it (goal setting)
into the quality plans in the
workplace

Incorporated in plan

A4 Local Health Service Manager

I
It has become part of the
way we work
Everyone involved

Embedded in work
ethic Teamwork

A5 Local Health Service Manager
Appointed a Qlperson
Ran a workshop on QI

Incorporated in

positions

A7 Line Manager
Formalised through COI
processes

Incorporated in plan

Informally by the people we
employ who work in that
framework

Embedded in work
ethic

In 1hestrategicplan

Incorporated in

At the local level more than
with/ui organisation

Local only embedded
in work ethic

A9 Local Health Service Manager

All Program Manager

Q What conditions do you think need

Notes from transcript

Code

Integrated into the husiuiess p/au

Organi sati onal

plan

to be in place for CQIIABCD to be
incorporated into the ongoing
business of the organisation?
Al Local Health Service Manager
planning

People coming around every so
often for support prompting
actually getting some feedback

External

Every health centre has
opportunity to be involved

Inclusive
Opportunity

facilitation

-

If remote health ('management)
Management
could be more committed to the commitment
practice and realise these sort of understanding.
thiuigs take time
A2 Local Health Service Manager
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Become core practice, really
Dedicated nurses out there

Embedded in the
organisational culture
Resource allocation
Team building

A3 Program Manager

Health services start doing there Embedded in work
own auditing, done in health
ethic
centres
Picked up by management

Embedded in work
ethic

External visitors to keep you
encouraged with results

External facilitation

A driver like myself
keeping staff enthusiastic
towards it supporting them
Involving them ('team) in
decision-making.
Culturally appropriate

Motivators team
building

Depends on the staff as to the
success

Personal qualities

Leave blame agenda behind
Work together leave private
agendas behind ('teamworh)

Team building

Embedded in the organisational
culture

Embedded in the
organisational culture

Needs to be part of a planning
process, not just measuring a
planning process

Organisational
planning

Positions

Resources

Sharing information on a
continuous basis

Information

A4 Local Health Service Manager

AS Local Health Service Manager

Locali sed

A6 Local Health Service Manager

A7 Line Manager

A8 Program Manager

A9 Local Health Service Manager

All Program Manager
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Business p/all

Organisational

planning

Push from above

Motivators team

building

Q How can ABCD be adapted for local

Notes from transcript

Code

conditions?
A3 Program Manager
Training

of staff

Training leadership

being leadership driven

A5 Local Health Service Manager
A presentable format for
data to go to the

Support roni

community

the organisation

Adaptable relevant
partnerships

Organi sati onal

support

A6 Local Health Service Manager
Local staff rotating through

Adaptable relevant

processes
Training

Training

A7 Line Manager
Looking at the tools and
adapting them for local

Adaptable

relevant

conditions

Getting local people involved
in the data collect/oil

Localised tailored

A b/lily for services to make
local adaptations

Adaptable
Localised tailored

Project personnel being
adaptable to change

Personal attributes

A8 Program Manager

Q Key factors necessary for success?
A8 Program manager
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relevant

Readiness to change

Readiness to change

Still maintain research rigour

Quality research
rigour

Positions

Resources

A 9 Local Health Service Manager

Q

What are some of the major

Notes from transcript

Code

Staffperception that they
don 't have time

Perceptions
differing attitudes

Change in attitude where
staff get overwhelmed by
acute problems

Perceptions
differing attitudes

CQI/ABCD still seen as
something on the side I think
they (local) see it as
something they might have
to do because management
want them to do it. I don 't
think they see it as a too/for
them to measure what they
are doing and whether it's
achieving anything

Perceptions
differing attitudes

Time resources

Resources

Staff turnover
Training of staff
Acute is. chronic
Part of the business plan

Perceptions
differing attitudes
Training resources

difficulties to over come?

A3 Program Manager

A4 Local Health Service

Manager

A5 Local Health Service Manager
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APPENDIX 3- CONSENT FORM

hr

nzes school of health research
Statement of consent
I agree to participate in this research project Factors that Influence Research Uptake: A
Case Study of ABCD (please circle one):
> participant-observation
a taped interview
As proposed, and I understand that:
My identity will not be disclosed in any publication.
• All information collected for this project will be kept in a secure and lockable cabinet
for at least 5 years.
• If I am interviewed, I will be sent a copy of the interview transcript when it is
available. I then have one month to approve or partially approve the transcript for use,
after which time it will be assumed the transcript is approved for use.
•

A treatise will be written at the completion of the project.

•

The research findings of the project may be presented at conferences, seminars and in
academic journals.

• I can say 'no' to participating, and I may withdraw from the project at any time.
I have read the above information. I have asked questions and have received answers. I
consent to participate in the study.
Signed:

....................................

Printed Name. ...............................

Witnessed ... ...........................
Printed Name. .........................

Date:
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APPENDIX 4

do

hr

This information sheet is yours to keep.
Factors that Influence Research Uptake: A Case Study of ABCD
You are invited to be in a research study about the factors that influence research uptake of
chronic disease management, in particular the use of continuous quality improvement
processes. You were selected as a possible participant because you hold a position related
to chronic disease management in Indigenous health either in direct service provision or at
the Departmental level. I ask that you read this form and ask any questions you may have
before agreeing to be in the study.
This study is being conducted by Michelle Dowden an MPH student at MSHR, Institute of
Advanced Studies, and Charles Darwin University.
In this project, I am trying to understand what features and factors account for the success
of the Audit and Best Practice for Chronic Disease Project (ABCD), in particular, the
uptake of research findings into service delivery.
I want to learn about your experiences of the ABCD project and what features and factors
you think have contributed to the success of this project and what are the barriers to
success. This includes your views, perceptions, and attitudes.
What is the ABCD project? The ABCD project is a three year continuous improvement
participatory action research project that aims to improve chronic disease management.
There is a direct link from research to practice. The data collection tools and lessons from
ABCD are planned for incorporation into service delivery at the Department of Health and
Community Services.
The methods of ABCD, encompasses; data collection, feedback and goal setting. These
are the main processes that provide clinical findings to support service delivery areas to
consider strategies and approaches to improving chronic disease management and service
delivery.
Why was ABCD chosen as the case study for this research?
The ABCD project is chosen as the case study for a number of reasons. It is innovative in
putting research into practice using a continuous quality improvement process; it focuses
on the important area of chronic disease; it has been in operation for three years and
therefore allows consideration of factors over time; it takes a systems approach to tackling
chronic disease (spanning research, policy, and service delivery) and aims to
institutionalise a change of practice..
Voluntary Nature of the Study
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Participation in this study is voluntary. Your decision whether or not to participate will not
affect your current or future relations with MSI-IR and the Institute of Advanced Studies,
Charles Darwin University.
If you decide to participate, you are free to not answer any question or withdraw at
any time with out affecting those relationships.
If you agree to be involved, our conversation will be taped so that so I don't miss anything
you say and so I can go back and listen to it again. The content of this tape and all
information about you are strictly confidential.
Nobody will be able to tell that you took part in this study from any of the project reports.
I am happy to answer any questions about the research at any time. My phone
number at work is 89 228852 if you want to talk to an independent person or have
any complaints about this research please contact: Secretary Human Research Ethics
Committee of the NT Department of Health and Community Services and Menzies
School of Health Research.
PH: 89 227922.
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APPENDIX S INTERVIEW GUIDE
-

Factors that Influence Research Uptake: A Case Study of ABCD
Four broad headings will provide a framework for semi structures interviews
System readiness i.e. what systems are in place the health system to support the uptake of
research
Adopters i.e. who are the people in the system who will drive the uptake of the research.
Assimilation i.e. how will uptake of research be incorporated into the core business
Implementation
The following guide will be followed for all interviews
What do you think are the features of the success of ABCD?
What have been the problems or challenges?
What is your perception of commitment by leaders to support CQI/ABCD processes?
What do you think is the rationale for their commitment?
How have key players been identified and influenced?
Do you think you influenced anyone who? Position How?
What is your understanding of CQI processes?
What is your commitment to CQI processes?
How have you seen CQI/ABCD integrated into the ongoing business of the organisation?
What conditions do you think need to be in place for CQI /ABCD to be incorporated into
the ongoing business of the organisation?
Probes
What is your understanding of CQI feedback and facilitation and readiness of the system?
What is the departments/health services commitment to resources for CQI processes? How
and what resources have been identified?
How can ABCD be adapted for local conditions? What are the key factors necessary to
secure success? What are some of the major difficulties to overcome?
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