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Finishing this book in the Year of the Nurse and Midwife (2020) and it being released in the  
Year of Health and Care workers, we dedicate this book to the many nurses, other healthcare 
providers, and patients who have invited us in to facilitate and study implementation. They 
provided us with world class living implementation laboratories. We owe them so much for 
providing the opportunity to study implementation processes in the real world and to develop 
models and frameworks to facilitate evidence-informed practice. They provided us with 
opportunities to acquire hands-on experience and tacit implementation knowledge which 
ultimately allowed us to cultivate and hone our implementation craft and science.

and to

Marjorie and Fern
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Foreword

A quick Internet search will show you that many books have been written about evidence-
based practice, so why should you be interested in this book? There are several good answers 
to this question, read on.

The proliferation of products that collate and synthesize evidence to offer best practice 
recommendations has increased exponentially over the last two decades. Yet there is often 
a disconnect between what is recommended and what happens in practice. Why? It is 
partly because evidence does not get moved, intact, from one place to another. It cannot. 
Research is rarely the only piece of the evidence jigsaw that practitioners draw on in their 
practice, and there needs to be a good fit between evidence and context for it to have a 
chance of making a difference. There are many factors at play, which need to be considered 
and negotiated, and this is rarely straightforward. Therefore, if evidence is to get trans-
formed to inform practice, this requires purposeful action. This is why you should pick up 
this book.

The authors of this book have brought together research, theory and their accumulated 
expertise and wisdom from decades of practice-based knowledge translation work to pro-
vide a map and compass to help those in roles that facilitate evidence-informed care navi-
gate the way. As a “Roadmap to Evidence-Informed Practice” this book provides a 
comprehensive and systematic approach, drawing on practical examples, offering tips and 
tools, and reflecting on lessons learnt. As such, it provides a resource for the implementer 
to focus on solutions rather than get overwhelmed by the challenges.

The book is organized around the Roadmap Framework that Drs Graham and Harrison 
have developed from their extensive research and practice in the field. The framework 
includes three overarching phases: issue identification and clarification, build solutions, 
and field test, and implement, evaluate, sustain, which provides a logical and systematic 
way of walking the reader through activities required at each stage. A focus on research 
and evaluation activities at each stage also supports capacity and capability building for 
professional practice and research awareness. The content is grounded in nursing practice 
examples, which translates theory and research into concrete implementation actions. It is 
a book that you can dip in and out of, or read sequentially. The result is an invaluable and 
accessible “how to” of implementation.

Another notable feature of this book is the thread of collaboration and partnership that 
runs through it. Translating evidence to inform practice is not an individual practitioner or 
provider effort. The relationship between knowing and doing is bounded within the health 

xvii
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and care systems people work in. Social and interactional aspects of knowledge translation 
have been receiving increasing attention. The idea that there are two homogenous com-
munities where one produces knowledge and the other uses it, is rightly, becoming outdated. 
Therefore, it is refreshing to see how the authors weave in a focus on collaboration and part-
nership working as a pathway to best practice implementation through co-producing knowl-
edge and practice.

As leaders in the field, these authors have created a roadmap that is authoritative, com-
prehensive, and useful. What they have managed to achieve is a rare balance of theory and 
research combined with the practical. This book should be a “go to” for those implement-
ing evidence-informed nursing and healthcare practice.

Jo Rycroft-Malone, RN, BSc(Hons), MSc, PhD, 
Professor of Health Research
Dean, Faculty of Health & Medicine, Lancaster University, UK
Director, National Institute for Health Research Health Services & Delivery Research 
Programme

As I read through this new book by Margaret Harrison and Ian Graham entitled “Knowledge 
Translation in Nursing and Healthcare: A Roadmap to Evidence-Informed Practice,” I 
reflected on my years of clinical practice as well as some major implementation projects in 
healthcare that I have been involved in over the years.

I completed my Doctorate in Nursing (with a focus on Knowledge Translation (KT) and 
Shared Decision Making) following many years of clinical experience in tertiary neonatal 
intensive care. During my career I have had the privilege of working as a clinician at the 
point of care, as an educator and consultant to support practice change, and as a KT Specialist 
and researcher to develop and evaluate different strategies to improve uptake of best practice.

One of the major initiatives I was involved in was a collaboration between a provincial 
data registry group, a research team of implementation science and clinical experts, and 
healthcare organizations providing maternal newborn services in Ontario. The aim of 
the project was to develop and implement an electronic audit and feedback system across 
the province, and then evaluate the effect on clinical practice for selected performance 
indicators. The results of this project were very promising with evidence of improved 
rates for four of six performance indicators of perinatal care over 30 months post imple-
mentation. A number of barriers and enablers were identified, and we learned many 
lessons from this project both with respect to the design of effective audit and feedback, 
and about contextual and individual factors that enabled or blocked change. For exam-
ple, leadership support for effective change was critical, as were professional attitudes to 
the change and staff motivation, trust in the data and credibility of the evidence, the 
availability of essential resources, and collaborative inter-professional relationships.

Reading this new book by two internationally recognized experts in the field of imple-
mentation of change in healthcare, I appreciate the successes and failures of our project 
even more now. Evidence-based guidelines or data signaling an evidence-practice gap do 
not automatically trigger practice change, even if the evidence is sound and the data are 
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trustworthy. In my years of clinical practice prior to this initiative I have witnessed qual-
ity improvement initiatives where limited strategies were used to support practice 
change (e.g. staff education or the development and communication of a new policy or 
procedure). Inevitably, this was insufficient to address the full scope of barriers that 
existed and as a result implementation was incomplete and practice improvement, if 
any, was limited – wasting time, effort, resources, and money. Successful practice change 
in healthcare requires a multi-level, multi-pronged approach informed by current 
evidence and tailored to address the existing barriers to change within the specific con-
text of care.

This new book provides a comprehensive roadmap to guide you through the planning 
process for successful implementation of sustained practice change in your organization. 
This is an extremely interesting, well written resource that is a pleasure to read. It is a rich 
source of information based on the authors’ years of experience in the field and informed 
by a wide range of theories and scientific evidence. This book also demonstrates the com-
plexity of the change process, what it takes to successfully implement new practices and 
the commitment of time and resources required to carry out each phase. It is full of real-
life examples, tools, tips, references, and a step-by-step approach to help guide you along 
your journey. This book is a tremendous resource for nurses as well as other healthcare 
professionals. I wholeheartedly recommend that you read this book and take advantage of 
the wealth of knowledge contained within to help guide your implementation pro-
jects. Enjoy!

Sandra Dunn RN PhD
KT Specialist, BORN Ontario
Adjunct Professor, University of Ottawa, School of Nursing
Senior Research Associate, Ottawa Hospital Research Institute

Praise for Knowledge Translation in Nursing and Healthcare

Changing behavior using theory and evidence can be a daunting challenge – Drs. Harrison 
and Graham have risen to this challenge by providing us with a thoughtful and pragmatic 
“Roadmap” to guide our implementation activities from planning to sustainability. These 
authors have integrated the science and practice of implementation into a user-friendly 
“Roadmap” to optimize our success as implementers on the clinical frontline.

Dr. Sharon E. Straus, HBSc, MSc, MD, FRCP (C)
Professor, Dept. of Medicine, University of Toronto
Physician-in-Chief, St. Michael’s Hospital
Director, KT Program, St. Michael’s Hospital

“This is exactly what I’ve been looking for, something practical to use to teach KT and evi-
dence implementation.”
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Professor Jed Duff RN PhD FACORN,  
Professor and Chair of Nursing, Metro North Hospital and Health Service and Queensland 
University of Technology
Royal Brisbane & Women’s Hospital, Nursing & Midwifery Research Centre, Herston, 
Queensland 4029

As a healthcare leader with many years of experience in the practice environment and 
within accreditation, this book offers you a way for moving best practice into the healthcare 
environment, that is relevant and in touch with your reality. With a focus on improved 
outcomes for both care recipients and the providers, the approach outlined in this guide is 
easy to follow and simplifies the pathway to enabling implementation of best practice.

In the complex world within which healthcare is provided, these authors demonstrate 
their deep understanding of your reality and provide you with this valuable guide. Enjoy 
the journey guided by The Roadmap!

Wendy Nicklin RN, BN, MSc(A), CHE, FACHE FISQ,ua, UCD.D
Former Vice President of Clinical Services, Chief Nurse Executive, The Ottawa Hospital, subsequently  
President and CEO of Accreditation Canada, President (Board Chair) of International Society for 
Quality in Health Care (ISQUA)

Drs. Harrison and Graham are global leaders in knowledge translation and implementa-
tion science. Their book provides a practical and science-based approach to move evidence 
from the page to the hands of the knowledge user where it makes a difference.

Lisa Hopp PhD RN FAAN
Dean and Professor
Director, Indiana Center for Evidence Based Nursing Practice
Purdue University Northwest, Hammond IN

This book is full of outstanding practical advice, based on solid research and real world 
experiences, on how to best overcome barriers in the implementation of evidence-based 
care. It should be a staple resource for enhancing the quality and safety of healthcare.

Bernadette Mazurek Melnyk, PhD, APRN-CNP, FAANP, FNAP, FAAN
Vice President for Health Promotion, University Chief Wellness Officer
Dean and Professor, College of Nursing
Executive Director, the Helene Fuld Health Trust National Institute for Evidence-based 
Practice in Nursing and Healthcare
The Ohio State University and safety of healthcare.



Glossary Terms (Alphabetical): Related 
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Adapt:  to modify or make suitable for one’s purpose.
Adherence:  following the evidence (e.g. guideline) recommendations.
Adopt:  to take up, follow or use.
Barriers Assessment:  a process for identifying barriers and drivers to a specific a 

practice or behavior.
Best Practices:  maintaining or improving effective and efficient care based on best 

available evidence.
Call-to-Action:  the point when a practice issue emerges as a problem to be dealt with, 

when quality or risk data indicate it as a problem, or new evidence emerges that should 
change practice.

Capacity Building:  a process that builds on local existing skills and knowledge, 
fostering a sense of ownership and empowerment.

Conceptual knowledge use:  using knowledge to change the way users think about 
issues including changes in understanding, attitude, or intentions.

Continuity of care approach:  a coordinated and integrated process of care, creating 
linkages across settings, between providers, with recipients of health care that 
facilitates the transition of care from sector, institution, agency, or individual to another 
over time.

Critical appraisal:  the process of carefully and systematically assessing the outcome of 
research (evidence) to judge its trustworthiness, value, and relevance in a particular 
context.

Customization:  the action of modifying a best practice recommendation to optimize its 
fit with a particular context.

Delphi consensus method:  a method used to facilitate a group coming to consensus on 
something.

Dissemination:  identifying the appropriate receivers and users of knowledge (the 
audience) and tailoring the message and medium to the audience.

Environmental scan:  process that systematically surveys and interprets relevant 
information and data to identify barriers and drivers, assist in planning, and evaluating 
an implementation.

Evidence-based Nursing:  integration of the best evidence available, nursing expertise, 
and the values and preferences of the individuals, families, and communities who are 
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served. https://www.sigmanursing.org/why-sigma/about-sigma/position-statements-
and-resource-papers/evidence-based-nursing-position-statement

Evidence-Informed Practice (EIP):  in addition to best available evidence, EIP involves 
the integration of practice skills, expertise, and experience as well as context 
knowledge, (local environment and evidence about the population), information on the 
resources available, patient preferences, as well as assessing local skills and expertise.

Evidence-practice gap:  the gap between current practice and best practice. Also known 
as the know-do gap.

Expenditure review:  understanding the costs associated with the current and the new 
practice.

Experimental study design:  participants are allocated to the different groups in an 
experiment. Experimental study designs include randomized control trials, cluster 
randomized control trials, and stepped-wedge cluster randomized trials.

Facilitation:  to make something possible or easier. With evidence implementation, 
facilitation can be internal, external, or partnered and carried out either by an 
individual or a group.

Facilitator:  person or group specifically assigned to facilitate the evidence-informed 
practice.

Fidelity:  the degree of accuracy with which something is implemented.
Field test:  field tests are undertaken to: (i) determine whether the implementation 

strategies can be delivered with fidelity, (ii) collect preliminary data on whether the 
strategies are working as expected, and (iii) assess acceptance of (and satisfaction with) 
the strategies to the potential adopters of best practice and other stakeholders.

Formative evaluation:  evaluation undertaken for learning during the implementation 
process. Conducted to ensure that an implementation program/initiative is feasible, 
appropriate, and acceptable before it is fully implemented and to improve it before it is 
launched.

Guideline adaptation:  comprises identifying the practice topic; constituting the 
evaluation and adaptation group; searching, appraising, and adapting guideline(s) for 
local use; seeking feedback and peer review of the locally adapted guideline(s); and 
updating of the local guideline(s).

Hybrid study design:  with evidence implementation a study design that simultaneously 
permits determining the effectiveness of a best practice and the implementation 
strategies used.

Impact:  the outcomes resulting from adherence to best practice (e.g. health outcomes, 
provider outcomes, health system outcomes).

Impact evaluation:  used to determine impact of the implementation on health and 
other outcomes of interest.

Implementation:  efforts undertaken to activate evidence into practice, i.e. the practice 
of knowledge translation.

Implementation mapping:  a process for selecting implementation strategies to address 
implementation barriers to achieve implementation objectives.

Implementation science:  the study of the determinants of knowledge use and effective 
methods of promoting the uptake of knowledge including (but not limited to) 
evaluating implementation outcomes.

https://www.sigmanursing.org/why-sigma/about-sigma/position-statements-and-resource-papers/evidence-based-nursing-position-statement
https://www.sigmanursing.org/why-sigma/about-sigma/position-statements-and-resource-papers/evidence-based-nursing-position-statement
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Indicator:  a measure of something (e.g. knowledge use, process, performance, impact)
Instrumental knowledge use:  the concrete application of knowledge.
Integrated knowledge translation:  interaction between decision-makers and 

researchers that results in mutual learning through the process of co-planning, 
co-producing, disseminating, and applying existing or new research in decision-
making. It involves bidirectional communication, mutual learning, and co-creation of 
change by relevant stakeholders.

Intervention mapping:  is a process that guides the design of interventions and 
implementation strategies.

Knowledge, Attitude, Practice (KAP) survey:  a method to assess the barriers and 
drivers to implementation.

Knowledge synthesis:  the contextualization and integration of research findings of 
individual research studies within the larger body of knowledge on the topic. A 
synthesis must be reproducible and transparent in its methods, using quantitative and/
or qualitative methods. https://cihr-irsc.gc.ca/e/41382.html.

Knowledge translation:  a dynamic and iterative process that includes synthesis, 
dissemination, exchange and ethically-sound application of knowledge to improve 
health, provide more effective health services and products and strengthen the health 
care system. https://cihr-irsc.gc.ca/e/29418.html.

Knowledge use:  ways in which knowledge informs decision making. The three types of 
knowledge use are conceptual, instrumental and symbolic.

Knowledge user:  individuals, groups or organizations that use the results of research or 
best practices to make decisions or apply research or best practices.

Meta-analysis:  statistical analysis that combines the results of multiple scientific 
studies. https://en.wikipedia.org/wiki/Meta-analysis.

Nominal Group Technique (NGT):  a structured method for group brainstorming that 
encourages contributions from everyone and facilitates quick agreement on the relative 
importance of issues, problems, or solutions https://asq.org/quality-resources/
nominal-group-technique.

Observational study design:  observational studies are ones where researchers observe 
the effect of an intervention or implementation without trying to change who is or is 
not exposed to it. Observational study designs include cohort studies and case control 
studies.

Outcome/effectiveness evaluation:  evaluations designed to measure the effect (or 
effectiveness) of the implementation process by assessing the uptake or adherence to 
the prescribed best practice. This type of evaluation can fall under the category of 
summative evaluation.

Population profile study:  an enquiry where the population of interest is described in 
terms of socio-demographic, circumstance of living and other key factors.

Practice Audit:  a tool to assess care and outcomes from what is documented in the 
health care record and includes chart audit, audit-and-feedback etc. A way to discover 
what you are doing right and what might be improved.

Practice Guideline:  statements that include recommendations intended to optimize 
care that are informed by a systematic review of evidence and an assessment of the 
benefits and harms of alternative care options.

https://cihr-irsc.gc.ca/e/41382.html
https://cihr-irsc.gc.ca/e/29418.html
https://en.wikipedia.org/wiki/Meta-analysis
https://asq.org/quality-resources/nominal-group-technique
https://asq.org/quality-resources/nominal-group-technique
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Process/implementation evaluation:  determines whether interventions/best practices 
have been implemented as intended and resulted in certain outputs. It is also a means 
of understanding how complex interventions work in the field of implementation 
science.

Program Evaluation:  the systematic collection of information about the activities, 
characteristics, and outcomes of programs, for use by people to reduce uncertainties, 
improve effectiveness, and make decisions. https://www.atsdr.cdc.gov/
communityengagement/pce_program_evaluation.html#:~:text=Program% 
20evaluation%20can%20be%20defined,39).

Quality improvement:  In health care, it is the framework used to systematically 
improve the ways care is delivered to individuals. Processes have characteristics that 
can be measured, analyzed, improved, and controlled. https://www.ahrq.gov/ncepcr/
tools/pf-handbook/mod4.html.

Quasi experimental study design:  involves the manipulation of an independent 
variable without the random assignment of participants to conditions or orders of 
conditions. Among the important types are nonequivalent groups designs, pretest-
posttest, and interrupted time-series designs. https://opentextbc.ca/researchmethods/
chapter/quasi-experimental-research.

Reliability:  refers to the consistency of a measure-the extent to which a measure gives 
the same value each time it used on the same conditions with the same participants.

Sample:  this is a portion of a larger group for used to collect information for needs 
assessment and/or the evaluation.

Scalability:  the ability increase the size or amount of implementation.
Scope of practice:  is the range of healthcare tasks, decisions or activities of a qualified, 

licensed healthcare professional (e.g. doctor, nurse practitioner, nurse, pharmacist) 
allowed by law and the country/state/provincial/territorial licensing authority 
governing that profession. https://www.cmpa-acpm.ca/serve/docs/ela/
goodpracticesguide/pages/teams/Healthcare_teams/scopes_of_practice-e.html.

Social constructivist learning theory:  people are shaped by their experiences and 
interactions.

Spread:  the process of encouraging the use of a best practice by others or in different 
settings

Stakeholder analysis:  a process of identifying individuals or groups according to their 
levels of influence and support for change

Stakeholders:  anyone or group with an interest in or affected by the implementation of 
best practice. Knowledge users are an important type of stakeholder.

Standard:  defines the performance expectations of an organization.
Strategic alliance:  Agreement among individuals or groups to focus on a specific issue 

or concern, often in the context of initiating collective action.
Summative evaluation:  used for judging the worth or merit of what is being 

implemented after implementation has occurred. Outcome/effectiveness evaluations 
and impact evaluations are summative evaluations.

Sustainability:  the ongoing or continued use of best practice after the initial 
implementation.

Sustainability strategies:  strategies to promote the ongoing use of best practices.

https://www.atsdr.cdc.gov/communityengagement/pce_program_evaluation.html#:~:text=Program evaluation can be defined,39).
https://www.atsdr.cdc.gov/communityengagement/pce_program_evaluation.html#:~:text=Program evaluation can be defined,39).
https://www.atsdr.cdc.gov/communityengagement/pce_program_evaluation.html#:~:text=Program evaluation can be defined,39).
https://www.ahrq.gov/ncepcr/tools/pf-handbook/mod4.html
https://www.ahrq.gov/ncepcr/tools/pf-handbook/mod4.html
https://opentextbc.ca/researchmethods/chapter/quasi-experimental-research/
https://opentextbc.ca/researchmethods/chapter/quasi-experimental-research/
https://www.cmpa-acpm.ca/serve/docs/ela/goodpracticesguide/pages/teams/Healthcare_teams/scopes_of_practice-e.html
https://www.cmpa-acpm.ca/serve/docs/ela/goodpracticesguide/pages/teams/Healthcare_teams/scopes_of_practice-e.html
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Symbolic knowledge use:  the use of research/ knowledge as a political or persuasive 
tool. Using knowledge to persuade others.

Systematic review:  type of literature review that uses systematic methods to collect 
secondary data, critically appraise research studies, and synthesize findings 
qualitatively or quantitatively. https://en.wikipedia.org/wiki/Systematic_review

Taxonomy:  classification system.
Usability testing:  evaluating a best practice, implementation or sustainability strategy 

by testing it with representative users.
Utilization-focused evaluation:  A type of evaluation specifically designed to generate 

information that stakeholders can use in their decision-making about a program or 
implementation.

Validity:  refers to how accurately a method measures what it is intended to measure.

https://en.wikipedia.org/wiki/Systematic_review




Knowledge Translation in Nursing and Healthcare: A Roadmap to Evidence-informed Practice, First Edition. 
Margaret B. Harrison and Ian D. Graham. 
© 2021 John Wiley & Sons, Inc. Published 2021 by John Wiley & Sons, Inc.

1

1

Introduction

Using research evidence in day-to-day practice is a lofty and much touted goal found in 
mission statements of health care organizations and in nursing and other health 
professionals’ associations. Incidentally it began in Florence Nightingale’s time with her 
use of statistics to demonstrate mortality related to the context of care in hospital versus 
home deliveries for women (Nightingale  1871). Her many frustrations in trying to 
change  policy and practices based on documented evidence have been well studied 
(McDonald 2001). Those were different times and there were roadblocks related to being a 
woman, as well as the control of the medical powers of the era. Yet, the reality nearly 
a  century and a half later, is that the effective uptake of research in practice and policy 
continues to elude us. This is despite modern health care systems, large-scale investment 
in research including implementation science, development of international groups com-
mitted to synthesizing evidence, and in more recent decades, bodies dedicated to guideline 
development and translating evidence into practice recommendations.

Good quality evidence that is synthesized and then transformed into recommendations 
for practice provides the basis for evidence-informed practice (EIP). On the surface this 
seems like a simple enough task for practitioners and clinical managers to action, but why 
is it so difficult to do when the evidence that should be applied at the point-of-care is now 
widely available?

As nurses well know, the point-of-care environment is tremendously complex and 
dynamic with multiple internal and external influences. These complexities face the 
“simple” task of using evidence housed in a single evidence-informed recommendation, 
or even more complicated, a guideline consisting of multiple, sometimes dozens of 
recommendations. For example, consider the one recommendation commonly found in 
most guidelines, for a daily head-to-toe skin assessment for pressure injury prevention 
with complex patients. Factors at play include the patient’s condition, nurse’s time, team 
workload, ward environments, availability of a second set of hands for turning, other 
unscheduled admissions, more urgent duties related to attending to high-tech equipment, 
patient/family considerations, the nurse’s skill and knowledge of risk scales, as well as 
organizational documentation and referral procedures in the presence of unacceptable 
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risk. On the surface a straightforward task, yet in the field, away from the guideline expert 
table it involves a quagmire of challenges.

Our journey implementing evidence at the point-of-care in healthcare settings started in the 
midst of the “best” practices movement in the late 1990s to the early 2000s. Our implementa-
tion work brings together the theory and research of Knowledge Translation (KT) with our 
actual experience with initiatives across sectors encompassing community nursing and hospi-
tal practice and transitional issues. Much of this work addresses system aspects as well as 
point-of-care practice issues. We have learned how to activate good quality evidence efficiently 
and effectively. For nurses and others that we worked with, evidence was viewed as a “means 
to an end” in improving the quality and efficiency of care and patient health outcomes. For 
them, and for us, the beginning step was basing practice and health services reorganization on 
the best available external evidence while considering “local” evidence about the context 
where implementation was to occur. The journey often included research processes such as 
environmental scanning to understand the available resources (or lack thereof), or undertak-
ing a prevalence, incidence and population profile enquiry to determine the magnitude of the 
health issue (i.e. the evidence-practice gap) and determining patients’ characteristics and their 
preferences. For successful uptake, collecting data about the local context is absolutely essen-
tial in order to align the external best practice evidence with the local context and population(s).

At the time, knowledge tools such as high-quality guidelines or other evidence-informed 
protocols were becoming plentiful - the quest was to use them to guide day-to-day practice. 
Without fail, there was a sense that “we can do better” and maybe even be more efficient. 
Improvement in patient outcomes was foremost, but outcomes for practitioners themselves 
and the settings in which they practiced were also important. Thus, another underlying 
motivation was to improve professional practice and satisfaction with the care nurses 
delivered and accomplish it in the most cost-efficient manner. Believe it or not, this is 
possible as you will see in some of our examples.

The mantras of the day, “best practices,” “research-based practice,” “evidence-based prac-
tice” and “evidence-informed practice” were being integrated in quality portfolios and mis-
sion statements at the organizational level of hospitals and home nursing agencies, as well 
as at the team level across the continuum of care. It was during this time as researchers that 
we were actively involved with groups striving to meet this mandate and finding ourselves 
engaged in the day-to-day practice of settings. In this way we discovered how teams move 
forward with this mission, how they built strategic alliances, engaged decisions-makers, and 
understood the range and types of reorganization necessary to deliver evidence-informed 
care. At the time there was a lack of implementation tools for our practitioner colleagues to 
support the transformation. They typically found it exceedingly complex to successfully 
align and activate external evidence with their local context.

After being approached to help, we began developing frameworks and tools to bring 
structure to the evidence-to-practice process. We referred to it as the knowledge to action 
process (Graham et al. 2006), since it is almost always about more than research evidence. 
This is a point to ponder. The external evidence available from the research literature, 
syntheses, and knowledge tools such as guidelines, is a starting point. But much more goes 
into the process of implementing them that includes what we refer to as “local evidence.” 
This is about the population and context, the experiential knowledge, and ethical knowing 
about the context. All of these contribute to best practices and their implementation and 
must be taken into consideration for success.


