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SUMMARY
Objectives: Evidence that health interventions work is not enough to ensure implementation into policy and practice. The complexity of public 

health systems requires more diverse actions. This paper proposes a conceptual model to enhance understanding of interlinking factors that influ-
ence the evidence implementation process. 

Methods: A literature review was conducted to explore factors that influence the process of evidence implementation in complex public health 
systems, including research findings and observations from 32 case studies of injury prevention interventions underway in 24 countries and results 
from evidence research networks. Concepts and themes identified through a critical review were organised, ordered and interlinked to build the model.

Results: An Evidence Implementation Model for Public Health Systems and four concepts or themes: Evidence implementation target; Actors 
involved in implementation; Knowledge transfer; and Barriers and facilitators to evidence implementation were developed to provide a simplified, 
yet broad framework that highlights multiple factors and back and forth inter-linkages within and between the concepts that influence the uptake 
of evidence into public health systems policy and practice. 

Conclusions: Understanding the factors discussed within and amongst the four concepts of this model should ultimately help to positively 
influence the uptake of evidence into real world public health systems. This model has relevance for decision makers, researchers, knowledge 
brokers, and implementers. 
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INTRODUCTION

Implementation of what has been demonstrated to work in 
public health should improve the health and wellbeing of society 
(1−3). However, the existence of evidence-based public health 
strategies itself does not seem to be convincing or compelling 
enough to have decision makers put evidence into practice (4–7). 
The complexity of public health systems requires more diverse 
actions (7–12).  

In fact, several authors have reported barriers to achieving 
uptake of evidence within complex public health systems, includ-
ing both policy and practice (12−14). Others have indicated the 
need for research beyond identifying barriers and have suggested 
examination of broader concepts, such as setting targets, actors in-
volved in implementation, and knowledge transfer and translation 
that influence the processes of evidence implementation within 
public health systems as a whole (2, 8, 9, 14–17). The conceptual 
model described in this paper explores these broader factors and 
attempts to illustrate how they interlink and continually impact 

each other to influence the uptake of evidence into the develop-
ment, implementation and monitoring of public health policies 
and practice (10, 18, 19).

MATERIALS AND METHODS

A critical review was conducted. This type of review aims to 
identify the contribution of concepts to embody existing knowl-
edge or derive a new theory. A core characteristic of a critical 
review is conceptual innovation (20). We used this methodology 
to explore the four concepts of Evidence implementation target; 
Actors involved in implementation; Knowledge transfer; and 
Barriers and facilitators that influence the process of evidence 
implementation in complex public health systems. This allowed 
us to understand, enrich and model these four concepts. 

A key component of a critical review is to identify what is 
of value from the existing body of work (20). To identify recent 
relevant literature from both general and specific sources, we have 
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searched PubMed and Google Scholar for articles published in 
English since 2010. The search terms used are listed in Box 1 and 
were used as single terms. As Grant and Booth (20) also address 
the value of specified sources, we also searched the websites of 
four institutions known for generating, preparing and translating 
the evidence base for policy making: the Evidence Informed 
Policy Network (EVIPNet) (21), the Health Evidence Network 
(HEN) (22), McMaster Health Forum-Health Systems Evidence 
(23), and the National Institute for Health and Care Excellence 
(NICE) (24). These institutional websites served to provide valu-
able literature (20) and specified knowledge for the topic. Articles 
were selected if they described elements of one or more of the four 
concepts and the reference lists of those articles were reviewed for 
additional relevant articles without regard to publication date. In 
addition to published articles, research findings of the European 
Commission funded project “Tools to Address Childhood Trauma, 
Injury and Children’s Safety” (TACTICS) (25) were reviewed 
and relevant findings and the authors’ project experiences were 
taken into consideration. This included 32 case studies of injury 
prevention interventions underway in 24 countries. We included 
the results of this multinational qualitative study as it provided 
practical information on the application of the four concepts of 
interest.  

The selected articles and case studies were analysed with 
regard to the four concepts of interest. Relevant information, 
including connections between the four concepts was extracted, 
compared and ordered by concept. As recommended for the 
synthesis of extracted evidence in a critical review (20), we 
used these results to develop a model around the core concept of 
“evidence implementation.” For this, key information describing 
themes of the concepts was organised, ordered and interlinked 
to build the model. The results and the subsequent model were 
discussed between all authors in order to best conceptualise what 
is relevant and of value for evidence implementation in complex 
public health systems. 

Many of the terms encountered within the literature examining 
evidence implementation are used repeatedly, but with inconsist-
ent definitions (3, 13, 16). Therefore, brief working definitions 
were created by the authors to set a context for this work and are 
outlined below related to the circles of the model.

RESULTS

The Evidence Implementation Model for Public Health Sys-
tems (Fig. 1) was created to demonstrate the continuity and flow 
required for the implementation of evidence-based interventions 
in complex public health systems. The four concepts of the model: 
Evidence implementation target; Actors involved in implementa-
tion; Knowledge transfer; and Barriers and facilitators to evidence 
implementation are described below from inner to outer circle, 
including how they are interlinked. 

First Circle – Evidence Implementation Target
To be successful at any given task, one needs to begin with the 

end in mind (10, 19). What is it that one wants to achieve? As a 
result, at the centre of the model is the desired target to be achieved 
through evidence implementation. For the purpose of this paper, 

evidence implementation was defined as the act of implementing 
or putting a set of specific actions in place to achieve a desired 
evidence-based intervention.

This target could be defined with either a qualitative and/or 
quantitative target measure, for the uptake of an evidenced-based 
intervention into policy or practice or both (e.g. introducing and 
enforcing minimum drinking age limits or forcing a reduction of 
speed around schools, residential areas, play areas). 

Second Circle – Actors Involved in Evidence Imple-
mentation

The second circle of the model reflects the key actors involved 
in the evidence implementation process (17, 26). Rather than 
proceeding as a linear process, a back and forth interplay between 
all actors continually occurs, ideally resulting in clarity, agree-
ment and where necessary compromise. This indicates the need 
for on-going information exchange throughout the entire process, 
as well as emphasising the potential influence of both individual 
actors’ professional and personal values, beliefs and preferences 
on the process, and the evidence implementation target (3, 14, 
15). The actors (described below) form the circle immediately 
adjacent to the evidence implementation target to highlight the 
importance of early, sustained and collaborative engagement of 
all key stakeholders in the evidence implementation process (7, 
10, 13, 27).

Decision makers are those who decide on matters in public 
health systems and may be individuals, groups or organisations. 
Funders can often be part of the decision-making group directly, 
as may be the case for initiatives supported by governmental 
agencies (17). Funders may also have direct influence on those 
responsible for taking decisions, such as foundations that have 
set funding criteria (15, 19, 26, 28).

Researchers are those individuals or teams that systematically 
investigate a specific subject matter. The results of their research 
often serve as the basis for evidence-based interventions. Re-

Fig. 1. Evidence implementation model for public health sys-
tems.
Circle 1 Evidence implementation target
Circle 2 Actors involved in implementation
Circle 3 Knowledge transfer
Circle 4 Barriers and facilitators to evidence implementation
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searchers may need to provide different kinds of evidence infor-
mation for decision makers and implementers at various points 
in the implementation process (29, 30).

Knowledge brokers are a diverse set of individuals, groups 
or organisations that contribute to transitioning knowledge be-
tween researchers, decision makers and implementers, such as 
specialised applied research units, international governmental 
organisations, non-governmental organisations, media, think 
tanks, or consultancies. They help bridge the research to practice 
gap by sharing and translating knowledge, information, networks, 
tools, resources and capacity building means that contribute to 
the uptake of the evidence-based intervention (1, 13, 14, 31).

Implementers are those individuals and their respective 
organisations, as well as the public in general, that ultimately 
will be putting the evidence into practice in the real world. This 
includes addressing availability, accessibility and affordability of 
the intervention by the desired target audience (15).

Information moves back and forth between the actors, assisting 
them to gain further understanding, constantly adapt to change, 
solve problems, monitor results and consider further options and 
solutions to improve effectiveness and acceptability of delivery 
for the context, setting and target audience (11, 26).

Third Circle – Knowledge Transfer
The third circle of the model addresses knowledge transfer; 

that includes stages in a recursive process that has no set start or 
ending, but rather stages that are continually examined and ad-
dressed while moving back and forth between each of the stages: 
identifying and assessing the problem; gathering, analysing and 
synthesising evidence; using evidence; and assessing evidence 
uptake (27, 31–33).  

Identifying and assessing the problem: to define a problem 
and determine the needed actions to achieve identified priorities.

Gathering, analysing and synthesising evidence: to systemati-
cally undertake investigation to attain best available and prefer-
ably local information to support decision-making processes 
and then to combine and summarise gathered evidence into an 
accessible and condensed format.

Using evidence: to translate, disseminate and apply evidence. 
Translate evidence: transfer and adapt the key facts and concepts 
of the synthesised research evidence and integrate these strategi-
cally into targeted tools, resources, and processes for each of the 
identified target audiences. Disseminate evidence: to distribute 
evidence and its translated versions in the form of tools, resources, 
and processes that maximise the target audiences’ exposure to the 
results, key messages, outputs and outcomes, and supports their 
uptake. Apply evidence: the stage of taking up the stated evidence, 
adapting, integrating and sustaining its basis into the real world 
setting with the support of the target audience appropriate tools, 
resources and processes.

Assessing evidence uptake: the interpretation and evaluation of 
the level of uptake of the evidence-based intervention into policy 
or practice to determine a range of lessons learned and benefits 
that have or have not been achieved (e.g., increased knowledge, 
positive behaviour change, health improvement, cost reductions, 
sustainability).

The knowledge transfer process is adjacent to the actor’s circle 
in this model to highlight the strong relationships of the different 

actors to various stages of this process. Not only is it important to 
involve all the stakeholders early in the knowledge transfer proc-
ess to enhance the opportunity for evidence implementation, but 
maintenance of that involvement throughout the process increases 
the likelihood of success (1, 28). For example, continued engage-
ment of researchers to support the accurate translation of research 
evidence during the formation of targeted tools and their communi-
cation, dissemination and application is an important action beyond 
peer reviewed publication (29, 31). Active engagement of all actors 
in all stages of knowledge transfer should broaden the knowledge, 
understanding, values and perspectives of the key actors regarding 
the evidence-based intervention; support the management of barri-
ers in the process that could derail the intended policy or practice; 
and guide collective work to enhance facilitators to support the 
uptake of the evidence-based intervention, described in the next 
circle of the model (10). Double headed arrows are used between 
the stages to represent the constant interchange, revisiting and 
linking that occur throughout knowledge transfer.

Fourth Circle – Barriers and Facilitators to Evidence 
Implementation

The outermost circle of the model is a diverse set of factors 
that at any point in the knowledge transfer process can influence 
the success of evidence implementation. These include leadership, 
management and collaboration, funding, capacity, data, visibility 
of the issue being addressed, the evidence-based intervention itself 
and the context setting. Each of these eight factors, identified 
through a systematic analysis of 32 case studies from 24 countries 
examining evidence uptake, implementation and monitoring of 
interventions to prevent child injury, can present potential barriers 
to the process, yet if effectively managed, can facilitate success 
(25). For example, the actions of a competent leader can bring to-
gether diverse stakeholders towards a common vision and targets, 
while the absence of leadership can leave policies and practice 
with no direction or momentum (29, 31). Sound management and 
collaboration, including ensuring the right partners with clearly 
delineated roles and responsibilities, will support implementation 
(34). On the other hand, a lack of communication and or collabo-
ration can bring implementation to a grinding halt (13). Without 
adequate funding to implement an intervention, the challenges 
to successfully reach the implementation target become daunting 
(34). Lack of funding creates a never-ending treadmill to find 
financial resources, which consumes time and human resources 
needed for technical aspects of policy and practice work (30). 
Having sufficient work force with the right capacities is also 
required to effectively move through the knowledge transfer 
process (35). Capacity deficiencies create gaps in needed skill 
sets and trigger further barriers (2). Data are also essential for 
planning, implementing and monitoring (30). Without adequate, 
accurate data, there will be little opportunity to demonstrate the 
effectiveness of the evidence being implemented and make the 
case for further investment. In addition, some level of visibility 
of the issue and the evidence-based intervention selected as the 
“best solution” is required to raise further awareness, garner sup-
port and stimulate a call to action (1, 30, 36).

 It is also important to recognise that the evidence-based in-
tervention itself can be a facilitator or barrier (18). It is essential 
that the fit between the intervention and context and setting into 
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which it will be introduced has been examined, re-examined and 
found to be appropriate, i.e. the intervention is acceptable and 
adaptable to the context and setting (33). 

DISCUSSION 

What Is Already Known on This Topic?
Improving public health outcomes through successful uptake 

of evidence-based interventions is not a simple or quick task (1, 
2, 9, 10, 15). This is in large part because public health systems 
are complex (4, 5, 8, 12). There are many barriers and interde-
pendencies involved that are embedded in the system as a whole, 
as noted in reviews of implementation frameworks and models 
(16, 32). Addressing the complexity of such systems requires an 
understanding of the system dynamics including the many ac-
tors, factors and stages influencing the entire system (4, 11, 15). 

What Does This Study Add?
This model provides a broad, integrated and practical approach 

to begin to understand the complexity of such systems as they 
relate to evidence implementation by examining the interrelation-
ship of four conceptual circles representing key aspects of im-
plementation identified in the scientific literature. While initially 
developed using case studies from child injury, the model has since 
been used by the lead author within World Health Organization 
projects (37, 38). This model has differences over other existing 
implementation frameworks and knowledge transfer models by 
not only demonstrating the theoretical complexities of knowledge 
translation (9), but also provides some practical guidance. This 
includes more focus on a practical approach to operationalise 
and work with the interplay between the factors influencing 
implementation, such as setting agreed upon targets, early and 
sustained engagement of diverse actors and addressing context 
specific barriers and facilitators identified within this model (5, 
8, 10, 16, 27, 32, 33). 

Regarding the role of actors in evidence implementation, 
Greenhalgh et al.’s model (17) and Damschroder et al.’s frame-
work (13) note the importance that individuals, in addition to 
organisations, can play in implementation processes. However, 
they do not directly include individual actors in their models 

or acknowledge the key role that their experience and biases 
can contribute to the public health system as a whole. Several 
frameworks and models authors have noted the importance of 
researchers and decision makers working together to enhance 
the uptake of evidence (14, 39). However, it must be emphasised 
that within the field of public health, an even broader set of ac-
tors need to be regularly engaged to increase the likelihood of 
success (6, 8, 25, 37, 38). Therefore, this model also includes 
knowledge brokers and implementers, whose role is to fill in-
formation gaps/facilitate communication between researchers 
and policy makers, support informed decisions and implement 
practical actions (28, 33). 

The eight key barriers/facilitators included in the model were 
both identified through an analysis of 32 case studies of active 
interventions conducted by some of the authors (25), as well as 
verified in the literature (14, 17, 30, 35). The breadth of barriers/
facilitators, that can influence the uptake of evidence at any point 
during knowledge transfer, have not been specifically identified 
within a number of other implementation and knowledge transfer 
frameworks and models (9, 10, 16, 19, 27, 32, 33). The barriers/
facilitators inclusion is to encourage the proactive identifica-
tion and resolution of barriers and maximisation of facilitators 
throughout the process as practical guidance and essential actions 
in real world settings (9, 25, 37, 38). The barriers/facilitators are 
not necessarily independent of one another – i.e. there is interplay 
and co-dependencies also between them (37, 38). For example, 
funding and resources will relate to and be dependent on the 
intervention itself, as well as the context and setting into which 
it is to be implemented.  

Actors’ values, beliefs and preferences can directly influ-
ence evidence implementation, highlighting the critical need to 
purposively target tools and resources, their dissemination and 
application to the appropriate audiences at key times within the 
implementation process (5, 8, 37, 38). This is particularly true, 
where for example decision makers need and prefer brief, plain 
and common language policy support tools that include specific 
evidence for the relevant stage of the policy cycle (e.g., risk and 
impact assessments or start up, versus sustainability costs) (1, 14, 
25, 28–31). While policy support tools, such as policy briefs may 
be based on systematic reviews or other peer reviewed publica-
tions, putting them in a concise, engaging and relevant format, 
with competent facts and values, specific to the target audience, 
greatly increases their utility (36, 39).

Limitations of This Study
Some limitations must be kept in mind when viewing this 

model. Presently the Evidence Implementation Model for Pub-
lic Health Systems is at the conceptual stage. First, the authors 
compiled many of the definitions used within the four concepts, 
as one definitive resource defining all relevant concepts has not 
been acknowledged at this time. Further, while the model is 
based in part on an analysis of 32 case studies of interventions in 
24 countries and builds on empirical findings through a critical 
review of the literature, the model has had limited application. 
The model has found its first applications and use (37, 38), yet 
requires further testing and validation in practice. Finally, the 
critical review was limited to English language documents and 
thus some bias may have been introduced.

Box 1: Search terms

Search words were used as single terms and included the 
following: 

evidence-based, facilitators, barriers, implementation, knowl-
edge transfer, knowledge translation, implementation strategies, 
evidence implementation, research communication, public under-
standing of science, evidence research impact, communications 
theory, implementation models, policy models, complex adaptive 
systems, evidence implementation in public health systems, policy 
theory, systems thinking, complexity theory, critical theory, theory 
of change, complex adaptive systems theory, public health policy, 
policy-making and health policy.
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CONCLUSIONS

Evidence-based public health interventions exist, but in many 
cases their uptake, implementation and monitoring need to be 
enhanced in order to achieve greater health benefits for all. This 
Evidence Implementation Model for Public Health Systems 
provides a broad, integrated and practical framework to help deci-
sion makers, researchers, knowledge brokers and implementers 
identify opportunities to strengthen needed action. This model 
builds on previous models by identifying additional concepts that 
need consideration and providing more specific practical guidance 
through the identification of the key factors where action is needed 
to enhance implementation. A question the model raises is how 
do we attain a better understanding of the influence of key actors’ 
values, beliefs and preferences on the various stages of the process 
in order to successfully support their needs and thereby increase 
evidence implementation and improve public health systems for 
both policy and practice. The model has implications for research, 
policy and practice that emphasises: the importance of setting 
measurable evidence implementation targets to focus action; the 
need for early, sustained collaboration of researchers, decision 
makers, knowledge brokers and implementers; the importance to 
engage all actors in all stages of knowledge transfer to increase 
shared aim and reduce barriers; that context specific barriers can 
continually effect evidence implementation, yet if adequately ad-
dressed can become facilitators; and that a broad, yet simplified 
framework supports real world evidence implementation.   
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