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Chapter 8 
A knowledge creation study

From research to evidence-informed decision making: a 
systematic approach
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Abstract 
Background
Knowledge creation forms an integral part of the knowledge-to-action framework 
aimed at bridging the gap between research and evidence-informed decision making. 
Although principles of science communication, data visualisation and user-centred 
design largely impact the effectiveness of communication, their role in knowledge 
creation is still limited. Hence, this article aims to provide researchers a systematic 
approach on how knowledge creation can be put into practice.

Methods
A systematic two-phased approach towards knowledge creation was formulated 
and executed. First, during a preparation phase the purpose and audience of the 
knowledge were defined. Subsequently, a developmental phase facilitated how the 
content is ‘said’ (language) and communicated (channel). This developmental phase 
proceeded via two pathways: a translational cycle and design cycle, during which 
core translational and design components were incorporated. The entire approach 
was demonstrated by a case study.

Results 
The case study demonstrated how the phases in this systematic approach can be 
operationalised. It furthermore illustrated how created knowledge can be delivered.

Conclusion 
The proposed approach offers researchers a systematic, practical and easy-to-
implement tool to facilitate effective knowledge creation towards decision-makers 
in healthcare. Through the integration of core components of knowledge creation 
evidence-informed decision making will ultimately be optimized.
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Background 

Building upon a knowledge translation framework
Knowledge translation (KT) aims to fill the evidential gap between knowledge and 
practice; a process that is considered by the World Health Organization (WHO) 
to be one of the most important public health challenges of this century (1). The 
knowledge gap has often been referred to as the knowledge-to-action (KtA) gap. This 
term implies a broader application of knowledge, involving decision-makers, health 
practitioners, patients and the public. 

Using this broader definition of KT, Graham et al. developed a knowledge-to-action 
(KtA) framework that conceptualizes the process of KT (2). This framework, comprises 
two distinct but related components. The ‘Action Cycle’ represents the activities 
that are needed to apply evidence-based knowledge to practice. This includes 
tailoring interventions to the local context and identifying and evaluating barriers 
and facilitators to implementation. The ‘Knowledge Creation funnel’, on the other 
hand, refers to the simultaneous process of the generation of the tools and key 
messages that aid in the Action Cycle. These are created by distilling and tailoring 
core messages from research knowledge to the needs of the knowledge user. In its 
broadest definition, knowledge users include, policy-makers, health practitioners 
and the general public. This article will focus on KT to decision-makers (In this article 
decision-makers include managerial decision-makers (e.g., managers in hospital, 
community organisations and private business) as well as policy decision-makers at 
the national, provincial, district and local levels (7) as they are in the best position 
to influence health decisions and benefit public health through evidence-informed 
decision making.

Even though the action process and the knowledge creation process must form part 
of any KT model, it remains ambiguous how these processes should be executed. 
Large inconsistencies can especially be identified in the knowledge creation process 
due to a lacking systematic approach on how to put the process into practice (3). 
This article strives to provide a systematic approach on how the knowledge creation 
process can be put into practice. More specifically it focuses on what, based on 
the literature, are the core components of the knowledge creation process that 
every researcher engaging with KT should consider. The use of a case-study will 
demonstrate how the systematic approach can be used by researchers to effectively 
establish evidence-informed decision making. 

With the focus shifting from knowledge dissemination to KT, the role of reciprocity 
between decision-makers and researchers in facilitating evidence-informed decision 
making has become widely acknowledged (4). Whereas the traditional and more 
linear model – ‘the science push model’- underlines the supply of evidence to inform 
evidence-informed decision making, the interaction model reflects the need of 
reciprocity and partnership building. The latter, suggests that the more sustained 
the interaction between researchers and policy-makers is, the larger the impact 
of evidence-informed decision making becomes (5-9). This interactive KT model is 
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however, a complex, time-consuming step that is hampered by political instability, 
high turn-over of policy-making staff (6) and perceived cultural differences between 
researchers and policy-makers (10, 11). Consequently, the traditional, linear approach 
remains the most common used approach. 

Pitfalls in knowledge creation
Despite the less complex nature of the traditional science push model, in practice, 
researchers and policy-makers rarely speak the same language. Evidence provided 
to decision-makers is generally considered to be too complex, too detailed, too 
technical or lacking in timeliness (6, 12, 13). Aside from these substantive elements, 
inattentiveness to design and structure of a research report can also trouble the 
communication from researchers to decision-makers (14). 

Tailored communication: a conceptual framework 
In order to avoid these pitfalls, it is paramount to tailor knowledge to the level 
of understanding, needs and demands of the target audience. Guided by Lavis’ 
extension of Lasswell’s communication model effective communication depends 
on tailoring what is being said (content), how it is being said (language), how it is 
communicated (channel) to whom (audience) and with what purpose (intended 
effect) (7,15). Although the ‘who’, the ‘what’ and the ‘to whom’ are often taken into 
consideration, the ‘how’ is often overlooked in communication to decision-makers 
(7, 16). Strikingly, it is precisely this ‘how’ aspect of the communication process that 
might be crucial in influencing evidence-informed decision making. Drawn from the 
literature on the field of science communication, visual communication and user-
centred design, we formulated a number of core components approaching this ‘how’ 
aspect (see Figure 1). These components can be divided in translational components 
and design components, determining how the content is said, or how the content is 
communicated, respectively. 
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Figure 1. Conceptual framework adopted from Lasswell’s communication model and its 
extension by Lavis et al. Each step in the sequence represents further interpretations 
of the framework when communicating evidence- based research (content) to decision-
makers (audience) with the purpose to influence evidence-informed decision making. Core 
components on knowledge creation provide elaborate interpretation of how the content is said 
and communicated.

Proefschrift geheel final.indb   255Proefschrift geheel final.indb   255 28-11-2023   12:40:4928-11-2023   12:40:49



256

8

Chapter 8

Core components on how the content is said 
The first core component, the translational component, entails that content should 
be target-audience appropriate and packaged in a mode of communication that is 
familiar to the target audience. Information should be concise and understandable, 
adapted in terms of length and complexity of grammar (6, 14). In addition, messages 
that are meant to prompt action should be expressed as an actionable message. 
This can be established by integrating concepts of applicability (i.e. feasibility of an 
intervention), and transferability (i.e. likelihood that the intervention will equally 
benefit health in this specific setting)(17). 

Knowledge should moreover be represented in a form that facilitates understanding 
(18). Representation forms include common used textual statements, compelling 
narratives (storytelling) or the visualisation of data into graphs or infographics. 
Visualisation of data is an effective means of representing complex ideas of information 
in a format that is quickly understood (18-20). Storytelling, an increasingly used tool in 
public health communication (21, 22), provides context to the situation by anchoring 
a problem in the real world (14, 23). The power of storytelling lies therefore, beside 
the transfer of explicit knowledge, in the transfer of tacit knowledge. 

Core components on how the content is communicated 
Apart from the choice on language and representation one should tailor how content 
is being communicated to the target audience. Simply communicating information 
in a form and language tailored to the needs and demands of decision-makers does 
not sufficiently influence evidence-informed decision making (24, 25). The majority 
of research evidence is consumed by decision-makers via a written channel (12, 13). 
Therefore, elements of design, including navigation, organisation (25, 26), design 
aesthetics (27), and semiotics should also be taken into account (14, 28). 

This means that navigation between information should be intuitive and 
information should be presented in an orderly way (28). Online repositories 
such as the ‘HealthCOMpass’ (29) and ‘Science for Environment Policy’ (30) are 
generally effective in transferring knowledge by presenting information in separate 
self-contained ‘chunks’ of information, enabling decision-makers to access the 
information in the order they choose. Furthermore, it is important to create and 
incorporate design aesthetics. An appealing exterior can be accomplished through 
the use of complementing colours, a polished house style, simple typography and 
the appropriate use of visual aids (31, 32). Ultimately, visual aids can become more 
meaningful via the utilisation of semiotics. Semiotics refers to the interpretation of 
a visual into the meaning that goes with it. Pictograms can be ideal to communicate 
a subject as they derive their meaning from an iconic relation with what they refer 
to and are understood universally (33, 34). 

This article takes one approach in how researchers can communicate knowledge to 
decision-makers with the purpose of influencing evidence-based decision making. 
It should be noted that this article does not attempt to cover all aspects of KT to 
decision-makers. Rather, takes a starting point in how to create knowledge (tools and 
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key messages) in such a way that it fits the needs and demands of decision-makers. 
In the following section, using a case study we provide an approach on how core 
components of knowledge creation can be integrated in an easy-to-implement tool. 

Method

A case study
The knowledge gap is apparent in all areas of public health. However, it may be 
even more evident in low- and middle- income countries (LMICs) (35-37). LMICs are 
generally characterized by suboptimal primary care standards, general poor health 
and significant challenges in implementing clinically and cost-effective interventions 
(35, 36, 38, 39). There is a growing recognition of the need to improve the translation 
of evidence into practice in these LMICs and to adapt evidence-based interventions 
proven to be effective in developed settings to the local context (35, 40, 41). The 
FRESH AIR study, aimed at addressing the need to prevent, diagnose and treat 
non-communicable lung diseases (NCLDs) in LMICs is considered an ideal case 
study. Exploring barriers and facilitators to the implementation of evidence-based 
interventions in low-resources settings and tailoring them to the context are key 
elements to reach the FRESH AIR aim. Due to this implementation design, KT and 
creation were included as an integral part of the FRESH AIR study. The protocol has 
been published elsewhere (42). This case study elucidates one of the methods FRESH 
AIR is using to create knowledge tailored to decision-makers. 

A systematic approach to knowledge creation 
The approach to knowledge creation was guided by Lasswell’s adapted communica-
tion model and consisted of two phases: a preparation and a developmental phase. 
Both are schematically depicted in Figure 2. Creating a knowledge platform requires 
the developer to think and approach the subject matter from multiple angles, making 
use of scientific and analytical knowledge as well as editorial reasoning. Due to the 
complexity of this iterative process, one should therefore keep in mind that Figure 2 
is a simplification of the developmental process. 

Preparation and developmental phase 
During the preparation phase the purpose of the knowledge platform was defined 
through the formulation of the main objectives. A main audience was defined to 
specify the ‘to whom’ aspect. Both the objective and the audience were decisive in 
‘what’ was to be communicated. Subsequently, the ‘what’ led to the development of a 
framework of the knowledge platform, comprising all topics the knowledge platform 
should address. 

The second phase, the developmental phase, provides an approach towards the 
“how” aspect of the communication model. The approach to “how it is said” and 
“how it is communicated” were guided by two separate pathways, respectively 
the translational cycle and the design cycle. The translational cycle involves the 
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translation of scientific data and information into tailored content. Whereas, the 
design cycle is the incorporation of core components on navigation, organisation, 
design aesthetics and semiotics. For conceptual and illustrative purposes, we made 
a clear distinction between the approaches. In practice however, the two approaches 
are complex and intertwined with each other. 

Translational cycle
During the translational cycle research findings (non-translated knowledge) generated 
during the FRESH AIR project were passed through a number of consecutive steps. 
Through the integration of the translational core components this resulted in 
the generation of content tailored to decision-makers (translated knowledge). As 
individual studies rarely provide sufficient evidence for decision making, evidence 
was also synthesized from other sources (43). 

Evidence acquired per topic (Step 1) was synthesized and critically appraised (Step 
2). Critical appraisal, defined as the examination of research evidence on the level 
of evidence and relevance, is an important step within the translational process 
(44). Critical appraisal was performed using a flow-chart like tool. The flow-chart 
integrated multiple appraisal tools on grey literature with the Scottish Intercollegiate 
Guidelines Network (SIGN) grading system on scientific evidence to create a tool that 
can be applied to all types of evidence (45, 46). The level of evidence and relevance 
was categorized into five categories. Scientific evidence that was based on meta-
analysis, rigorous systematic reviews or RCT with very low risk of bias according to 
the SIGN grading system (Grade A), was extracted (Step 3). In the case of disputable 
evidence (Grade E or D) due to either a high risk of bias, low level of evidence or 
evidence-based on non-analytical studies such as expert opinion or a case report, 
an annotation was added. 

Based on the extracted data key message were formulated (Step 4) and data was 
aggregated into explorative or explanatory overview charts, infographics, visuals, 
textual statements or narratives (Step 5). Before incorporation into the knowledge 
platform the product was run through a set of criteria to determine whether all 
core translational components were sufficiently integrated (see checklist in Figure 
2). When the translated knowledge product scored insufficiently, it re-entered the 
translational cycle.

Design cycle 
Parallel to the translational cycle the communication channel was designed. Core 
components on navigation, organisation, design aesthetics and semiotics were 
integrated into so called ‘proof of concepts’ (trial products) which were subsequently 
tested on the experience of the user (user-experience analysis). ‘Proof of concepts’ 
allow for iterative amendments during several moments of evaluation, thereby 
warranting feasibility and sustainability early on (47, 48).
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Figure 2. Methodological approach towards knowledge creation Integrating Laswell’s adapted 
communication model with Graham’s knowledge-to-action framework. Separate phases provide 
a step-by-step approach towards knowledge creation

Proefschrift geheel final.indb   259Proefschrift geheel final.indb   259 28-11-2023   12:40:5028-11-2023   12:40:50



260

8

Chapter 8

Results 

Study deliverables 
The following section presents how the systematic knowledge creation approach was 
put into practice within the FRESH AIR project. 

Preparation phase 
In the FRESH AIR knowledge dissemination strategy several objectives of the 
knowledge platform have been formulated. The first objective is to inform decision-
makers and other stakeholders about the prevalence of NCLD diseases, risk factors 
and present feasible context-specific solutions. The second objective is to share 
materials that assist in the implementation of these context-specific solutions. Since 
purpose and audience determine the knowledge that is to be communicated, two 
separate channels were created, each serving one of the above mentioned objectives. 
A public website serves the first objective whereas a linked knowledge base serves 
the second. A knowledge base offers access to a large range of documents, including 
scientific publications, translated policy briefs, protocols and educational materials. 
Since the knowledge base complements the website as a source of information the 
following section will focus on the development of the public website.

Developmental phase 
The translational- and design cycle served as a template to develop the public website. 
Figure 3 depicts an example of how the translational cycle was operationalised. After 
retrieval of evidence (Step 1) and critical appraisal of evidence (Step 2), relevant 
data was extracted (Step 3). This was then used to formulate key messages and 
create visualisations (Steps 4 and 5). Correct interpretation of the visualisations was 
supported by adding a simplification of the key messages (Step 5). 

Figure 4 illustrates a concept of the home-page of the FRESH AIR public website, 
demonstrating the integration of the core components of knowledge creation. As the 
development of the website is an on-going project and has not yet been delivered, 
intermediate results are presented and complemented by future ideas.
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Figure 3. From evidence to visual representation of data in five steps. A case study example 
providing interpretation of the different steps of the translational cycle.

Future plans 
Novel knowledge is continuously generated during the FRESH AIR project. Hence, 
core components of knowledge creation will be integrated in several additional ways. 
Information will be presented in various forms. Global prevalence of disease will be 
expressed in a bubble chart. Bubble charts are explorative rather than explanatory, 
allowing comparison between settings and different measures. 

Furthermore, storytelling will be used to trigger action or share knowledge by 
presenting successful implementation stories. Excessive detail will be avoided to 
permit the reader to be able to imagine a comparable solution within their own 
situation. Composite stories will be created from interview narratives derived from 
the qualitative FRESH AIR data.

Warranting sustainability and outreach
Elements regarding sustainability, outreach and dissemination will furthermore 
be taken into account. Sustainability will be warranted by basing the website on 
a WordPress platform. This free content-management software does not require 
programming skills and allows for content management independent of a web 
designer. Outreach to a non-academic audience, including decision-makers, will be 
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maximized through the integration of several social media channels and hyperlinks 
to leading health institutions. 

Figure 4. Core components of knowledge creation integrated into the home page of the website 
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Discussion
In this article we presented a systematic approach towards knowledge creation- the 
tailoring of research knowledge to decision-makers to facilitate evidence-informed 
decision making. We elaborated on the knowledge creation cycle, an integral part 
of the KtA framework by Graham et al (49). Guided by Lasswell’s widely known 
communication model, we formulated an approach that incorporates how content 
should be communicated–an overlooked but essential component. The approach 
integrates two core components: 1) the translation of knowledge towards the audience 
and 2) the design of knowledge created. Through a case study we demonstrated how 
these two core components can be put into practice. 

This systematic approach is, to our knowledge, the first to provide a practical 
approach to knowledge creation. A systematic approach to knowledge creation was 
urgently needed for two reasons. Firstly, the vast amount of literature covering the 
question on how to communicate scientific evidence to a target audience, indicates a 
lack of an overall effective approach (31, 50, 51). Secondly, the European Commission 
increasingly emphasizes to include strategies on knowledge dissemination to a non-
academic audience in project proposals (52). Consequently, researchers are expected 
to engage in knowledge creation; a skill that they have generally not been trained in. 

Whereas decision-makers have been equipped with multiple tools to assist in using 
research evidence for evidence-informed decision making (53, 54), researchers have 
hardly been provided with any. The SUPPORT tool, developed for decision-makers 
and researchers presents a variety of activities on KT, but does not provide a practical 
approach on how these activities can be operationalized (16, 55). Our approach 
complements herein, as it provides researchers engaging in knowledge creation with 
a simple, easy-to-implement tool that does not require advanced training. 

As previously noted, this article only covers a small portion of the broad and complex 
process KT entails. While we have proposed a strategy to warrant that researcher 
and policy makers ‘speak the same language’, our approach should not be considered 
a stand-alone solution, but one embedded within the KtA cycle. As suggested by 
Graham et al., knowledge has to go through a number of phases before it can shape 
practice. These phases include adaptation to the local context, assessing barriers to 
implementation and monitoring knowledge use (49, 56). Furthermore, researchers 
should build capacity for implementation by formulating, implementing and 
evaluating capacity building plans. 

Even though our approach was developed towards communicating research evidence 
to decision-makers, it may be widely applicable as the approach integrates essential 
and universal components of science communication, data visualization and user-
centered design. Regardless of the specific audience, the questions concerning “how 
something is said” and “how it is communicated” should always be given full attention 
in the process of communicating research-evidence.
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Conclusion
To conclude, this approach offers researchers a tool to facilitate effective knowledge 
creation towards decision-makers in healthcare. The tool complements existing 
approaches; it is systematic, practical and designed to be easily implemented by 
researchers engaging in KT. However, it should not be considered a stand-alone 
communication tool, but rather a tool within the communication process of KT. 
Nonetheless, through the integration of core components on knowledge creation 
an approach has been established that may be widely applicable to similar projects, 
ultimately optimizing evidence-informed decision making. 

Funding 
This work was funded by a research grant from the European Union’s Horizon 2020 
research and innovation programme under Grant agreement no. 680997, TRIAL ID 
NTR5759. 

Conflicts of interest
The authors declare no conflict of interest. All authors have contributed to writing 
and revision of the article. 

Proefschrift geheel final.indb   264Proefschrift geheel final.indb   264 28-11-2023   12:40:5128-11-2023   12:40:51



265

A knowledge creation study

8

References
1.	 Bridging the ‘Know-Do’ Gap. Meeting on Knowledge Translation in Global Health. 10–12 

October 2005, World Health Organization, Geneva, Switzerland; 2006.

2.	 Graham I, Logan J, Harrison M et al. Lost in knowledge translation: time for a map? J 
Contin Educ Health Prof 2006;26: 13–24.

3.	 Field B, Booth A, Ilott I et al. Using the Knowledge to Action Framework in practice: a 
citation analysis and systematic review. Implement Sci 2014;9:172.

4.	 Brownson RC, Jones E. Bridging the gap: translating research into policy and practice. Prev 
Med 2009;49:313–5.

5.	 Landry R, Amara N, Lamari M. Utilization of social science research knowledge in Canada. 
Res Policy 2001;30:333–49.

6.	 Innvaer S, Vist G, Trommald M et al. Health policy-makers’ perceptions of their use of 
evidence: a systematic review. J Health Serv Res Policy 2002;7:239–44.

7.	 Lavis JN, Robertson D, Woodside JM et al. How can research organizations more effectively 
transfer research knowledge to decision makers? Milbank Q 2003;81:221–48, 171-2.

8.	 Choi BC, Pang T, Lin V et al. Can scientists and policy makers work together? J Epidemiol 
Community Health 2005;59:632–7.

9.	 Golden-Biddle K, Reay T, Petz S et al. Toward a communicative perspective of collaborating 
in research: the case of the researcher- decision-maker partnership. J Health Serv Res 
Policy 2003;8(Suppl 2): 20–5.

10.	 Cherney A, Head B, Boreham P et al. Perspectives of academic social scientists on 
knowledge transfer and research collaborations: a cross-sectional survey of Australian 
academics. Evid Policy 2012;8: 433–53.

11.	 Cvitanovic C, McDonald J, Hobday AJ. From science to action: principles for undertaking 
environmental research that enables knowledge exchange and evidence-based decision-
making. J Environ Manage 2016;183:864–74.

12.	 Shanley P, López C. Out of the loop: why research rarely reaches policy makers and the 
public and what can be done. Biotropica 2009; 41:535–44.

13.	 Sorian R, Baugh T. Power of information: closing the gap between research and policy.

14.	 Stamatakis KA, McBride TD, Brownson RC. Communicating prevention messages to policy 
makers: the role of stories in promoting physical activity. J Phys Act Health 2010;7(Suppl 1): 
S99–107.

15.	 Lasswell HD. The structure and function of communication in society. In: Bryson L (ed). 
The Communication of Ideas. New York: Harper, 1948:37–51.

16.	 Grimshaw JM, Eccles MP, Lavis JN et al. Knowledge translation of research findings. 
Implement Sci 2012;7:50.

17.	 17.	 Armstrong R, Waters E, Dobbins M et al. Knowledge translation strategies to improve 
the use of evidence in public health decision making in local government: intervention 
design and implementation plan. Implement Sci 2013;8:121.

18.	 Kirk A. Data Visualisation: A Handbook for Data Driven Design, 1st edn. London: Sage 
Publications, 2016.

19.	 Polman JL, Gebre EH. Towards critical appraisal of infographics as scientific inscriptions. J 
Res Sci Teach 2015;52:868–93.

Proefschrift geheel final.indb   265Proefschrift geheel final.indb   265 28-11-2023   12:40:5128-11-2023   12:40:51



266

8

Chapter 8

20.	 DiSessa AA, Sherin BL. Meta-representation: an introduction. J Math Behavior 
2000;19:385–98.

21.	 Zwald M, Jernigan J, Payne G et al. Developing stories from the field to highlight policy, 
systems, and environmental approaches in obesity prevention. Prev Chronic Dis 
2013;10:120141.

22.	 Slater MD, Rouner D. Value-affirmative and value-protective pro- cessing of alcohol 
education messages that include statistical evidence or anecdotes. Commun Res 
1996;23:210–35.

23.	 Denning S. Chapter 1: Telling the Right Story. The Leader’s Guide to Storytelling: Mastering 
the Art and Discipline of Business Narrative, 2nd edn. San-Francisco: Wiley, 2005.

24.	 Dobbins M, Hanna SE, Ciliska D et al. A randomized controlled trial evaluating the impact 
of knowledge translation and exchange strategies. Implement Sci 2009;4:61.

25.	 Coleman R, Lieber P, Mendelson AL et al. Public life and the internet: if you build a better 
website, will citizens become engaged? New Media Soc 2008;10:179–201.

26.	 Shackel B. Usability—context, framework, definition, design and evaluation. Interact 
Comput 2009;21:339–46.

27.	 Pandir M, Knight J. Homepage aesthetics: the search for preference factors and the 
challenges of subjectivity. Interact Comput 2006;18: 1351–70.

28.	 Pavlas D, Lum H, Salas E. The influence of aesthetic and usability web design elements on 
viewing patterns and user response: an eye- tracking study. Proc Hum Factors Ergon Soc 
Annu Meet 2010;54: 1244–8.

29.	 Collaborative HCC. HealthCOMpass: From the Health Communication Capacity 
Collaborative. [cited 2017 15-05-2017]. http://www. thehealthcompass.org/.

30.	 Commission E. Science for Environment Policy. [updated 04-05- 2017; cited 2017 15-05-
2017]. http://ec.europa.eu/environment/ integration/research/newsalert/index_en.htm.

31.	 Schneider F, van Osch L, de Vries H. Identifying factors for optimal development of health-
related websites: a delphi study among experts and potential future users. J Med Internet 
Res 2012;14(1):e18.

32.	 Ludden GD, van Rompay TJ, Kelders SM, van Gemert-Pijnen JE. How to increase reach and 
adherence of web-based interventions: a design research viewpoint. J Med Internet Res 
2015;17:e172.

33.	 Gaines E. Media Literacy and Semiotics. Palgrave: Macmillan, US, 2010 10-03-2017]. http://
www.rasaneh.org/Images/News/AtachFile/18- 7-1391/FILE634853701396680000.pdf.

34.	 van den Broek J, Koetsenruijter W, de Jong J et al. Chapter 5 Semiotics: The Meaning of 
What We See. Visual Language: Perspectives for Both Makers and Users, 1st edn. The 
Hague, The Netherlands: Eleven International Publishing, 2012:71–4.

35.	 Siddiqi K, Newell JN. Putting evidence into practice in low-resource settings. Bull World 
Health Organ 2005;83:882.

36.	 Haines A, Kuruvilla S, Borchert M. Bridging the implementation gap between knowledge 
and action for health. Bull World Health Organ 2004;82:724–31; discussion 32.

37.	 Berwick DM. Disseminating innovations in health care. J Am Med Assoc 2003;289:1969–75.

38.	 Tomoaia-Cotisel A, Scammon DL, Waitzman NJ et al. Context matters: the experience of 
14 research teams in systematically reporting contextual factors important for practice 
change. Ann Fam Med 2013;11(Suppl 1):S115–23.

Proefschrift geheel final.indb   266Proefschrift geheel final.indb   266 28-11-2023   12:40:5128-11-2023   12:40:51



267

A knowledge creation study

8

39.	 VanDevanter N, Kumar P, Nguyen N et al. Application of the Consolidated Framework for 
Implementation Research to assess factors that may influence implementation of tobacco 
use treatment guidelines in the Viet Nam public health care delivery system. Implement 
Sci 2017;12:27.

40.	 Siron S, Dagenais C, Ridde V. What research tells us about knowledge transfer strategies 
to improve public health in low-income countries: a scoping review. Int J Public Health 
2015;60:849–63.

41.	 Pinnock H, Barwick M, Carpenter CR et al. Standards for Reporting Implementation Studies 
(StaRI) statement. Br Med J 2017;356:i6795.

42.	 Cragg L, Williams S, Chavannes NH. FRESH AIR: an implementa- tion research project 
funded through Horizon 2020 exploring the prevention, diagnosis and treatment 
of chronic respiratory diseases in low-resource settings. NPJ Prim Care Respir Med 
2016;26:16035.

43.	 Grimshaw JM, Eccles MP, Lavis JN et al. Knowledge translation of research findings. 
Implement Sci 2012;7:50.

44.	 Burls A. What is Critical Appraisal? London: Hayward Medical Communications, 2009.

45.	 Harbour R, Miller J. A new system for grading recommendations in evidence based 
guidelines. Br Med J 2001;323:334–6.

46.	 Tyndall J. How low can you go? Toward a hierarchy of grey literature. Alice Springs, 
Australia, 2008.

47.	 Abras C, Maloney-Krichmar D, Preece J. User-Centered Design. Berkshire Encyclopedia 
of Human-Computer Interaction: When Science Fiction Becomes Science Fact. Thousand 
Oaks: Sage Publications, 2005:763–8.

48.	 IDEO. Field Guide to Human-Centered Design. 2015. IDEO.org (20 April 2017, date last 
accessed).

49.	 Graham ID, Logan J, Harrison MB et al. Lost in knowledge translation: time for a map? J 
Contin Educ Health Prof 2006;26:13–24.

50.	 Castro-Sanchez E, Spanoudakis E, Holmes AH. Readability of ebola information on 
websites of Public Health Agencies, United States, United Kingdom, Canada, Australia, and 
Europe. Emerg Infect Dis 2015;21:1217–9.

51.	 Stout PA, Villegas J, Kim H. Enhancing learning through use of interactive tools on health-
related websites. Health Educ Res 2001;16:721–33.

52.	 Sutton C. Sharing Knowledge: EC-funded Projects on Scientific Information in the Digital 
Age—Conclusions of a Strategic Workshop. In: Innovation GfRa-D (ed). Luxembourg: 
Publications Office of the European Union, 2011.

53.	 Lavis JN. Research, public policymaking, and knowledge-translation processes: Canadian 
efforts to build bridges. J Contin Educ Health Prof 2006;26:37–45.

54.	 Lomas J. The in-between world of knowledge brokering. Br Med J 2007;334:129–32.

55.	 Lavis JN, Oxman AD, Lewin S et al. SUPPORT Tools for evidence-informed health 
Policymaking (STP). Introduction. Health Res Policy Syst 2009;7:I1.

56.	 Grol R, Grimshaw J. From best evidence to best practice: effective implementation of 
change in patients’ care. Lancet 2003;362: 1225–30.

Proefschrift geheel final.indb   267Proefschrift geheel final.indb   267 28-11-2023   12:40:5128-11-2023   12:40:51




