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Introduction

A significant gap exists between the latest
research evidence and what is occurring in
clinical practice in the field of youth mental
health. Over a long period, many have
expressed aspirations towards bridging
the research-practice gap and highlighted
the importance of doing so." Yet, efforts
to take ‘what works' from research

and apply it in clinical practice often

end up facing numerous barriers.

This clinical practice point offers

a knowledge translation framework

for youth mental health. It will guide you
through the different steps of the process
and offer supportive advice for challenges
that may be encountered in translating
research evidence into clinical practice.

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

Why is knowledge translation needed?

The field of youth mental health is undergoing a period
a rapid and significant change.* Growth in research has
led to new theories, approaches, and treatment models.
There are examples of critical approaches towards
successfully translating research into practice, but

a number of challenges have also been identified.®

Use the best evidence to provide the greatest
opportunity for young people to have optimal health

in their transition to adulthood.

Clinicians often feel overwhelmed by the task of
translating knowledge generated from research into their
services,® despite their eagerness to implement best
practices.” Managers and clinicians can feel ill-equipped
and unsure how to proceed when challenges arise.
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I'm too busy
to find the evidence

There's too much research
and it's contradictory

Help! What do | do?

Comments by clinicians and managers
that reflect the challenge of knowledge translation

The framework described in this clinical practice point
provides practical support to address these concerns.
It also aims to support services and managers and
clinicians to use research-based knowledge to develop
and improve practice.



Key features of knowledge translation

Knowledge translation is the practice of
incorporating research-based information into
clinical practice.® This process is multi-faceted,
and over 100 different terms have been used
to describe different aspects of knowledge
translation.® The Canadian Institutes of Health
Research™ offered an influential definition

of knowledge translation that underscores

a number of features, including that it is:

* An ongoing or iterative process.

* A process that involves collating
and synthesising evidence.

* Not just about taking information in,
but also associated with the dissemination
or exchange of information.

* Aimed at converting insights from research
into effective real-world practices.

* Fundamentally linked with ethical practice.

A knowledge translation framework for youth mental health

What is a knowledge
translation framework?

The following knowledge translation framework aims
to assist clinicians and services who work with young
people experiencing mental ill-health in applying best
practices in their unique setting. This framework can
be described as a process model," in that it provides
professionals with stages or phases to work through.
The benefit of a process model is that it offers

a step-by-step model of knowledge translation that
can be readily implemented in real-world settings.

The framework has three stages
1. theissue

2. theevidence

3. the context

The reasons for using the framework can include:

* achieving better outcomes and lives for young people.
* understanding where to build skills to improve services
* using existing resources most effectively

* attracting funding for evidence-based practices

STAGE QUESTIONS TO ASK GUIDE TO ANSWERS AND ACTION

Which young people do |/our service see?

THE
ISSUE
What would be a positive outcome?
What evidence is relevant here?
THE
EVIDENCE

How do I/we evaluate
or appraise the evidence?

Demographics, diagnosis, presentation,
developmental stage

Defined by the clinician & young person
Approach to measuring outcomes
Types and levels of evidence
Interventions that have been evaluated
Assess evidence of efficacy & safety

None

Evidence-informed practice Evidence-based practice

Better outcomes for young people with mental ill-health




The 3 steps of knowledge translation

1. Define the issue

The process of knowledge translation begins with
attention to young people, who are the focal point
of support efforts. This is consistent with broader
principles of patient-centred care. It is important

to spend sufficient time clearly thinking about and

characterising the young people who are being served in
your particular setting. This can include factors such as:

* Age

* Developmental stage

* Cultural background

* Linguistic background

* Family context

* Presentation

* Mental health diagnosis
» Stage of illness

* Geographical setting

The process of specifying or characterising assists
in ensuring that the evidence being applied will
ultimately be relevant to the young people who are
receiving support. It is also important to recognise
the diversity in your cohort or service to understand
their needs. This process can also help guide
appropriate adaptations of best practices to specific
contexts (see 3. Tailor to the context).

TP If you are unsure about which young
people you are seeking to support,

consult with existing datasets,
relevant stakeholders, or young people to
clarify this point.

In the ‘define the issue'
stage, clearly specify
what outcome would be
considered a positive one.

Defining successful outcomes

An increased focus on quality improvement has
led to an emphasis on the importance of routine
outcome measurement, which involves capturing
indicators of client progress across multiple time
points in order to evaluate the effectiveness of
interventions.”? But what is a positive outcome
from mental health treatment?

In the ‘define the issue’ stage, clearly specify
what outcome(s) would be considered positive.
This can assist with:

= quality improvement and program evaluation

* providing feedback to clinicians that can
inform treatment plans and decisions

* providing a shared goal and aid communication
between clinicians and young people.

Ideally, both the definition of a positive
outcome, and moving from a definition to
specific measures of outcome, will incorporate
perspectives from young people, their families
(where appropriate) and clinicians, as well as
objective measures of outcomes. Each service
should select an approach that is applicable and
feasible in their context. Consider incorporating:

* Young People: client perspectives can assist
in defining what a positive outcome means.
Young people can also provide feedback in
the format of ratings on their experience of
care, level of engagement, and their progress
towards desired outcomes.”®

* Families: they play a key role in youth mental
health as carers, key stakeholders, and
advocates. They can often provide valuable
input on outcome measurement, complete
measures themselves, and assist young
people to complete measures.

* Clinicians: clinicians can be trained in terms
of completing more complex measures of
psychopathology and functioning and also
have experience in differentiating between
developmentally typical presentations and
more concerning behaviours.

* Objective measures: where possible it is
advised to incorporate objective measures
that may include behavioural or functional
outcomes, such as school or work attendance.
It can also be beneficial for services to
consider broader objective measures around
issues like employment and engagement with
education (e.g. ‘days out of role"), service use
(e.g. number of sessions attended or types
of clinicians consulted in an episode of care),
and mortality rates.



2. Assess the evidence

Youth mental health research continues to grow

at a rapid pace and it can be overwhelming for busy
clinicians or service managers to know where to start.
Let's work through a few points that you might use

in finding the relevant evidence. Orygen also has a

quick reference guide to evidence translation that offers
more detailed guidance for refining your question and
locating, appraising, synthesising, and applying evidence.

Where do | find evidence?

Primary research studies and reviews are generally
published in academic journals. One of the markers

of quality is that the journals are peer-reviewed, which
means that the work has been independently evaluated
for quality by academic peers. Here are some of the
places you can find evidence:

* PubMed is a high quality and broad database
of individual studies and academic research.
It offers flexible search tools and simple tutorials
to identify relevant research.

* The Cochrane Database of Systematic Reviews is a
high quality source of evidence summaries. It has the
benefit of being freely accessible in Australia, using
rigorous guidelines for assessing evidence and study
quality, and having structures in place to ensure that
review are regularly updated with the latest evidence.

* Google Scholar offers a user-friendly interface that
will be familiar to many users. Although it is easy
to use, it is important to note that it can integrate
non-peer-reviewed research, books, preprints and
conference presentations, and this may or may not
suit your purpose.

Levels of evidence - NHMRC

1

SYSTEMATIC
REVIEWS

2

RANDOMISED
CONTROLLED TRIALS

COHORT/CASE
CONTROL STUDIES

Australia’s National Health and Medical Research Council (NHMRC) has developed guidelines
on levels of evidence* These levels help you weigh up different types of evidence against others.

Level 1: Systematic reviews

of randomised controlled trials

These are articles that contain explicit rules for selecting
studies in a manner that reduces bias. These studies
often use a technique called meta-analysis where
findings are aggregated across multiple studies

in order to yield a more precise estimate of the
effect of an intervention and factors that influence
its effectiveness. This rigorous selection process
and aggregation of studies mean that systematic
reviews are considered the highest level of evidence.

Level 2: Randomised controlled trials

These are studies where young people are randomly
allocated to either receive treatment, or at least one
other condition, which might be another treatment or
a control group. This ‘experimental’ design allows for

comparisons of outcomes between the groups,

and the random allocation increases confidence that
any observed differences in outcomes are associated
with the treatment itself, and not other factors related
to a bias in the sample or treatment groups.

Level 3: Cohort or case control studies

Cohort studies follow populations across time,
whereas case control studies compare individuals
with and without a certain condition.

Level 4: Case series

Series of individual cases that are described.

These are considered to be of value, but are considered
a lower level of evidence as they can be based on

a single individual or a small group, and findings
therefore may not generalise well to other contexts.


https://www.orygen.org.au/Education-Training/Resources-Training/Resources/Free/Fact-Sheets
https://www.ncbi.nlm.nih.gov/pubmed/
http://www.nlm.nih.gov/bsd/disted/pubmed.html
http://www.thecochranelibrary.com/
https://scholar.google.com.au/

When finding and evaluating your evidence,
other factors to consider include:

Where can | turn for help with this process?

Orygen's knowledge translation webinar takes

* Quantity of studies: All things being equal, evidence you through how to find evidence that's relevant

is more compelling if it comes from multiple studies
across independent research groups, rather than
single studies or only one specific research group.

Quality of studies: Higher quality studies are of
greater value as evidence than lower quality studies.
There are established protocols for assessing the
quality of the design of studies in particular settings.
Additionally, there has been growing recognition of
the importance of pre-registering both research trials
and systematic reviews so that the analysis is based
on pre-specified criteria and not adapted after the
study results are known.

Size of effect: One simple point is that larger
intervention effects are more persuasive than small
effects. There is also a difference between statistical
significance and clinical significance. Statistical
significance relates to differences that can be
detected using statistical analysis, whereas clinically
significant change is about whether an intervention
makes a meaningful difference in a person’s life.

Qualitative evidence: This relies on language based
descriptions rather than numerical data and statistics.
Qualitative research can be particularly useful in
advancing knowledge of new or emerging issues -
that warrant more detailed or in-depth consideration
than quantitative studies might allow - and for better
understanding the experiences and needs of clients.'®”

to your specific practice. There are also some
resources specifically developed for youth mental
health clinicians and services:

* Orygen's Evidence Finder Tool allows you to
search for evidence based on presenting problem,
stage of illness, intervention, and publication type.

* Orygen Evidence Summaries and Research Bulletins.

* headspace has offers a number of resources on the
latest research and evidence on youth mental health.

Evidence is more compelling
if it comes from multiple
studies across independent
research groups rather than
single studies or only one
specific research group.

Evidence-based practice or evidence-informed practice?

There are different ways to apply knowledge from
research in clinical practice depending on the
quality and relevance of the evidence. Here are the
two main ways for doing this.

Evidence-based practice (EBP)

When the research evidence is:

* of high quality

» of sufficient quantity

* has been investigated in the relevant population

* demonstrating that there are practices that work.

This provides a strong rationale for implementing
evidence-based practice, that is, applying the
best evidence from research in your setting.

This approach isn't simple ‘following the recipe’

- it can also involve integrating clinical expertise,
client preferences, and clinical circumstances.®

Evidence-informed practice (EIP)

But how do you proceed when there isn't clear
evidence from research that can guide practice?
For example, what if the diagnostic group you are

working with lacks an empirical research base, or
there are features of your client population’s age,
cultural background, or context that have not been
sufficiently addressed in research?

In this case, the knowledge translation task is about
adapting the available evidence to your context.

An evidence-informed practice approach aims to
ensure that services are based on three key pillars:

* Research evidence: Although there may not
be randomised controlled trials of treatments
relevant to your setting, are there principles
from other research or services that you can
apply in your setting?

* Practitioner experience and judgement:
Practitioners with experience working in your
context can bring their collective wisdom to bear
in designing appropriate services, and adapting
research insights to your particular setting.

* Youth and family preferences: Young people and

families are recipients of mental health services,
but are also key allies in shaping the services.


http://www.anzctr.org.au/
https://www.crd.york.ac.uk/prospero/
https://www.orygen.org.au/Skills-Knowledge/Resources-Training/Webinars
https://www.orygen.org.au/Skills-Knowledge/Resources-Training/Evidence-Finder
https://www.orygen.org.au/Skills-Knowledge/Resources-Training/Resources/Free/Evidence-Summaries
https://www.orygen.org.au/Skills-Knowledge/Resources-Training/Resources/Free/Research-Bulletins
https://headspace.org.au/what-works
https://headspace.org.au/what-works

3. Tailor to the context

Now that you have a clearer picture of the issue at hand
and the state of the evidence in the area, it is important
to rigorously assess that specifics of your service
context and how that may impact the knowledge
translation process. Put simply, this means asking the
question: How is this going to work in my specific context?

We understand that knowledge translation is about
bringing evidence to a ‘real world’ setting, where

bringing about changes to practice can be challenging.

Each context will bring unique challenges and
opportunities, however, it is useful to consider the
following factors in order to sensitise yourself to
relevant issues and help guide pathways forward.

Contextual factors in knowledge translation

BROADER
CONTEXT

STAFF
FACTORS

Funding

Policy context
Government priorities
Local service context

Service resources
Strengths
Sustainability practices
Culture

Leadership

= Staff skills

The following elements can be considered
both in terms of available resources and
in terms of constraints.

TIp Try and identify at least one

@ area of strength and weakness
at each of the three levels.

Staff factors

= Skills: What professional backgrounds,
clinical experience, training history,
and expertise do your clinical staff have?

» Attitudes: What attitudes and beliefs do
your staff have regarding evidence-based
practice and knowledge translation activities?
Are these consistent across staff or varied?

Service context

* Resources: What resources are available to
your organisation? This could include human
resources, physical resources, financial resources,
clinical resources, and information resources.

» Strengths: What features of your service
can you capitalise on as particular areas
of competency, strength, and expertise?

» Staff attitudes

» Sustainable practices: What structures, policies,
and procedures are in place to ensure that
organisational and practice changes are
sustained meaningfully over the long term?

* Culture: Organisations develop team values,
behavioural norms, social contexts, and general
climates that can impact clinical practices
significantly. In what ways might your organisational
culture impact knowledge translation?

* Leadership: What leadership structures
and practices are in place?

Broader context

* Funding: What overall funding does your
service have? Is funding available for specific
roles, programs, or interventions?

* Policy context: Do specific policies guide
what practices can be implemented?

* Government priorities: Do government
priorities impact opportunities and
challenges in knowledge translation?

* Local service context: What other services
exist in the local community, and how does
this affect the direction that your service takes?

* Not all of these factors will be relevant in all
cases. However, broadly speaking, these are
the types of issues that may be encountered
or should be considered when working to
incorporate evidence into practice.



From knowledge translation

to implementation

Translating the best evidence into clinical practice

is an ongoing process. Challenges can arise in defining
the issues, finding the evidence, and applying it to your
context. Beyond this, there is the challenge of making

Despite the considerable challenges involved, working
through the knowledge translation process offers the
prospect continually improving our services, using

sure that changes that are implemented are supported
by systems to ensure their sustainability. This clinical
practice point offers some background in synthesising

and applying research in your setting. Orygen has also
developed an introduction to applying implementation
science in youth mental health, which can help build

on this document by providing advice on implementing
meaningful and sustainable changes in organisations

and health systems.
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resources most effectively, and attracting funding
for evidence-based practices. Most importantly, this
process ensures that we are providing young people
with the best possible care.

Each context will bring unique
challenges and opportunities.
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Disclaimer

This information is provided for general
educational and information purposes
only. It is current as at the date of
publication and is intended to be relevant
for all Australian states and territories
(unless stated otherwise) and may not
be applicable in other jurisdictions. Any
diagnosis and/or treatment decisions in
respect of an individual patient should

be made based on your professional
investigations and opinions in the context
of the clinical circumstances of the
patient. To the extent permitted by law,
Orygen, The National Centre of Excellence
in Youth Mental Health will not be liable
for any loss or damage arising from your
use of or reliance on this information.

You rely on your own professional skill
and judgement in conducting your own
health care practice. Orygen, The National
Centre of Excellence in Youth Mental
Health does not endorse or recommend
any products, treatments or services
referred to in this information.
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