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Abstract
Background
Clinical Commissioning Groups (CCGs) are mandated to use research evidence effectively to ensure optimum use of resources by the National Health Service (NHS), both in accelerating innovation and in stopping the use of less effective practices and models of service delivery. We intend to evaluate whether access to a demand-led evidence service improves uptake and use of research evidence by NHS commissioners compared with less intensive and less targeted alternatives.

Methods/design
This is a controlled before and after study involving CCGs in the North of England. Participating CCGs will receive one of three interventions to support the use of research evidence in their decision-making: 1) consulting plus responsive push of tailored evidence; 2) consulting plus an unsolicited push of non-tailored evidence; or 3) standard service unsolicited push of non-tailored evidence. Our primary outcome will be changed at 12 months from baseline of a CCGs ability to acquire, assess, adapt and apply research evidence to support decision-making. Secondary outcomes will measure individual clinical leads and managers’ intentions to use research evidence in decision making. Documentary evidence of the use of the outputs of the service will be sought. A process evaluation will evaluate the nature and success of the interactions both within the sites and between commissioners and researchers delivering the service.

Discussion
The proposed research will generate new knowledge of direct relevance and value to the NHS. The findings will help to clarify which elements of the service are of value in promoting the use of research evidence. Those involved in NHS commissioning will be able to use the results to inform how best to build the infrastructure they need to acquire, assess, adapt and apply research evidence to support decision-making and to fulfil their statutory duties under the Health and Social Care Act.
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Background
The National Health Service (NHS) in England is facing severe funding constraints both now and in the medium term. The forecast reduction in resources will place considerable pressures on its organisations and staff. In challenging times, it has been proposed that the greatest potential savings may be found by increasing efficiency and reducing variations in clinical practices [1]. To do this well, those commissioning health services need to be fully aware of the strength of the underlying evidence for interventions or ways of working that promise to deliver more value from the finite resources available [2].
The 2012 Health and Social Care Act has brought about a major shift in the commissioning landscape in England [3]. The Act has mandated the national and local entities, NHS England and Clinical Commissioning Groups (CCGs) to promote ‘the use of evidence obtained from research’.
Traditionally, public health specialists have supported and facilitated the use of research evidence in a commissioning context [4,5]. But with its relocation to local authorities, this constituency now has a more limited role in commissioning. The responsibility for developing the absorptive capacity [6,7] of CCGs to recognise and understand valuable research based knowledge is less clear.
Significant investment has been made in the production of research on the effectiveness and cost effectiveness of interventions to inform decisions and choices. An initiative aiming to enhance uptake of this knowledge to increase efficiency, reduce practice variations and to ensure best use of finite resources was developed as part of the National Institute for Healthcare Research (NIHR) Collaboration for Leadership in Applied Health Research and Care for Leeds, York and Bradford [8] The service works with local NHS commissioners and senior managers in provider Trusts to provide research-based answers to questions they raise. The service summarises and translates existing sources of synthesised, quality-assessed evidence (primarily systematic reviews and economic evaluations) to the local context. Topics addressed have included evidence to inform service reorganisation for adolescents with eating disorders [9], to support nurse/doctor role substitution and the introduction of integrated care pathways in mental health settings [10].
The service approach is both consultative [11] and responsive and operationalises a methodological framework [12] that involves clarifying the problem and framing the question to be addressed. The evidence briefings generated as part of this process summarise the quality and the strength of existing systematic reviews and economic evaluations but go beyond effectiveness and cost effectiveness to consider local applicability, implications relating to service delivery, resource use, implementation and equity.
A key feature of the service has been interaction and regular contact (face to face and email) between researchers and a range of clinicians, commissioners and NHS mangers to discuss and formulate questions that require a more considered response and to then produce briefings and discuss their implications. Although feedback has been uniformly positive to date, this service is developmental and has yet to be formally evaluated.
Interactions between researchers and NHS managers might be expected to facilitate the ongoing use of research knowledge in decision-making [13–17]. How best to do this [18] and the time and resource costs required for both sides are less clear. What is clear is that the benefit of interactions between managers and researchers is theoretically grounded. Specifically, ongoing, positive intergroup contact [19] can be effective at generating positive relations between the members of two parties where there is institutional support, where there is equal status between those involved, and where there is cooperation in order to achieve a common goal [20]. Contact has most benefit if those involved identify both with their own group (e.g. researchers or managers) and the overarching organisation to which they both belong [21].
Given the resource-intensive nature of the evidence briefing service, we need to establish how much value is added by additional support from researchers over alternative or more basic dissemination approaches. A recent systematic review described resources aimed at making the results of systematic reviews more accessible to health-care decision-makers [22]. A variety of resources were identified but few were evaluated, giving little insight into their impact on decision-making. As such, this study aims to add insight by evaluating the impact of a real-time, consultative knowledge translation service provided by researchers in response to real-life uncertainties identified by NHS commissioners.

Methods
Primary research question	Does access to a demand-led knowledge translation service improve uptake and use of research evidence by NHS commissioners compared with less intensive and less targeted alternatives?




Secondary research questions	Do evidence briefings (summaries of synthesised research evidence with additional contextual information and implications for decision-making) tailored to specific local contexts inform decision-making in other CCGs?

	Does contact between researchers and NHS commissioners increase use of research evidence?




Setting and participants
CCGs from one geographical area in the North of England will be contacted and told the nature of the study and then invited to participate. We have deliberately opted to conduct the study in a geographical area not contaminated by either our own earlier developmental work or other Collaboration for Leadership in Applied Health Research and Care (CLAHRC) related activity. Those CCGs that agree to participate will be asked to provide details of all governing body and executive members, clinical leads and any other individuals deemed as being involved in commissioning decision-making processes. These individuals will then be contacted by the evaluation team, told the purpose of the study and then invited to complete baseline and follow-up assessments. We anticipate each intervention arm will include at least two CCGs.

Baseline and follow-up assessment
We will collect data for two outcome measures at baseline and post-intervention, after the 12-month intervention period has been completed.
The survey instrument (Additional file 1) will collect four sets of information. Section A is based on a tool originally devised by the Canadian Health Services Research Foundation [23,24] and then modified by the SUPPORT Collaboration [25]. This section assesses the organisations’ ability to acquire, assess, adapt and apply research evidence to support decision-making. Section B is a modified version of a tool [26,27] based on the theory of planned behaviour [28]. This will measure the intentions of individual CCG staff to use research evidence in their decision-making.
Section C is designed to evaluate the changes to the nature of the (proposed) interactions, both within the participating sites and between commissioners and researchers. Participants will be asked how much contact they have had with researchers in their job (quantity), and the success of the interaction (quality), using an existing modified measure [29]. This section will also include questions regarding the extent to which the interactions were perceived as friendly and cooperative, as helping to achieve the goals of both managers and researchers. The extent to which those involved in the interaction is perceived as being on an equal footing, without either group dominating, and the extent to which the contact is perceived as being supported by the CCGs, and the NHS more generally, will also be examined. Participants will also be asked to indicate the extent to which their status as an NHS manager/lead is important to them (in-group identification) and to what extent they see themselves and researchers as part of one overarching group committed to achieving the same things (superordinate identification). In addition, we will include measures of perceptions of researchers in general using a generalised intergroup attitude scale [30]. Section D captures information on individual respondent characteristics (for example, previous experience of doing research and self-reported uptake of new ideas) will be collected to help us to understand variation in responses.
Individual responses from each CCG will complete the survey and scores of all responses will be aggregated to represent each participating CCG. We will also be interested in variation in scores within each CCG.
A second survey based on Section A will be used to collect data from all English CCGs. This will include only the first outcome measure, and this will be delivered at baseline and then again post-intervention. As CCGs are new and evolving entities, we need to be able to determine if any changes viewed from baseline are linked to the intervention(s) and are not just a consequence of the development of the CCG(s) over the course of the study. To guard against this maturation bias, and to test the generalizability of findings, we will administer the Canadian Health Services Research Foundation (CHSRF) instrument to all English CCGs to assess their organisational ability to acquire, assess, adapt and apply research evidence to support decision-making. The most senior manager (chief operating officer or chief clinical officer) of each CCG will be contacted and asked to complete the CHSRF instrument on behalf of their organisation.
Both survey instruments will be sent by email to identified participants via an embedded URL. The online questionnaire will be hosted by SurveyMonkey website (http://​www.​surveymonkey.​com). Reminder emails will be sent out to non-respondents at 2 3, and 4 weeks. A paper version of the questionnaire will also be posted out and phone call reminders will be utilised if required.

Interventions
Participating CCGs will receive one of the three interventions aimed at supporting the use of research evidence in their decision-making: 1) consulting plus responsive push of tailored evidence; 2) consulting plus an unsolicited push of non-tailored evidence; or 3) ‘standard’ service unsolicited push of non-tailored evidence. The intervention phase will run from April 2014 to May 2015. The extent to which the CCGs seek and receive the interventions on offer will be determined by the CCGs themselves.	1)Consulting plus responsive push of tailored evidence
After initial relationship building, participating CCGs in this arm will receive access to an evidence briefing service provided by the Centre for Reviews and Dissemination (CRD). The CRD team will synthesise existing evidence together with relevant contextual data to produce six to eight tailored evidence briefings on specified topics. Based on developmental work undertaken as part of the NIHR CLAHRC for Leeds, York and Bradford, we have resourced the project so that we can respond to six to eight key substantive issues during the intervention phase.
The CRD intervention team will provide regular advice and support on how to seek solutions from existing evidence resources, question framing and prioritisation. Advice and support will be both reactive and proactive and will be delivered via telephone, email and face to face. Contact initiated by the CRD team will be made on at least a monthly basis and is expected to include: discussion of progress on ongoing topics, identification of further evidence needs and discussion of any issues around use of evidence. The team will also be alerting to new systematic reviews and other synthesised evidence relevant to CCG priorities.
The intervention team will also offer to provide training on how to acquire, assess, adapt and apply synthesised existing evidence. Sessions will be based on the approach developed by the CRD service [12] and will be drawn upon the Tools for Policymakers developed by the Support Collaboration (see www.​health-policy-systems.​com/​). Training to be provided will depend on the needs on the CCG participants but is likely to cover: question framing, priority setting, identifying and appraising systematic review evidence, assessing uncertainty and generalizability.


 

	2)Consulting plus an unsolicited push of non-tailored evidence
Participating CCGs in this arm will receive the access to regular advice and support from CRD as those in intervention 1). However, CRD will not produce evidence briefings tailored to the local CCGs context and their specified decisions but will instead disseminate the evidence briefings generated in intervention 1) with any area-specific contextual information removed; thus an intervention comprising consulting plus an unsolicited push of non-tailored evidence.


 

	3)‘Standard service’ unsolicited push of non-tailored evidence
The third intervention constitutes a ‘standard service’ control arm. In this, CRD will disseminate the evidence briefings generated in intervention 1) and any other non-tailored briefings produced by CRD over the intervention period; thus, an unsolicited push of non-tailored evidence.


 





Analysis
Baseline and follow-up assessment will be undertaken by a separate evaluation team. The CRD intervention team members delivering the intervention components will be blinded from data and analysis.
The evaluation team will use ANOVAs to examine whether participants in the intervention conditions perceive themselves as experiencing more positive contact experiences and more positive attitude towards researchers over time in the intervention conditions compared to the control condition.
The primary analysis will measure the impact of study interventions on two main outcomes at two times points. The key dependent variable will be the perceived organisational capacity to use research evidence, but we will also measure the impact of interventions upon our second outcome of reported research use. These will be treated as continuous variables and for each we will calculate the overall mean score, any sub scale means and related standard deviations at two time points (pre- and post-intervention) and within four case sites. Secondary analysis will assess interactions between the intervention received and three further continuous independent variables measuring individual demographic characteristics and the quality and frequency of contact, upon the two outcome measures.
For each of these variables, we will conduct a two-way repeated measures ANOVA with two within-subject factors (case site [as a proxy for the model of evidence briefing service received] and time period [pre- and post-intervention]). SPSS version 21 ‘GLM’ analysis procedure will be used.
If data subsequently warrants more complex multivariate analysis, we will explore the possibilities with a departmental statistician and the scientific advisory group. Where measures are non-normal, we will transform the data (logarithmically) where necessary and possible. Analysis will be undertaken using SPSS (version 20) and STATA statistical packages.
At follow-up, we will provide an opportunity in the questionnaire for CCGs senior officers to provide additional information that they think has changed, in their organisation in the past 12 months. We will code the responses to these questions thematically as well as response/no response and enter the response as a covariate in any analysis of variance conducted to examine for systematic patterns of response amongst the variable categories.
Where attrition between baseline and one-year follow-up is an issue, multiple imputation (MI) techniques will be employed. In addition, we will use guidance on interpreting effect sizes in before and after studies to examine the significance of any changes [31].

Documentary evidence of the use of research in decision-making
We aim to identify and understand the ways in which research evidence is employed by each organisation through analysis of decision-making records. Selection of relevant documents will be conducted through review of a snapshot (one calendar month) of all documents produced by the CCG commissioning decision-making bodies. The evaluation team will then identify relevant documents to include over the course of the study. The precise nature of the analysis will be led by the content of the documents available; however, it is anticipated that the following qualitative analysis will be conducted. This will explore the integration of the evidence briefings service within decision-making processes, how research evidence in general is used by each organisation and how these change over time. Using a framework approach [32] and using NVivo software (NVivo qualitative data analysis software; QSR International Pty Ltd. Version 10, 2012), documents will be thematically coded to capture the ways in which research evidence has been used in the decision-making process. In order to identify changes in the use of evidence over time, documents will be categorised in quarterly periods with themes being compared across time periods.

Qualitative interviews
In-depth qualitative interviews with governing and executive body members in participating case sites will be conducted. These will explore perceptions of the use of research evidence locally, their experiences of the process of the evidence briefing service and study processes as well as any unanticipated consequences of the work. This will add richness and depth to our quantitative measures and help us to understand the study results. The purposive sampling criteria will seek to include CCG who have had contact with the intervention team.
The framework approach [32] to analysis will again be applied to interview data. Deductive and inductive themes will be generated and interpreted using Atlas-TI (www.​atlasti.​com) to organise and manage the data. Member validation will be employed with all participating CCGs in each of the local health economies. In particular, it is anticipated that themes relating to the following areas will be explored: knowledge of and perceptions of the aims and expectations of the evidence briefing service received by the case site; expectations of and perceived impact of the evidence briefing service delivered in the CCG; attitudes to researcher evidence and how these relate to the evidence briefing service received; and perceptions of the use of research evidence locally.

Data integration
This is a mixed methods study using a sequential explanatory strategy. The primary point of data integration will be the analysis stage in which themes generated by qualitative analysis will be used to help us to understand variation in quantitative outcomes. During this process, data will be integrated in three ways. Firstly, interviews will be categorised according to the intervention received and differences in the themes generated by each interview will be compared and contrasted across case sites. Second, individual interviews will also be categorised according to the participant’s survey responses to questions about relationships with researchers. Finally, themes generated by interviews will be compared with those arising from documentary evidence to identify any conflict or consistency between local perceptions of the use of evidence and recorded use of evidence.

Ethical and consent issues
No ethical issues are anticipated as a result of this study. None of the interventions involves any direct risks or burdens to the CCGs involved. This study has been granted ethical permission by the Department of Health Sciences, University of York Research Ethics Board. Appropriate research governance approval has been obtained.
Organisational level consent granting permission to contact staff will be obtained from each participating CCG. Participants will have the opportunity to discuss any aspect of the study and their involvement in it with the research team at any stage of the study. Completion of questionnaires by individuals will be anonymous and other members of each CCG will not be informed of individual participation.
Informed consent will be sought from those participants approached for interview as part of the process evaluation. Those that indicate that they are not willing to be interviewed will be deemed not to have given their consent. For those participants that indicate that they are willing to be interviewed, we will send written confirmation of the arrangements and at this point, ask interviewees to provide written confirmation of their consent to participate.


Discussion
The study has the potential to benefit NHS organisations by helping them make better use of existing synthesised research evidence to support their decision-making. This research is timely because of the current and future need to use research evidence effectively to ensure optimum use of resources by the NHS, both in accelerating innovation and in stopping the use of less effective practices and models of service delivery.
The research will also address the gap in translation of evidence into NHS practice identified in the Cooksey report [33] and the need for accelerated innovation highlighted by the Carruthers report [34]. The intervention phase of the research will generate new knowledge of direct relevance and value to CCGs. The service could result in more rapid decisions to adopt new treatments or models of service delivery; greater transparency of decision-making; and efficiency gains generated by evidence-informed decisions to disinvest existing services in favour of more cost-effective alternatives.
We have adopted a pragmatic comparative mixed methods research design (combining positivism and interpretivism). The approach will enable triangulation of data and add a depth of understanding to the impact of the service being offered. Whilst details of the underlying context and specific decisions may vary, findings about the impact of the demand-led service are likely to be broadly generalizable to other similar decision-making bodies.
The study should help to clarify which elements of the service are of value in promoting the use of research evidence and are worth pursuing further. For example, if the interaction and synthesis elements of the delivery model prove to have value, there is potential for developing a standardised service on a more expanded basis. This in turn will present opportunities for evaluations that utilise more robust designs or that seek to explore the service delivery setting and or its applicability in other geographical jurisdictions.

Conclusion
The proposed research addresses a problem that faces a wide variety of health care organisations, namely how to best build the infrastructure they need to acquire, assess, adapt and apply research evidence to support their decision-making. For CCGs and the NHS England, this includes fulfilling their statutory duties under the Health and Social Care Act 2012.

Acknowledgements
This protocol is for a project funded by the NIHR Health Services and Delivery Research programme (project reference: 12/5002/18). The views expressed in this publication are those of the authors and not necessarily those of the NHS, the NIHR or the Department of Health.

References
1.
Ham C. Health in a Cold Climate. London: The Nuffield Trust; 2009.

2.
Appleby J, Ham C, Imison C, Jennings M. Improving NHS Productivity. More with the Same Not More of the Same. UK: London King’s Fund; 2010.

3.
Health and Social Care Act 2012 (C.7) Available at: http://​www.​legislation.​gov.​uk/​ukpga/​2012/​7/​introduction (Date last accessed: 23 Dec 2015).

4.
Weatherly H, Drummond M, Smith D. Using evidence in the development of local health policies. Some evidence from the United Kingdom. Int J Technol Assess Health Care. 2002;18(4):771–81.CrossRefPubMed

5.
Clarke A, Taylor-Phillips S, Swan J, Gkeredakis E, Mills P, Powell J, et al. Evidence-based commissioning in the English NHS: who uses which sources of evidence? A survey 2010/2011. BMJ Open. 2013;3(5):e002714.CrossRefPubMedPubMedCentral

6.
Cohen W, Levinthal D. Absorptive capacity: a new perspective on learning and innovation. Admin Sci Quart. 1990;35:128–52.CrossRef

7.
Lane P, Koka B, Pathak S. The reification of absorptive capacity: a critical review and rejuvenation of the construct. Acad Manage Rev. 2006;31:833–63.CrossRef

8.
Hanbury A, Thompson C, Wilson PM, Farley K, Chambers D, Warren E, et al. Translating research into practice in Leeds and Bradford (TRiP-LaB): a protocol for a programme of research. Implement Sci. 2010;5:37.CrossRefPubMedPubMedCentral

9.
Chambers D, Grant R, Warren E, Pearson S-A, Wilson P. Use of evidence from systematic reviews to inform commissioning decisions: a case study. Evid Policy. 2012;8:141–8.CrossRef

10.
Evidence Briefings [http://​www.​york.​ac.​uk/​inst/​crd/​evidence_​briefings.​htm]

11.
Jacobson N, Butterill D, Goering P. Consulting as a strategy for knowledge transfer. Milbank Q. 2005;83:299–321.CrossRefPubMedPubMedCentral

12.
Chambers D, Wilson P. A framework for production of systematic review based briefings to support evidence-informed decision-making. Syst Rev. 2012;9:1–32.

13.
Elliott H, Popay J. How are policy makers using evidence? Models of research utilisation and local NHS policy making. J Epidemiol Community Health. 2000;54:461–8.CrossRefPubMedPubMedCentral

14.
Lavis J, Robertson D, Woodside J, McLeod C, Abelson J. Knowledge Transfer Study Group. How can research organizations more effectively transfer research knowledge to decision makers? Milbank Q. 2003;81:221–48.CrossRefPubMedPubMedCentral

15.
Innvaer S, Vist G, Trommald M, Oxman A. Health policy-makers’ perceptions of their use of evidence: a systematic review. J Health Serv Res Policy. 2002;7:239–44.CrossRefPubMed

16.
Oliver K, Innvar S, Lorenc T, Woodman J, Thomas J. A systematic review of barriers to and facilitators of the use of evidence by policymakers. BMC Health Serv Res. 2014;14:2.CrossRefPubMedPubMedCentral

17.
Orton L, Lloyd-Williams F, Taylor-Robinson D, O'Flaherty M, Capewell S. The use of research evidence in public health decision making processes: systematic review. PloS One. 2011;6(7):e21704.CrossRefPubMedPubMedCentral

18.
Mitton C, Adair C, McKenzie E, Patten S, Waye Perry B. Knowledge transfer and exchange: review and synthesis of the literature. Milbank Q. 2007;85:729–68.CrossRefPubMedPubMedCentral

19.
Turner R, Hewstone M, Voci A. Reducing explicit and implicit prejudice via direct and extended contact: the mediating role of self-disclosure and intergroup anxiety. J Pers Soc Psychol. 2007;93:369–88.CrossRefPubMed

20.
Pettigrew T, Tropp L. A meta-analytic test of intergroup contact theory. J Pers Soc Psychol. 2006;90:751–83.CrossRefPubMed

21.
Gaertner S, Dovidio J, Anastasio P, Bachman B, Rust M. The common ingroup identity model: recategorization and the reduction of intergroup bias. Eur Rev Soc Psychol. 1993;4:1–26.CrossRef

22.
Chambers D, Wilson P, Thompson C, Hanbury A, Farley K, Light K. Maximizing the impact of systematic reviews in healthcare decision-making: a systematic scoping review of knowledge translation resources. Milbank Q. 2011;89:131–56.CrossRefPubMedPubMedCentral

23.
Canadian Health Services Research Foundation. Is Research Working For You? A Self-Assessment Tool and Discussion Guide for Health Services Management and Policy Organizations. Ottawa: Canadian Health Services Research Foundation (CHSRF); 2008.

24.
Kothari A, Edwards N, Hamel N, Judd M. Is research working for you? Validating a tool to examine the capacity of health organizations to use research. Implement Sci. 2009;4:46.CrossRefPubMedPubMedCentral

25.
Oxman A, Vandvik P, Lavis J, Fretheim A, Lewin S. SUPPORT Tools for evidence-informed health Policymaking (STP) 2: Improving how your organisation supports the use of research evidence to inform policymaking. Health Res Policy Syst. 2009;7 Suppl 1:S2.CrossRefPubMedPubMedCentral

26.
Lavis J, Wilson M, Grimshaw J, Haynes R, Hanna S, Raina P, et al. Effects of an evidence service on health-system policy makers’ use of research evidence: A protocol for a randomised controlled trial. Implement Sci. 2011;6:51.CrossRefPubMedPubMedCentral

27.
Wilson MG, Lavis JN, Grimshaw JM, Haynes RB, Bekele T, Rourke SB. Effects of an evidence service on community-based AIDS service organizations’ use of research evidence: a protocol for a randomized controlled trial. Implement Sci. 2011;6:52.CrossRefPubMedPubMedCentral

28.
Ajzen I. The theory of planned behaviour. Organ Behav Hum Decis Process. 1991;50:179–211.CrossRef

29.
Hewstone M, Judd C, Sharp M. Do observer ratings validate self-reports of intergroup contact? A round-robin analysis. J Exp Soc Psychol. 2011;47:599–609.CrossRef

30.
Wright S, Aron A, McLaughlin-Volpe T, Ropp A. The extended contact effect: knowledge of cross-group friendships and prejudice. J Pers Soc Psychol. 1997;73:73–90.CrossRef

31.
Kazis L, Anderson J, Meenan R. Effect sizes for interpreting changes in health status. Med Care. 1989;27 Suppl 3:S178–189.CrossRefPubMed

32.
Ritchie J, Spencer L. Qualitative data analysis for applied policy research. In: Bryman A, Burgess R, editors. Analysing Qualitative Data. London and New York: Routledge; 1994.

33.
Cooksey D. A review of UK health research funding. London: HM Treasury; 2006.

34.
Carruthers I. Innovation Health and Wealth: Accelerating Adoption and Diffusion in the NHS. London: Department of Health; 2011.



Competing interests
Paul Wilson is an Associate Editor of Implementation Science. Robbie Foy is Deputy Editor for Implementation Science and was responsible for the initial handling of this manuscript. As he is a member of the Scientific Advisory Group for this study, all final decisions were made by another senior editor. All other authors declare that they have no competing interests.

Authors’ contributions
PW, CT and IW conceived the study. KF, DC, LB, ML, PW, CT, IW, and RT contributed to the development and completion of the protocol. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





