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Stakeholder Perspectives of Attributes and Features of 
Context Relevant to Knowledge Translation in Health 
Settings: A Multi-Country Analysis
Janet E. Squires1,2* ID , Alison M. Hutchinson3,4 ID , Mary Coughlin2, Kainat Bashir5, Janet Curran6,7, Jeremy M. 
Grimshaw2,8, Kristin Dorrance9, Laura Aloisio2, Jamie Brehaut2,10, Jill J. Francis11,2, Noah Ivers12, John Lavis13 ID , 
Susan Michie14, Michael Hillmer15, Thomas Noseworthy16, Jocelyn Vine7, Ian D. Graham2,10 ID

Abstract
Background: Context is recognized as important to successful knowledge translation (KT) in health settings. What is 
meant by context, however, is poorly understood. The purpose of the current study was to elicit tacit knowledge about what 
is perceived to constitute context by conducting interviews with a variety of health system stakeholders internationally so 
as to compile a comprehensive list of contextual attributes and their features relevant to KT in healthcare. 
Methods: A descriptive qualitative study design was used. Semi-structured interviews were conducted with health 
system stakeholders (change agents/KT specialists and KT researchers) in four countries: Australia, Canada, the United 
Kingdom, and the United States. Interview transcripts were analyzed using inductive thematic content analysis in four 
steps: (1) selection of utterances describing context, (2) coding of features of context, (3) categorizing of features into 
attributes of context, (4) comparison of attributes and features by: country, KT experience, and role.
Results: A total of 39 interviews were conducted. We identified 66 unique features of context, categorized into 16 
attributes.  One attribute, Facility Characteristics, was not represented in previously published KT frameworks. We found 
instances of all 16 attributes in the interviews irrespective of country, level of experience with KT, and primary role 
(change agent/KT specialist vs. KT researcher), revealing robustness and transferability of the attributes identified. We 
also identified 30 new context features (across 13 of the 16 attributes). 
Conclusion:  The findings from this study represent an important advancement in the KT field; we provide much 
needed conceptual clarity in context, which is essential to the development of common assessment tools to measure 
context to determine which context attributes and features are more or less important in different contexts for improving 
KT success.
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Implications for policy makers
•	 Context is important to knowledge translation (KT) success in health settings and should be considered when planning KT initiatives.
•	 The 16 attributes of context identified in this study were consistent across stakeholders, irrespective of the stakeholder’s country, years of KT 

experience and primary role, supporting broad utility of the attributes of context identified.
•	 The attributes of context reported should be considered when designing, implementing and evaluating KT initiatives.

Implications for the public
Evidence shows that healthcare professionals’ use of research evidence in their practice is not optimal. The context of healthcare influences use 
of research by healthcare professionals. What is meant by context, however, is poorly understood and needs to be answered in order to guide the 
planning and delivery of healthcare to promote research use. This paper reports the findings of interviews with a variety of health system stakeholders, 
internationally, to identify a list of context attributes and their features relevant to KT in health settings. In total, 66 features of context were identified 
by stakeholders and these were categorized into 16 broader attributes of context. The attributes and features were consistent, across the stakeholders’ 
countries, level of KT experience, and primary role (change agent/KT specialist vs. KT researcher), revealing robustness and transferability of our 
attributes of context.

Key Messages 
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Background
Internationally, healthcare professionals’ use of research 
evidence in clinical practice is suboptimal, despite 
increased awareness of evidence and known gaps in its 
use.1-8 In response, there is widespread interest in the field 
of knowledge translation (KT)/implementation. The KT 
field comprises KT science (scientific study of methods 
to promote the uptake of research findings into routine 
healthcare in clinical, organizational or policy contexts)9 and 
KT practice (act of applying advancements from KT science 
in practice; for example, using implementation strategies of 
known effectiveness to support people, organizations, and/or 
systems to use evidence in decision-making).10 Researchers 
have identified several major conceptual and methodological 
issues facing the KT field; among them is the need to assess 
and report on the influence of context in KT studies.11-30 This 
first requires conceptual clarity of context and particularly, 
what comprises context.

 It is unclear what is meant by ‘context’ or even if authors 
are referring to the same concept when they use the term. 
For example, Ovretveit31 and Rycroft-Malone32 define context 
broadly. Ovretveit31 defines context as all factors that are not 
part of the intervention, and Rycroft-Malone32 defines it as 
“the environment or setting in which the proposed change 
is to be implemented” (p. 299). May et al,33 on the other 
hand, defines context more specifically, as “the physical, 
organizational, institutional, and legislative structures that 
enable and constrain, and resource and realize, people and 
procedures.” In addition to multiple definitions, context has 
been examined in implementation research from a large variety 
of perspectives including syntheses on the determinants 
of innovation adoption,11,34,35 the role of context in quality 
improvement,29,30,36,37 context features associated with research 
utilization38-41; as well as its role in KT frameworks (eg, 42-51) and 
in the development of instruments to measure context (eg, 

23,41,51-55). While each of these reports suggests that context is 
vital to KT in health settings, there is little agreement across 
them on what comprises context and thus, which attributes 
and features of context are important to assess to optimize KT 
in the health sector. 

Several KT frameworks exist that recognize the importance 
of context. However, they provide little detail on what are the 
key attributes and features of context. Rogers’ Diffusion of 
Innovations Theory,56 first published in 1962, is a commonly 
used theory in KT studies. It equates innovation adoption 
with evidence implementation and describes it as being 
related to a variety of contextual features such as leadership, 
centralization, complexity, formalization, interconnectedness, 
and organizational slack. In 1998, Kitson and colleagues48 
developed the Promoting Action on Research in Health Services 
(PARiHS) framework. In this framework, successful KT is 
hypothesized to be a function of evidence, context (defined 
as leadership, culture, and feedback), and facilitation.32,44,57 
The PARiHS framework was revised in 2016 and termed the 
Integrated - Promoting Action on Research in Health Services 
(i-PARiHS).58 The context construct was expanded on in the 
revised framework, differentiating inner (including both the 
immediate local setting (eg, unit, hospital department or 

primary care team) and the organisation within which this 
unit or team is embedded) from outer context (the wider 
health system in which the organisation is based and reflects 
the policy, social, regulatory and political infrastructures). 
In 2002, Champagne59 proposed a framework of factors to 
consider when producing change in organizations including 
context: the implementation climate (incentives, physical, 
human, and cognitive resources; change management 
strategies) and structural characteristics (organicity, 
complexity, and integration). The Knowledge to Action 
Framework,60 published in 2006, also highlights the importance 
of context to successful KT. Included in this framework are 
processes related to context necessary to implement evidence 
in healthcare, namely: adapting evidence to the local context 
and the assessing the barriers and enablers (which include 
context) to evidence use. In 2009, Damschroder et al38 
published the Consolidated Framework for Implementation 
Research (CFIR). This framework includes eight concepts 
related to the intervention itself, four related to the outer 
context (eg, the patient and resources), twelve related to the 
inner setting or context (eg, culture and leadership), five 
related to the individual, and eight related to processes (such 
as planning and reflection). Context as conceptualised in 
CFIR is reflective of organizational literature, where context is 
examined from the perspective of levels. In the organizational 
literature, three levels of context are commonly proposed: 
macro in which market-type forces are at play, meso in which 
organizational characteristics are an influence; and micro in 
which activities in the clinical setting provides a contextual 
influence.61 More recently, in 2013, Flottorp and colleagues50 
published the Tailored Implementation in Chronic Diseases 
(TICD) checklist, which draws on a consolidation of KT 
frameworks that include context. This checklist contains 
7 broad domains, of which 5 are related to context: patient 
factors, professional interactions, incentives and resources, 
capacity for organizational change, and social, political and 
legal factors.

Despite the existence of many KT theories and frameworks 
that include context, as illustrated above, when examined 
closely several issues are evident. First, while each theory/
framework includes context, they are limited in the number of 
attributes and features of context they identify. In our previous 
research in this area, we identified several features of context 
that are not captured in commonly used KT frameworks: 
TICD, CFIR and PARiHS/ i-PARiHS. These include: patient 
population features (eg, patient demographics), healthcare 
provider features (eg, job autonomy, level of experience), 
work structure features (eg, workload, continuity of care), and 
facility features (eg, type of facility, size of facility).61 Second, 
these theories/frameworks are inconsistent with each other 
regarding the attributes and features of context they include; 
some features and attributes are represented in more than 
one framework (eg, leadership in TICD, CFIR, PARiHS/i-
PARiHS), while others are unique to a single framework (eg, 
continuing educational system in TICD but not in CFIR, 
PARiHS/i-PARiHS). Further, no two frameworks contain the 
exact same set of context features and attributes. This lack of 
correspondence between frameworks raises questions about 
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the comprehensiveness of existing frameworks with respect 
to context. Third, health system stakeholders, defined as 
individuals responsible for the design and implementation 
of KT strategies, programs, and change processes focused on 
improving healthcare professionals’ use of evidence in health 
settings, have seldom been engaged in developing these 
theories/frameworks. Health system stakeholders include 
change agents and KT specialists (eg, healthcare decision-
makers, knowledge brokers, implementation practitioners, 
quality improvement specialists) and KT researchers. Such 
individuals have tacit firsthand knowledge of KT and the 
effects of context on KT that have not yet been systematically 
explored. Hence, their knowledge on what attributes and 
features of context are important to research use by healthcare 
professionals is necessary to further elucidate the concept of 
context. As a result, the purpose of this study was to conduct 
interviews with a variety of health system stakeholders 
internationally in order to compile a comprehensive list of 
contextual attributes and their features relevant to KT in 
health settings. Specifically, we aimed to identify contextual 
features perceived by stakeholders to: (1) facilitate or hinder 
healthcare professionals’ use of research in clinical practice 
settings; and (2) facilitate or hinder KT strategies to improve 
healthcare professionals’ use of research evidence in clinical 
practice settings. 

Methods
Study Design and Sample
A descriptive qualitative study design was used. The 
sample consisted of health system stakeholders, defined 
as individuals who are responsible for the design and/or 
implementation of interventions, programs, and change 
processes focused on improving healthcare professionals’ use 
of research evidence in clinical practice settings (eg, hospitals, 
primary care). This group includes both change agents (eg, 
KT and quality improvement specialists) and researchers 
who are undertaking KT work (hereafter referred to as KT 
researchers). Participants were purposefully selected from the 
three Canadian provinces where our research team’s change 
agent investigators resided (Nova Scotia, Ontario, Alberta) 
as well as in Australia, United Kingdom, and United States, 
where our international researcher investigators resided. A 
purposive list of potential participants from each country was 
developed. A maximum variation approach across countries 
was used to optimize diversity in primary role and experience 
in KT to yield a range of perspectives. All research team 
members created a list of potential participants (by role – 
change agents/KT specialists and KT researchers) for their 
country (in the case of Canada, for their province) by drawing 
on their extensive professional networks. These lists were 
then merged by country so that eight lists resulted, two for 
each country (one for change agents/KT specialists and one 
for KT researchers). Snowball sampling62 (asking recruited 
individuals to recommend additional participants) was also 
used in each country. Potential participants were contacted 
by email. Participants were purposefully selected from each 
country to ensure we interviewed participants with varying 
levels of experience (less than 5 years and 5 or more years) 

in KT and varying roles (change agents/KT specialists and 
KT researchers). Sample size was informed by the concept of 
data saturation, interviews were conducted in each country 
until no new information was offered, meaning no new 
codes were obtained in the final interview of each country.63 
Broadly informed by previous research,64-66 a minimum of 
five participants per country was estimated to be needed to 
achieve data saturation. 

Data Collection and Analysis
Semi-structured one-on-one interviews were conducted 
in person or by phone over a 16-week period (May-August 
2016). Interviewers and participants (called key informants) 
had no prior relationships before study commencement. 
Key informants were made aware of the goals of the research 
study prior to the interviews. Interview questions were open-
ended and designed to elicit key informants’ tacit knowledge 
about context (what features did they perceive to comprise 
context which are relevant to KT in health settings). We did 
not present a definition of context to our key informants 
as we wanted to elicit their perception of what comprises 
context – we asked each key informant to define context, 
what ‘context’ meant to them, and what features of context 
were relevant to KT in health settings. Probes were used 
throughout the interviews, where appropriate, to explore 
specific features of context identified by the key informant 
in more detail and to ensure clarity. The interview guide was 
pilot-tested with three Canadian stakeholders (two hospital-
based change agents – one KT specialist and one quality 
improvement specialist) and one KT researcher. The pilot-test 
participants were not part of the larger study sample. Based 
on the pilot interviews, a short series of background questions 
were added to the interview guide (eg, Can you give me a 
brief overview of your professional role including previous 
relevant roles/responsibilities? What education or training 
have you completed to prepare you for your work?). No other 
modifications to the interview guide were made. 

Interviews were approximately 30 minutes in duration, 
digitally recorded, transcribed verbatim and verified by the 
interviewer prior to analysis. Transcripts were not returned to 
key informants to be verified. The transcripts were imported 
into NVivo 10 software.67 Data were analyzed independently 
by research team members trained in qualitative analysis 
(JES, MC, AH, KB, KD, IDG) using inductive qualitative 
thematic content analysis.68,69 We used an inductive, rather 
than deductive, analytic approach because existing context 
frameworks are limited in the features and attributes of 
context that they identify.61 Thus, a deductive approach would 
have restricted our lens, leading to potentially missed features 
and attributes of context. Our inductive analysis occurred in 
four systematic steps: (1) selection of utterances relating to 
context, (2) coding of features of context, (3) categorizing of 
features of context into higher level attributes of context, and 
(4) comparison of attributes and features by: (i) country (was 
the code present in interviews from multiple countries), (ii) 
level of KT experience (was the code present in interviews 
with key informants with more and less KT experience, using 
five years of experience as the cut point for more vs. less), 
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and (iii) primary role (was the code present in both change 
agents/KT specialists and KT researchers). Analysis by 
country allowed us to assess whether the contextual attributes 
and their features identified were likely transferrable to 
diverse settings. Analysis by KT experience was conducted 
to see if more stakeholders with more experience with KT, 
based on greater tacit knowledge, would identify additional 
attributes and features of context, beyond those identified by 
stakeholders with less KT experience. Five years was chosen 
as the cut-off based on past research. According to Benner’s70 
Novice to Expert Model, in the acquisition and development 
of skills, nurses pass through five levels of proficiency: 
novice, advanced beginner, competent, proficient, and expert. 
The dividing point between beginners (novice, advanced 
beginner, competent) and experts (proficient, and expert) 
is estimated to be between 3 and 5 years.70 Accordingly, we 
classified stakeholders with 0-5 years of KT experience as 
‘less’ experienced and those with greater than 5 years of KT 
experience as ‘more’ experienced. Finally, with respect to 
primary role, change agents/KT specialists have first-hand 
tacit knowledge of KT and the effects of context on KT. Hence, 
we wanted to see if they would identify additional attributes 
and features of context that are relevant to KT beyond those 
identified by KT researchers.

 Each transcript was first read and key ideas (ie, utterances) 
that reflected context were highlighted independently by 
two research team members. These context utterances 
were assigned a ‘code’ and labelled as a feature of context. 
Codes (features) were operationally defined in order to be 
consistently applied throughout the data. Following coding of 
all interviews, theoretical definitions were developed for each 
feature by reviewing all data coded to the feature. This was 
completed by three team members independently, followed 
by revision and consensus on the definitions. Two team 
members then merged similar codes (features of context) 
to create broader categories (attributes of context), which 
became our main units of analysis in this study. Each category 
(attribute) of context identified in the transcripts was given a 
label, definition, and guideline for identification. Theoretical 
definitions for each attribute were developed by reviewing all 
features and their definitions assigned to the attribute. This was 
completed by three team members independently. The team 
members responsible for this process met and compared their 
interpretations bi-weekly and jointly selected a label that best 
represented the category and a definition. All disagreements 
in the coding, categorizing and definitional phases were 
discussed and consensus sought. Finally, attributes of context 
and their features were examined for their presence (or not) 
by: (1) country (Canada, United States, United Kingdom, and 
Australia); (2) more (>5 years) or less (0-5 years) experience 
in KT; and (3) primary role (change agent/KT specialist and 
KT researcher). Throughout data analysis, codes (features of 
context) and categories (attributes of context) were discussed 
and refined within the research team until agreement was 
reached.71 

Rigor was established following criteria set forth by 
Lincoln and Guba.72 Credibility (to establish confidence 
that our results, from the perspective of the stakeholders we 

interviewed, are true, credible and believable72) was established 
through examining data across multiple countries, having 
multiple team members discuss the findings and generate and 
reach consensus on the key categories (attributes of context),73 
and through an audit trail. The audit trail was maintained by 
documenting discussions and decisions made throughout 
data collection and analysis. Dependability (to ensure our 
findings are repeatable if the study occurred in the same cohort 
of key informants, coders and context72) was established by 
providing a rich description of our study methods and an audit 
trail. Confirmability (to extend the confidence that our results 
can be confirmed or collaborated by other researchers72) was 
established through reflexivity (we implemented regular team 
analytic meetings which included senior KT stakeholders, 
where we reflected on our findings) and triangulation 
(multiple research team members were involved in coding the 
data from multiple groups of stakeholders (change agents/KT 
specialists and KT researchers) across four countries). Finally, 
transferability (to extend the degree to which the results can 
be transferred to other contexts or settings72) was established 
through purposeful sampling (by experience and role across 
countries) and data saturation.

Results
Sample Characteristics
A total of 91 potential key informants were approached, of 
which 39 agreed to be interviewed for a response rate of 43%. 
The sample was drawn from four countries, Australia (n = 12), 
Canada (n = 14), the United Kingdom (n = 6), and the United 
States (n = 7). The majority of key informants were female 
(n = 27), worked within a public healthcare model (n = 33) 
and had greater than 10 years of experience in KT (practice 
or research) (mean 11.9 years). There was equal distribution 
in terms of the key informants’ self-identified primary role 
(employed in a health system as a change agent/KT specialist, 
n = 19 or as a KT researcher in a higher education setting or 
research institute, n = 20). Table 1 summarizes the sample’s 
characteristics.

Complexity and Interrelatedness of Contextual Attributes
While the focus of this study was to identify specific 
attributes of context and their features that are relevant to 
KT from the perspective of health system stakeholders, key 
informants frequently discussed multiple attributes and 
features simultaneously, illustrating the complexity and 
interrelatedness of context. To illustrate, we include a quote 
from a participant from each country, in which they describe 
different and multiple facets of context. 

A participant from Australia refers to context as varying by 
a range of factors, including jurisdictional policy, geography, 
health professional groups, the patient population and 
organisational culture.

“…there can be different policies depending on the 
jurisdiction that you’re in. Also in terms of geography, 
whether you’re talking about an urban or rural or a remote 
location. Within stakeholders, I guess I’m thinking not just 
about clinicians, who your clinicians, who your health 
professionals are, but who your patient population is. And 
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also I would put in things like culture, organizational culture. 
I think that’s a really important part of context as well. I’m 
pretty sure there is more” (Australia, Public, Participant 2).
A Canadian participant similarly identifies multiple aspects 

of context: the organisational culture, staff mix and patient 
population, in addition to the physical environment.

“So I, I context can mean different things like I sort of 
categorize it in terms of the organizational culture. The context 
of the organizational culture the physical environment, the 
clinical makeup of the staff as well as the clinical makeup of 
the patients” (Canada, Public, Participant 3).
Identifying different aspects of context, a participant from 

the United Kingdom illustrated the complexity of context 
when referring to potential research users’ resistance to 
change and concerns about shifts in power.

“So, you know, it’s hard to say whether people who say 
‘Well the evidence isn’t strong enough.’ If they’re actually 
making that purely rational decision or whether that’s just 
their, their rationalization or their story for opposition, 
which maybe have some other psychological cause let’s say. 
Like they don’t like it because it’s to do with power and this 
change particularly putting in place this kind of system shifts 
power away from clinicians to patients. And no clinician 
is gonna stand up and say ‘I don’t think patients should be 
empowered.’ But they might stand up and say ‘I don’t think 
the evidence is strong enough we don’t want to do this’” 
(United Kingdom, Public, Participant 4).
From the United States, a participant refers to context as 

comprising communication networks, access to resources to 
guide and support implementation, and accountability as part 
of shared governance.

“And for that they, you know, everybody was—all the 
hospitals have a chief nurse and the chief nurses get together 
once/month to talk with the leader of the nurse core who’s a 
general officer. So that’s one mechanism to get the word out 
on how is this being implemented and how are you doing? 
There were implementation guides. There were training 
manuals. So for example, to do shared governance they 
didn’t call it governance they called it accountability because 
it’s not just governance for your unit” (United States, Public, 
Participant 3).

Table 1. Key Informant Demographics (N = 39)

Characteristic n Characteristic Mean (Range)
Country

Years of experience 
in current role 5.0 (<1-24)

Australia 12
Canada 24
United Kingdom 6
United States 7

Gender Years of experience 
in current 

organization
11.7 (1.5-39)Male 12

Female 27
Model of care

Years of experience 
in KT 11.9 (1.5-36)Public 33

Private 6
Primary professional role

Agent/KT specialist  19
KT researcher 20

Abbreviation: KT, knowledge translation.

These quotes illustrate participants’ perceptions of multiple 
facets of context and that each facet cannot be considered 
in isolation. Considering these four quotes collectively also 
highlights that context is likely complex because people 
perceive it in different ways.

Specific Context Attributes and their Features 
Overview
In total, 66 unique features of context perceived to be relevant 
to KT in health emerged from the 39 interviews with 
health system stakeholders. All features surfaced in at least 
two interviews. We grouped the 66 unique features into 16 
broader attributes of context: (1) Patient Characteristics, 
(2) Health Professional Characteristics, (3) Collaboration, 
(4) Culture, (5) Evaluation, (6) Facility Characteristics, (7) 
Financial Considerations, (8) Governance, (9) Leadership, 
(10) Organizational Readiness for Change, (11) Professional 
Role, (12) Resource Access, (13) System Features, (14) Work 
Structure, (15) Political Climate, and (16) Regulatory and 
Legislative Standards. The number of features in each attribute 
varied from 1 (in the Culture and Political Climate attributes) to 
11 (in the Resource Access attribute). Table 2 contains a listing 
of the 16 attributes of context and a consensus definition for 
each attribute derived by the research team. Table 3 contains a 
list of the 66 features identified, organized by attribute, and an 
illustrative quote for each feature. Tables 4 and 5 summarize 
the presence of the context attributes and features by country, 
and level of KT experience and primary role, respectively. 

Two of the 16 context attributes were identified in all 39 
interviews: (1) Culture, defined as ‘the inherited beliefs, 
values, and attitudes of a group’ and (2) Resource Access, 
defined as ‘access to resources of any kind.’ Culture contained 
a single feature – organizational culture. An illustrative quote 
for this feature is: 

“Context includes … things like the culture of the 
organization as a whole, but also the cultures within 
the organization that maybe at a unit or program level 
and because they’re always different as well” (Canada, 
Participant 3).
Resource Access contained 11 features: (1) resource access 

(generally), (2) lack of time, (3) existence of guidelines, (4) 
formal communication, (5) expert support, (6) technology, 
(7) organizational training and education, (8) documentation, 
(9) online resources, (10) equipment, and (11) space as a 
resource. An illustrative quote for resource access (generally) 
is:

“You need resources at your disposal in order to collect 
it and this was the huge challenge across this organisation. 
There’s very little priority around equipping people with the 
resources to gather the evidence they need to make their case” 
(United States, Participant 3).

Context Attributes and Features by Country
Of particular interest in this study was whether and which 
attributes and features of context varied by country. Table 4 
indicates the presence or not of the 16 attributes of context 
and their features by country. All 16 attributes were discussed 
by key informants in each country. Most features (n = 52 of 66) 
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were also discussed by key informants from at least three of 
the four countries. Only 3 of the 66 features were mentioned 
by key informants in a single country, with no discernable 
pattern. Two features were mentioned by only Canadian key 
informants: (1) mentorship (attribute: Leadership) and (2) 
provincial responsibility (attribute: Regulatory and Legislative 
Standards). A third feature – departmental approval (attribute: 
Governance) was discussed only by Australia key informants. 
Illustrative quotes for these features can be found in Table 
3. There were also differences by country in terms of some 
features being less frequently mentioned by key informants 
of a particular country. For example, of the 66 total identified 
features of context identified, 26 of them were not reported 
by UK key informants compared to only 12, 7, and 6 features 
not being identified by the United States, Australian, and 
Canadian key informants, respectively. A summary of 
identified features by country can be seen in Table 4.

Context Attributes and Features by Level of Experience 
As described earlier, key informants were categorized based 
on whether they had ‘less’ or ‘more’ experience in KT using 
5 years as the cut point; key informants with 5 years or less 
of KT experience were categorized as ‘less experienced’ and 
those with more than 5 years of experience were categorized 
as ‘more experienced.’ Table 5 displays the presence or 

not of all 16 attributes and 66 features of context by level 
of KT experience (less or more) of the key informants. 
There was considerable consistency with respect to context 
attributes and features identified by key informants with 
less and more experience in KT. All 16 attributes and the 
vast majority of features (57 of 66) were discussed by both 
more and less experienced key informants. Only 9 features 
were present in one group and not the other, all of which 
were mentioned by stakeholders with more experience and 
not those with less experience. The 9 features were: quality 
improvement monitoring (attribute: Evaluation), financial 
incentives (attribute: Financial Considerations), mentorship 
(attribute: Leadership), professional development (attribute: 
Professional Role), equipment (attribute: Resource Access), 
space as a resource (attribute: Resource Access), workload 
(attribute: Work Structure), continuity of care (attribute: Work 
Structure), and provincial responsibility (attribute: Regulatory 
& Legislative Standards).

Context Attributes and Features by Primary Role 
While all key informants in this study were health system 
stakeholders responsible for the design and implementation 
of interventions, programs, and change processes, they were 
asked to self-identify their primary role as either a change 
agent/KT specialist or KT researcher. Table 5, in addition 

Table 2. Context Attributes (n = 16) and Definitions

Attribute Definition Attribute Definition

Patient 
characteristics

Patients are the individuals receiving services. This attribute 
reflects the characteristics of patients/clients/consumers 
when considered as a group, rather than as individuals, 
thus all features considered for inclusion here have to be 
generalizable to a patient population. 

Leadership Leadership refers to the types and styles of leaders 
within an organization.

Health 
professional 
characteristics

The characteristics, expertise and behaviour of the 
individuals working as providers of services. This attribute 
reflects individuals when considered as a group rather than 
as individuals, thus all features considered for inclusion here 
have to be generalizable to a service provider population.

Organizational 
readiness for 
change

The organizational members' shared resolve to 
implement a change.

Collaboration To work jointly with others (including other organizations) 
or together.

Professional 
role

Expectations, both formal and informal, associated 
with a given healthcare occupation.

Culture The inherited ideas, beliefs, values, and attitudes of a group. Resource 
access Access to resources of any kind.

Evaluation

The systematic collection of information about the 
activities, characteristics, and outcomes of programs, 
services, policies, or processes in an organization, in order 
to make judgements about the program/process, improve 
effectiveness, and/or inform decisions about future 
development in that organization.

System 
features

Distinct characteristics of a group of related parts 
that move or work together in order for a healthcare 
region, organization, hospital or clinical practice to 
run effectively.

Facility 
characteristics

This attribute reflects the characteristics of facilities within 
an organization. This includes features such as geography, 
type of facility, and size of the facility.

Work structure
The arrangement of tasks, responsibilities, and 
resources within and between the various teams 
working in a clinical setting. 

Financial 
considerations

The income and expenditures relating to service delivery 
within organizations.

Political 
climate

The aggregate, current mood and opinions of a 
populace about political issues that also currently 
affect that population, in a general sense.

Governance The rules, policies, systems, structures and processes by 
which an organization is organised, controlled and directed.

Regulatory 
and legislative 
standards

Statutes or principles established and enforced by an 
agency external to the health professions. Regulatory 
or legislative standards are here distinguished from 
guidelines insofar as these standards are binding, 
often based on law or remuneration structures, and 
are outside the control of health organizations.
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Table 3. Context Features (n = 66) and Illustrative Quotes for each Feature

Feature Illustrative Quote

Context Attribute: Patient Characteristics

Patient 
demographics

 “It probably will take a bit longer in the population that we’re interested in because they’ll be a lot of non-English speaking patients” 
(Australia, Public, Participant 2).

Patient 
expectations and 
preferences

“And I think patient needs or something to do with patients or the public is always, always has to be an important consideration and 
it’s liable to, well I guess the difference is whether you include that and for all these things actually is whether you consider this to 
be part of context or part of something else. But things like patient perspective never go away and always have to be addressed” 
(United Kingdom, Public, Participant 4).

Context Attribute: Health Professional Characteristics

Group composition “So we wanted it to be a whole team approach, inter professional so implementation that embraced that and used dyads of 
champions or leads for local implementation I think had more success” (Canada-Ontario, Public, Participant 3).

Experience
“… if they’re just newly qualified they’re, their knowledge, their skills, their leadership ability in terms of their pharmacy team might 
be very different to somebody who’s got 20 years of experience and more able to manage the team. And so that could be a major 
factor on, on whether an intervention is adopted or not” (United Kingdom, Public, Participant 5).

Context Attribute: Collaboration

Collaboration 
(generally)

“We had 14 hospitals participating in [deidentified] that was the formal collaboration that did the evaluation, but mobilization has 
spread to more than 30 or 40 hospitals in [deidentified] through the provincial initiative senior friendly hospitals” (Canada- Ontario, 
Public, Participant 3).

Networks “So, you know, in [deidentified] what we chose to do is we’ve got these strategic clinical networks and that’s great because they can, 
they can come up with the good ideas” (Canada- Alberta, Private, Participant 1).

Partnerships
“Yeah I think it was, well we haven’t implemented the intervention as yet, but it definitely made it easier having partners in academic, 
or academia at the ready, like to be able to reach out to the university and be able to create a partnership. The partnership went very 
easily and we were I think that helped the project” (Canada- Nova Scotia, Public, Participant 1).

Social interactions “To me the first thing that comes to my mind is the nature of the surroundings and the relationships among people in those 
surroundings in clinical setting” (United States, Public, Participant 1).

Context Attribute: Culture

Organizational 
culture

“Context includes.....things like the culture of the organization as a whole, but also the cultures within the organization that maybe 
at a unit or program level and because they’re always different as well” (Canada-Nova Scotia, Public, Participant 3).

Context Attribute: Evaluation

Evaluation 
(generally)

“So, we did the evaluation, that aspect of it was quantitative and what we showed from that was if the pharmacist was involved 
then you were more likely to get an evidence-based outcome. If more questions or information was exchanged you were more likely 
to get an evidence-based outcome and that sort of thing” (United Kingdom, Public, Participant 5). 

Routinized feedback
“And sort the feedback loops that are occurring. So, the coal face is going about a change, they need to feed it up to a certain level, 
um, that are key leaders in saying, ‘Ok, I think, I think you need to keep going or we’re going to make a call and say, nope, we need 
to stop in this space.’ So that decision-making platform” (Australia, Public, Participant 12).

Routinized audit

“Yeah, and the, I think the hospital has, with handwashing, the hospital actually has a 90% benchmark like a target rate for 
handwashing so they audit that quite frequently and that quite good so what we observed was you know handwashing was 
done quite well and nurses have a lot of strategies to make sure they wash their hands longer than 30 seconds” (Australia, Public, 
Participant 8).

Quality 
improvement 
monitoring

“They have a lot of performance measures and probably in fact too many of them” (United States, Public, Participant 3).

Context Attribute: Facility Characteristics

Geography
“Context, very heterogeneous and the public health needs of the populations vary very greatly around the different parts of 
the country… So there are very different needs in different parts of the country so that’s it’s a major driver of context” (Canada- 
Alberta, Private, Participant 1).

Type of facility
“So in terms of the setting it would be like for example, you know, at the, at the kind of macro level what’s the healthcare setting, 
you know the type of model that you’re existing in. Then down at the hospital level is it an acute care hospital or long-term care 
hospital. Is it a university-affiliated or not” (Canada- Nova Scotia, Public, Participant 5).

Size “We do know that larger hospitals have invested in internal change capacity and smaller hospitals or smaller provider organizations 
have struggled with that” (Canada- Ontario, Public, Participant 1).

Context Attribute: Financial Considerations

Funding “There is the challenge of the fact that they because this country has austerity budgets that there isn’t always funding in the local 
areas to deliver the kinds of programs that will make a difference to the public” (United Kingdom, Public, Participant 2).

Costs

“If one is talking about implementation, the primary obstacle to implementation certainly was cost. That was the #1 concern that 
any new intervention whether it was for quality or patient safety or affordability it had to be either cost neutral or it had to promise 
cost savings. And if you couldn’t do those things then the intervention really was a non-starter. So I think that cost was a primary 
barrier” (United States, Public, Participant 1). 
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Feature Illustrative Quote

Funding model

“It depends what kind of organization they’re working in. If they’re working for a state organization like the NHS most of it is, then 
there will be some organizational responsibility and they will also have a professional responsibility to do that. But we see more 
and more care being delivered through third sector organizations and they may perceive their responsibility if they perceive it at all, 
quite differently. If they’re independent sector organizations again it may be quite different depending if some of these organizations 
have doctors, nurses whoever working for them and they will, they’ll see some professional responsibility. But it may not be an 
organizational responsibility. And again if you look at these long-term I mean I have these organizations in my mind because I’ve 
been doing research with them recently, but these long-term residential care facilities they are typically privately owned and typically 
staffed by people with—and most of the care workers will not have a high level of clinical or even other education” (United Kingdom, 
Public, Participant 4).

Financial incentives “So, I think a lot of it is context as well, is remuneration systems, there’s a lot of perverse incentives out there in the health system 
that encourages people, or certainly rewards people, to not do the best job they can” (Australia, Public, Participant 3).

Context Attribute: Governance

Governance 
(generally) “The kind of governance in organizations is really important” (United Kingdom, Public, Participant 3).

Organizational 
structure

“Organisational structures that can actually support innovation in an organisation have to be very varied, well thought through…So 
in designing organisational structures that actually bring all of that together, rather than fragment, they’re exceedingly challenging. 
So I don’t for a minute suggest that to design a structure that would make all of that work is by any means easy but I will probably 
point out that I think one of our great impediments to innovation is actually being clear about which reporting line you should be 
working through to get change” (Australia, Public, Participant 1).

Departmental 
approval

“There’s another story with the challenges we’ve had, the bureaucrats and all those red tapes. They still haven’t passed after months 
we have been talking to them. It’s just a long process to get something approved [a digital documentation tool]” (Australia, Public, 
Participant 8).

Context Attribute: Leadership

Leadership 
(generally)

“This top down system wide leadership worked was a really important part of the context in combination with this bottom up clinical 
leadership. And that system wide leadership was missing, so it was harder for them to make a decision whereby some organizations 
would lose out” (United Kingdom, Public, Participant 3).

Mentorship
“I that there are things people can do. There are actions that managers and leaders in organizations can take so that context is 
positively reinforcing or let’s say nudges people to behave in certain ways in the organization and not in other ways” (United States, 
Public, Participant 1).

Organizational goals 
and priorities

“When we’ve got our implementation priorities aligned with organizational priorities it’s easier…compared with if we’d gone along 
with something which was going to distract them from their key priorities then it would have been less welcome. And it would have 
been hard to have sold implemented interventions” (United Kingdom, Public, Participant 6).

Champions “So hands down you need to have local champions. You don’t have champions don’t even try and do it it’s a waste of time” (Canada- 
Alberta, Private, Participant 1).

Context Attribute: Organizational Readiness for Change

Buy-In
“That people, particularly practice nurses in paediatrics really need to feel that it is going to be a value add in what we’re doing 
in order to have buy-in and then for them to devote the energy and the resource that you’re gonna need in order to implement a 
change” (Canada- Nova Scotia, Public, Participant 1).

Capacity 
“That people, particularly practice nurses in paediatrics really need to feel that it is going to be a value add in what we’re doing 
in order to have buy-in and then for them to devote the energy and the resource that you’re gonna need in order to implement a 
change” (Canada- Nova Scotia, Public, Participant 1).

Engagement “Like good ideas don’t go away and if clinicians are … heavily drawn into that process they will get what they want from their 
leaders” (United States, Public, Participant 4).

Context Attribute: Professional Role

Professional role 
(generally)

“It’s not about valuing what one person does over another. It’s about understanding that #1 there’s more than enough work for 
everyone and how do we support the right person in the right place doing the right role for the patient? And, and within that have 
them understand each other’s roles that compliment and how they’re different” (Canada- Nova Scotia, Public, Participant 2).

Clinical skill set “The other aspect is the knowledge; skills and understanding of the staff who could best use the evidence and put it into practice” 
(United Kingdom, Public, Participant 2).

Professional 
education

“Re healthcare workers…. How knowledgeable how educated are they on translation science? There’s individuals that are at the 
bedside so do you have a high percentage of very, you know, well-educated nurses? So they’re educated at the bachelors or graduate 
level or do we have predominantly associate level or practical nurses that are working. I think educational level makes a big difference 
in terms of the understanding of the use of evidence in making clinical practice changes and the implementation of those practice 
changes” (United States, Public, Participant 2).

Accountability “You know, my professional group does this and we’re responsible to this and this is our accountability” (Canada- Ontario, Public, 
Participant 3). 

Job Autonomy  “It’s their own decisions along capacity, time, resources, whatever decisional autonomy they have, whatever decisional autonomy 
the patient has” (United Kingdom, Public, Participant 1)

Professional 
development

“Again so to them it’s well it’s their training; it’s their level of …, their level of CPD, Continuing Professional Development or other 
ongoing educational stuff” (United Kingdom, Public, Participant 1)

Table 3. Continued
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Feature Illustrative Quote

Conflict

“There was, you know, there was among the clinicians involved a certain amount of squabbling around about exactly which statin 
medication to put as the preferred medication in our formulary. So there was like, you know, some professional differences of opinion 
in people whose favourite drug was on it got more onboard. And people who didn’t, you know, who were not on the prevailing side 
of that argument were had a little bit of a not invented here situation but was someone else’s program because it wasn’t even the 
drug they wanted to use” (United States, Public, Participant 3).

Context Attribute: Resource Access

Resource access 
(generally)

“You need resources at your disposal in order to collect it and this was the huge challenge across this organisation. There’s very little 
priority around equipping people with the resources to gather the evidence they need to make their case” (United States, Public, 
Participant 3).

Lack of time “Our clinicians are so busy. … a primary care provider they have a panel of, you know, 2500 patients. They’re insanely busy they’re just 
not gonna have the time to be aware of these best practices or these guidelines or whatever” (United States, Public, Participant 4).

Existence of 
guidelines

“There’s a pretty constant attention to issues of quality and so issues of clinical guidelines and clinical implementation guidelines that 
is the creation of site-specific guidelines to figure out how to put into practice general clinical guidelines let’s say from national level 
quality consensus panels” (United States, Public, Participant 1)

Formal 
communication “There’s a lot of communication networks that have already been existing in the system and one of those a newsletter that comes 

out every month. Another is a website that has the newsletter on that comes out every month” (United States, Public, Participant 3)

Expert support
“I was talking to some of my colleagues, saying, if only the hospitals had a position called KT consultants or something. It’s their role, 
they have to do it. Then it will sustain. Otherwise this is too difficult and especially with the knowledge as well. Sometimes they, you 
kind of have to kind of educate a lot of people along the way to do it, systematically so you don’t just implement something without 
a proper research process” (Australia, Public, Participant 8).

Technology “Then, of course there are other things that are more easily identifiable like technology... Those things are certainly not unimportant. 
They certainly form an important part of the experience for individuals who are in, you know, modern work places” (United States, 
Public, Participant 1).

Organizational 
training and 
education

“You gonna publish this [guideline] … you have to have this educational process where you have to let people know about the 
pathway, bring them in, educate them about them, have them ask questions” (Canada-Alberta, Private, Participant 1).

Documentation
“And documentation was the main problem; there was, you know, a lot of research studies you know, documentation’s important in 
patient safety and all that but um, and it was 25% of people didn’t document anything anywhere. … we asked the people how they 
documented and tools they used…. So we designed a digital, ‘cause the hospital documentation system went digital probably a year 
before the project. But the surgical wound documentation was still in hardcopy” (Canada-Ontario, Public, Participant 3).

Online Resources
“This is online this is like your knowledge is consistently and always updated. It’s like Wikipedia it’s like when a new knowledge comes 
in boom it gets published and everybody sees it. Not like publishing these hard copy things, these PDFs that like old school. This is like 
everybody goes to this online portal that where the knowledge is kept up-to-date instantly and everybody can see it and knows that 
this is the latest stuff” (Canada-Alberta, Public, Participant 4).

Equipment “And so one of the factors is the, the institution so even if a surgeon or wanted to do laparoscopic surgery if he or she worked at a 
hospital that didn’t have the laparoscopic equipment they wouldn’t do it” (Canada-Ontario, Public, Participant 2).

Space as a resource “Sometimes they will have, maybe more likely to have, larger facilities. So they actually, even if they don’t have a private consulting 
room they will have a private room that they can take the patient to” (Australia, Public, Participant 3).

Context Attribute: System Features

Organizational 
support

“Putting support systems in place that included daily huddles where you’re trying to start to do some of the implementation of the 
change. Getting, doing some job shadowing and data collection” (Canada- Nova Scotia, Public, Participant 2).

Managing change
“And then and so then it’s so those are some of the challenges of figuring out the logistics to stop those things happening. So, you 
know, how can you get the overhead pager turned off so it’s not, you know, it’s usually loud? How can you get pharmacies to, to 
change the automatic timing to that, you know, the statins aren’t given at 11:30 at night, for example?” (Canada- Ontario, Public, 
Participant 5).

System complexity
“I think a key challenge is related to the complexity or the under-estimation of the complexity of the system involved. … if you’ve done 
any work in a complex system, when you shift something in one place, something moves elsewhere that was unexpected” (United 
Kingdom, Public, Participant 4).

Organizational 
stability

“So what’s happening within those regional organizations? They’ve got different dynamics going on. Some of them have new 
leadership and some of them have old leadership. Some of them have, I mean not old leadership, established leadership. [laugh] 
Some of them have different market dynamics and have a need to, different need to respond with, you know, different sort of 
standards and expectations of care in their local setting” (United States, Public, Participant 3).

Context Attribute: Work Structure

Work structure 
(generally)

“If there’s a very authoritarian practice management structure, I think that tends to actually really influence the way people 
view change and generally I see implementation as change. If they see it as it being pushed down on them, they don’t give their 
‘permission’ to actually undertake the work, and so it’s always, ‘I don’t have enough time.’ There’s a lot of reasons come out then, 
I think the management structure can have a major influence and whether or not people see themselves as working together, 
teamwork is embodied rather than just on paper” (Australia, Public, Participant 4).

Teamwork
“So the work that we’ve done in surgery we’ve really gotten nurses, anaesthesiologists and surgeons to work together. And I think 
often various groups they’re not working together and so that’s a big barrier too they have to overcome” (Canada- Ontario, Public, 
Participant 2).

Table 3. Continued
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Feature Illustrative Quote

Disconnect 
between research, 
education, and 
clinical care

“It’s fantastic that we’ve all these scientists and amazing people who do research but how do we then get it back into practice? And 
I really feel that’s our missing link” (Australia, Public, Participant 6).

Standardization of 
care

“… what we’re aiming to do is standardize care across the province according to the best clinical practices and the pathway that the 
experts have identified approach across the organization” (Canada- Ontario, Public, Participant 1).

Workload
“The most difficult thing that we have to deal with is the overwhelming amount of other stuff we have to do. So it’s hard enough 
to do the day job without making time to do new stuff or even how you’d plan how you’re going to stop doing old stuff” (United 
Kingdom, Public, Participant 6).

Workflow “I think a little more specifically it’s also the way that they currently accomplish work. The routines that they use the workflow 
patterns” (United States, Public, Participant 1).

Scheduling
“They had to totally rethink their staffing patterns including their core hours they worked and when they all took, when everybody 
on the team took their vacations because they no longer had a predictable pattern of when people were coming for appointments” 
(United Kingdom, Public, Participant 4).

Continuity of care
“We looked at community pharmacists’ screening for absolute risk of cardiovascular disease. The main challenge, that was the 
sort of clinical issue, the main challenge was the continuity of care between pharmacies and general practice” (Australia, Public, 
Participant 3).

Context Attribute: Political Climate

Political climate 
(generally)

“So the broader political climate it’s a big piece which is, you know, close after the government of the day and elected representatives” 
(United Kingdom, Public, Participant 1).

Context Attribute: Regulatory and Legislative Standards

Regulatory and 
legislative standards 
(generally)

“There’s a wider context of say the regulatory framework or whatever that people are operating in ‘cause they’ll be different, there 
can be different policies depending on the jurisdiction that you’re in.” (Australia, Public, Participant 2).

Provincial 
responsibility 

“There’s a provincial role or more of a provincial role we should take in supporting clinical networks if, if what we want is to support, 
you know, standardizing practice and supporting best practice. So like in some areas we have, we have put I would say tremendous 
provincial resource into supporting clinical networks and the cancer system’s a good example” (Canada-Ontario, Public, Participant 
3).

Standard of practice 
or care

“I would also say that at the time that standards or indicators or, you know, even innovative practices that we’re trying to promote 
[laugh] at this time that they’re being identified having a mix of perspectives that bring those that context to that discussion is also 
important” (Canada-Ontario, Public, Participant 4).

Accreditation
“So accreditation, we work with two accrediting bodies, one is Accreditation Canada and the other one is the College of Physicians 
.... So Accreditation Canada does largely, you know, our system accreditation and the College of Physicians does our lab and some 
smaller clinic kinds of accreditation for us at this point in time” (Canada-Alberta, Public, Participant 4).

Legal “The way we’re structured, the local medical groups are really completely separate entities. They’re not just different divisions of the 
same body, they’re legally structured differently” (United States, Public, Participant 3).

Abbreviation: KT, knowledge translation.

Table 3. Continued

to level of experience, also displays the presence or not of 
all 16 attributes and 66 features of context by primary role 
of the key informants. Similar to country and level of KT 
experience, all context attributes and most features (n = 61 
of 66) were mentioned by key informants in both primary 
roles. Four features were discussed by KT researchers but not 
change agents/KT specialists: (1) workflow (attribute: Work 
Structure), (2) continuity of care (attribute: Work Structure), 
(3) social interactions (attribute: Collaboration), and (4) 
departmental approval (attribute: Governance). One feature 
was discussed by change agents/KT specialists but not KT 
researchers: provincial responsibility (attribute: Regulatory 
and Legislative Standards).

Discussion
Summary of Findings
The purpose of this study was to compile a list of contextual 
attributes and their features relevant to KT in health settings 
from the perspective of health system stakeholders (change 
agents/KT specialists and KT researchers). We codified tacit 
knowledge of these stakeholders in four countries about 

what constitutes context. In total, we identified 66 unique 
features of context, categorized into 16 broader attributes. 
The 16 attributes of context covered all contextual issues 
identified in all 39 interviews. We found instances of all 16 
attributes of context in the interviews irrespective of country, 
level of experience with KT, and primary role (change agent/
KT specialist vs. KT researcher), revealing robustness and 
transferability of our attributes of context. Some variation in 
context was identified at the finer-grained feature level (of 
these attributes) but even then, most features were relevant 
across countries, KT experience levels and primary role.

New Attributes of Context Identified and their Features 
We compared the 66 features of context identified in this study 
to those contained in the TICD framework checklist,60 a recent 
comprehensive published consolidation of KT checklists 
based on frameworks which include context. The TICD 
includes elements that are in popular meta-typologies such as 
the CFIR,44 as well as commonly used conceptual frameworks 
such as the Theoretical Domains Framework42,43 and the 
PARiHS Framework48. Almost all of our context attributes 
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Table 4. Presence of Context Attributes (n = 16) and Their Features (n = 66) by Country (n = 4)

Attribute Feature Country
Australia Canada UK USA

Patient characteristics Patient demographics √ √ √ √

Patient expectations and preferences √ √ √ √

Health professional characteristics Group composition √ √ √ √

Experience √ √ √ √

Collaboration Collaboration (generally) √ √ √ √

Networks √ √ √ -

Partnerships √ √ - -

Social interactions - - - √

Culture Organizational culture √ √ √

Evaluation Evaluation (generally) √ √ √ √

Routinized feedback √ - √

Routinized audit √ √ - √

Quality improvement monitoring - √ - √

Facility characteristics Geography √ √ √ √

Type of facility √ √ √ -

Size √ √ - -

Financial considerations

Funding √ √ √ √

Costs √ √ √ √

Funding model √ - √ √

Financial incentives √ √ √ √

Governance Governance (generally) √ √ √ √

Organizational structure √ √ √ √

Departmental approval √ - - -

Leadership Leadership (generally) √ √ √ √

Organizational goals and priorities √ √ √ √

Champions √ √ √ √

Mentorship - √ - -

Organizational readiness for change

Buy-In √ √ √ √

Capacity √ √ √ √

Engagement √ √ √ √

Professional role Professional role (generally) √ √ - √

Clinical skill set √ √ √ √

Professional role training √ √ √ √

Accountability √ √ - √

Job autonomy - √ √ √

Professional development - √ √ √

Conflict √ √ - √

Resource access Resource access (generally) √ √ √ √

Lack of time √ √ √ √

Existence of guidelines √ √ √ √

Formal communication √ √ - √

Expert support √ √ - √

Technology √ √ - √

Organizational training and education √ √ √ √

Documentation √ √ - -

Online resources √ √ - √

Equipment √ √ - -
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(n = 15 of 16) mapped to concepts in the TICD, supporting 
international consensus for these attributes. The one attribute 
from our analyses that is not represented in TICD is ‘Facility 
Characteristics.’ Three features were identified in our study 
that characterize this attribute: geography, type of facility, and 
size. 

While many of our 16 higher-level attributes of context 
were known previously, they were not well-defined. Through 
this study, we synthesized experiential knowledge about 
context attributes and provide a large range of illustrative 
features for them. For instance, almost half of the features 
(n = 27 of 66) identified by key informants in this study are 
not contained in the TICD checklist. This includes new 
features in most (n = 12 of 16) attributes. We identified new 
features of several commonly discussed context attributes: 
(1) attribute Resource Access (new features – existence of 
guidelines, technology, documentation, online resources); (2) 
attribute Leadership (new feature – mentorship); (3) attribute 
Work Structure (new features – work structure generally, 
disconnect between research, education, and clinical care, 
standardization of care, workload, scheduling, continuity of 
care); (4) Attribute Financial (new feature – funding model); 
(5) attribute Collaboration (new features –partnerships, 
social interactions); (6) Attribute Professional Role (new 
feature – accountability, job autonomy); and attribute System 
Features (new features –managing change, system complexity, 
organizational stability). We also identified new features for 
some less commonly discussed context attributes including: (1) 

attribute Professional Role (new features – accountability, job 
autonomy); (2) attribute Evaluation (new feature – routinized 
audit); (3) attribute Patient Characteristics (new feature – 
patient demographics); (4) attribute Governance (new feature 
– departmental approval); and (5) attribute Regulatory and 
Legislative Standards (new features – provincial responsibility, 
accreditation). 

One reason why many of our features might be lacking 
from the TICD and other meta-typologies such as the CFIR 
may be because that these frameworks focus mainly on higher 
level context attributes rather than the more detailed context 
features. Our identification of these features is a critical 
advancement in the KT field. As a result of this work, we 
advance much needed conceptual clarity in context, which 
is critical to develop common assessment tools to measure 
context to determine which specific context features are 
more or less important in different contexts and for changing 
different healthcare professional behaviours. The expectation 
is that such measurement tools could subsequently be used 
to: (1) tailor KT intervention designs and their delivery, 
(2) better interpret the effects of KT interventions, and (3) 
pragmatically guide change agents and researchers in their 
KT efforts.

Common Attributes of Context
Next we discuss the more commonly identified context 
attributes that surfaced in our interviews with stakeholders 
internationally.

Attribute Feature Country
Australia Canada UK USA

Space as a resource √ √ - -

System Features Organizational support √ √ √ √

Managing change √ √ - √

System complexity - √ √ -

Organizational changes √ √ √ √

Work structure Work structure (generally) √ √ √ √

Teamwork √ √ - √

Disconnect between research, education, and clinical care √ √ - √

Standardization of care √ √ √ √

Workload √ √ √ -

Workflow √ √ - √

Scheduling √ - √ -

Continuity of care √ - - √

Political climate Political climate (generally) √ √ √ √

Regulatory and legislative standards Regulatory and legislative standards (generally) √ √ - √

Provincial responsibility - √ - -

Standard of practice or care √ √ √ √

Accreditation √ √ - √

Legal √ - - √

√ = mentioned by at least 1 interviewee in the designated country.
- = not mentioned by any interviewees in the designated country.

Table 4. Continued
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Table 5. Context Attributes (n = 16) and Features (n = 66) by KT Experience and Primary Role

Attribute Feature Experience Primary Role

Less (0-5 
Years)

(n = 11)

More (>5 
Years)

(n = 28)

Researcher
(n = 20)

Change Agent
(n = 19)

Patient characteristics
Patient demographics √ √ √ √

Patient expectations and preferences √ √ √ √

Health professional 
characteristics

Group composition √ √ √ √

Experience √ √ √ √

Collaboration Collaboration (generally) √ √ √ √

Networks √ √ √ √

Partnerships √ √ √ √

Social interactions √ √ √ -

Culture Organizational culture √ √ √ √

Evaluation Evaluation (generally) √ √ √ √

Routinized feedback √ √ √ √

Routinized audit √ √ √ √

Quality improvement monitoring - √ √ √

Facility characteristics

Geography √ √ √ √

Type of facility √ √ √ √

Size √ √ √ √

Financial considerations
Funding √ √ √ √

Costs √ √ √ √

Funding model √ √ √ √

Financial incentives - √ √ √

Governance Governance (generally) √ √ √ √

Organizational structure √ √ √ √

Departmental approval √ √ √ -

Leadership Leadership (generally) √ √ √ √

Organizational goals and priorities √ √ √ √

Champions √ √ √ √

Mentorship - √ √ √

Organizational readiness 
for change

Buy-In √ √ √ √

Capacity √ √ √ √

Engagement √ √ √ √

Professional role

Professional role (generally) √ √ √ √

Clinical skill set √ √ √ √

Professional role training √ √ √ √

Accountability √ √ √ √

Job autonomy √ √ √ √

Professional development - √ √ √

Conflict √ √ √ √

Resource access

Resource access (generally) √ √ √ √

Lack of time √ √ √ √

Existence of guidelines √ √ √ √

Formal communication √ √ √ √

Expert support √ √ √ √

Technology √ √ √ √

Organizational training and education √ √ √ √

Documentation √ √ √ √

Online resources √ √ √ √

Equipment - √ √ √

Space as a resource - √ √ √
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Attribute Feature Experience Primary Role

Less (0-5 
Years)

(n = 11)

More (>5 
Years)

(n = 28)

Researcher
(n = 20)

Change Agent
(n = 19)

System features

Organizational support √ √ √ √

Managing change √ √ √ √

System complexity √ √ √ √

Organizational stability √ √ √ √

Work structure

Work structure (generally) √ √ √ √

Teamwork √ √ √ √

Disconnect research, education, care √ √ √ √

Standardization of care √ √ √ √

Workload - √ √ √

Workflow √ √ √ -

Scheduling √ √ √ √

Continuity of care - √ √ -

Political climate Political climate (generally) √ √ √ √

Regulatory and legislative 
standards

Regulatory and legislative standards (generally) √ √ √ √

Provincial responsibility - √ - √

Standard of practice or care √ √ √ √

Accreditation √ √ √ √

Legal √ √ √ √

Abbreviation: KT, knowledge translation. 
√ = mentioned by at least 1 interviewee in the designated category.
- = not mentioned by any interviewees in the designated category.

Table 5. Continued

Culture
All 39 key informants in this study identified the context 
attribute Culture as relevant to KT. This finding is consistent 
with previous studies examining stakeholder perspectives 
on facilitators of and barriers to KT,74-80 suggesting broad 
agreement among stakeholders internationally of the 
importance of culture. This is important because consensus 
among organizational leaders on the factors important for KT 
has been associated with greater success in the implementation 
of evidence-based practices.81

The feature ‘organizational culture,’ which refers to the 
normative beliefs and shared expectations that govern the 
work behaviour of a clinical team or employees of a healthcare 
facility, was mentioned by key informants across all four 
countries in this study. This is consistent with past research. 
For example, Beidas and colleagues,74 in a recent study of 
stakeholders’ perspectives of the facilitators of and barriers 
to implementing evidence-based practices in a United 
States public mental health system, found agencies that were 
successful in implementation were those that “changed their 
culture to fit the needs of the evidence-based practice” (p. 
897). Similarly, Harvey and colleagues,75 who investigated 
which contextual factors are most influential in mediating 
performance improvements in the United Kingdom 
(England and Scotland) public health systems, found that 
organizations with successful implementation of evidence-
based practices were those that had organizational leadership 

and management that promoted a “can do” culture. 

Resource Access 
The attribute Resource Access was also identified by all 
key informants across all countries in our study. The 
importance of Resource Access was acknowledged in 
multiple previous studies.74,75,77-80,82,83 Specifically, previous 
studies with health system stakeholders found that lack of 
appropriate resources such as insufficient staffing,78-80,83 lack 
of appropriate educational and training programs,74,75,78,83 and 
insufficient support and poor communication75,83 hindered 
implementation efforts. In the present study, the most 
commonly discussed Resource Access feature was lack of time. 
This is consistent with previous research indicating the need 
for protected time for KT efforts (eg, supervision, training and 
education) to ensure consistent and maintained engagement 
by staff and leaders.74,79,82,83 The importance of lack of time 
may also reflect individuals’ unwillingness to partake in 
uncompensated work tasks or activities that take time away 
from more pressing patient care demands. This feature may 
be particularly important for individuals who must balance 
many competing demands on their time. 

While the attribute Resource Access was mentioned by all 
key informants on our study, it is unclear why certain features 
of the attribute were viewed as more important (ie, mentioned 
by more key informants) than other features within the 
attribute. For example, the feature of lack of time was discussed 
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by the majority of key informants in all four countries, while 
the features equipment, and space as a resource were both 
only mentioned by one key informant in each of Australia 
and Canada. This may reflect that having enough time to 
implement an innovation is crucial regardless of what the 
innovation is. Likewise, having sufficient equipment and 
space may be specific to particular innovations and thus not 
a universal important component of context necessary for 
successful KT. However, it may also be that participants in 
our study had sufficient experience in KT that they did not 
require special equipment or space and therefore did not view 
those components as important contextual features.

Organizational Readiness for Change
All three features of Organizational Readiness for Change 
were commonly mentioned by the key informants in all 
four countries in our study: (1) buy-in (agreeing with and 
accepting a suggestion or change (eg, a new policy)); (2) 
capacity (the organization’s total workload for running 
current operations and could include conducting change 
activities); and (3) engagement (the meaningful involvement 
of staff or stakeholders in the delivery of healthcare services). 
The identification of these features as important to KT 
are also consistent with previous reports of stakeholder 
perspectives.74,75,80 Beidas and colleagues74 found that agencies 
with early and sustained engagement experienced successful 
implementation of evidence-based practices more often than 
did agencies without capacity and engagement. Similarly, lack 
of buy-in is suggested to impede KT because individuals who 
are not fully committed to the implementation are thought to 
be less motivated to contribute to and ensure the success of 
the project.74,75,80

Collaboration, Financial Considerations, Leadership, Work 
Structure
Other more common attributes identified in our study 
included: Collaboration, Financial Considerations, Leadership, 
and Work Structure. Previous studies investigating 
stakeholders’ perspectives of factors important for KT have 
also identified leadership as a core feature. Specifically, 
the presence of committed and supportive leaders and 
managers who are responsive to KT has been noted as 
important.75,76,82,83 Similarly, components of Work Structure,74,80 
Financial Considerations,76,77,79,80 and Collaboration between 
stakeholders74-76,78-80 have also been identified as key features of 
context important to KT by diverse stakeholders internationally. 
With respect to Work Structure, Beidas and colleagues74 in 
a study of stakeholders from the United States found that 
teamwork (a feature of our context attribute Work Structure) 
was important to KT in that it facilitates buy-in (a feature of 
our context attribute Organizational Readiness for Change) 
and setting organizational goals and priorities (a feature of our 
context attribute Leadership). Financial features identified in 
previous studies from several countries were similar to those we 
identified. Financial features were found to facilitate KT when 
perceived cost was low or known,79,80 funding was available for 
the implementation,79 and incentives were offered to encourage 
buy-in towards the implementation76; and were found to hinder 

KT when cost was high or unknown.77 Internationally, multiple 
studies with stakeholders have also identified the importance of 
collaboration between stakeholders, both internal and external 
to the organization.74-76,78-80 Beidas and colleagues74 in their 
study of United States stakeholders found that coordinated 
collaboration across stakeholder groups throughout the 
whole KT process was important to achieve successful 
implementation of evidence-based practices. Muellmann and 
colleagues,78 in a study of stakeholders across five countries 
(Belgium, Germany, Ireland, Norway, and Poland) found 
that in addition to collaboration during KT, continued 
collaboration and communication between stakeholders (after 
implementation) was also necessary to facilitate successful KT. 
Similar to our study, Harvey et al,75 Schneider and colleagues,80 
and Renz and colleagues79 in studies with stakeholders in the 
United Kingdom (England and Scotland) and United States, 
found specifically that extending collaboration to external 
organizations/stakeholders was important to successful KT.

Less Commonly Reported Features of Context
While the 16 attributes of context identified in this study 
varied very little by country, stakeholder level of experience 
with KT (less/more experienced) and stakeholder primary 
role (change agent/KT specialist vs. KT researcher), there was 
some (although limited) variation as expected in the finer 
grained features of context. While all features were mentioned 
by multiple stakeholders, 14 of the 66 features were reported 
less consistently (ie, in fewer than 3 of the 4 countries in our 
study). The majority of these 14 features were reported by key 
informants regardless of their level of experience with KT or 
their primary role. Furthermore, 11 of them were identified 
by stakeholders in more than 1 country. The only notable 
trend was that most of the uncommon features (n = 12 of 14) 
were not identified by stakeholders in the United Kingdom. 
However, stakeholders from United Kingdom in general, in 
this study, spontaneously identified fewer features of context 
(n = 40 features) compared to the United States (n = 54), 
Australia (n = 59) and Canada (n = 60). We do not know 
from this study or the literature why some features of context 
would be identified less frequently overall or by stakeholders 
in the United Kingdom in particular, or if these less frequent 
features are less important to KT. Since specific features 
of context were not specifically probed in our study, it is 
possible that more stakeholders would have identified the less 
commonly reported features had they been deliberately asked 
about them. Therefore, at this stage of our research program, 
we have retained all context features identified on our list of 
features in order to not underestimate the importance of any 
of the features. This study comprised a necessary first step of 
codifying tacit knowledge of stakeholders about the nature of 
context, thereby advancing our understanding of context in 
KT. 

Next Steps
In this study we identified context attributes and features 
perceived by health system stakeholders in four developed 
countries to be relevant to KT in health settings. We suggest 
that a similar study to the one reported here be conducted 
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with stakeholders in developing countries to determine if 
the same or different features of context apply in developing 
countries. Simultaneously to the study reported in this 
manuscript, we also identified attributes and features of 
context by researchers59 and healthcare professionals.61 Our 
next steps include triangulation across all three studies to 
produce a unified framework of context for implementation 
that can be useful to health system stakeholders – both change 
agents/KT specialists and KT researchers. Our goal is for 
change agents/KT specialists to be able to use the framework 
to: pragmatically guide their implementation efforts by 
identifying the important features of context to consider when 
choosing, designing and implementing interventions; and 
to help assess the transferability of successful interventions 
from other contexts to their own (by identifying contextual 
features they need to have in place for successful KT).84 KT 
Researchers will be able to use the framework to guide a priori 
assessments of context (to assist in the design and delivery of 
their interventions) as well as posteriori assessments of context 
(to aid in their interpretation of the effects of interventions 
which can then inform the design and delivery of their 
subsequent trials). 

We acknowledge that the direction and extent of influence 
of all context features depend on the extent to which the 
particular feature is lacking or sufficiently available (eg, time) 
and the degree of importance of that particular feature to a 
specific KT initiative/strategy. In this study, we did not set 
out to establish whether a feature has a positive or negative 
effect and under what conditions; instead our purpose was 
to develop a comprehensive list of features of context. Future 
research should focus on trying to elucidate under what 
conditions the context features from this study positively or 
negatively empirically influence KT. A realist review approach 
might be well-suited to investigating under what conditions a 
feature has a specific effect in what kind of KT strategy. 

Limitations and Strengths 
Our main limitation is that we asked stakeholders about 
their perceptions about what contextual factors influence 
KT to surface their experiential (tacit) evidence on this 
topic. We do not know at this stage if the identified factors 
are important moderators of KT strategies or if they have a 
positive or negative effect on KT and under what conditions. 
Second, we did not ask stakeholders about specific context 
features, therefore we cannot state that selected features, 
if not mentioned by stakeholders in a specific country, 
are not important in their country, only that they did not 
spontaneously mention them as important context features. 
Third, we only interviewed stakeholders from clinical practice 
settings (acute care, primary care); stakeholders from other 
health settings (eg, community, public health) may provide 
differing views. Fourth, while each of the countries reflected 
in our sample have dominantly a publicly funded system, 
each also has a private component to their healthcare system. 
However, our sample largely reflects stakeholders from the 
public systems (n = 33 of 39). Fifth, despite conducting a 
relatively large number of interviews, our sample was limited 

to stakeholders in four high income countries. Incorporating 
the views from stakeholders from low- and middle-income 
countries may provide a potentially more complete or nuanced 
picture of the attributes and features of context important 
for KT success internationally. Given these limitations, the 
attributes and features of context presented in this paper 
should be considered provisional until further research is 
done to confirm these findings in other settings. 

The main strength of this study is our sample, which 
included stakeholders from multiple countries and different 
healthcare systems. This allowed us to identify attributes and 
features of context relevant to a broader range of stakeholders 
and settings than in previous studies. 

Conclusion
Through this study, we identified 66 unique features of 
context, grouped into 16 broader attributes of context, 
perceived as relevant to KT in health settings by a variety 
of health system stakeholders internationally. There was 
considerable consistency in the 16 attributes and 66 features 
identified irrespective of the stakeholder’s country, amount of 
KT experience, and primary role (change agent/KT specialist 
or KT researcher), suggesting transferability of the attributes 
and features of context identified in this study. This is the 
largest study to date that we are aware of with health system 
stakeholders that has resulted in the identification of a large 
number of attributes and their features of context perceived 
to be relevant to KT. Further work is needed to confirm these 
findings across a broader range of countries, including low 
and middle-income countries.
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