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Abstract

Background Use of epidemiological research in policy and practice is suboptimal, contributing to significant pre-
ventable morbidity and mortality. Barriers to the use of research evidence in policy include lack of research—policy
engagement, lack of policy-relevant research, differences in policymaker and researcher practice norms, time con-
straints, difficulties in coordination, and divergent languages and reward systems.

Approach and outcomes |n order to increase policy-relevant research and research uptake, we developed the
output-orientated policy engagement (OOPE) model, in Australia. It integrates a foundational approach to engage-
ment with cycles of specific activity focused around selected research outputs. Foundational elements include
measures to increase recognition and valuing of policymaker expertise, emphasis on policy uptake, policy awareness
of the research group’s work, regular policy engagement and policy-relevant capacity-building. Specific activities
include (i) identification of an “output”—usually at draft stage—and program of work which are likely to be of interest
to policymakers; (ii) initial engagement focusing on sharing “preview” evidence from this output, with an invitation to
provide input into this and to advise on the broader program of work; and (jii) if there is sufficient interest, formation
of a researcher—policy-maker partnership to shape and release the output, as well as inform the program of work. This
cycle is repeated as the relationship continues and is deepened. As well as supporting policy-informed evidence gen-
eration and research-aware policymakers, the output-orientated model has been found to be beneficial in fostering
the following: a pragmatic starting place for researchers, in often large and complex policy environments; purpose-
ful and specific engagement, encouraging shared expectations; non-transactional engagement around common
evidence needs, whereby researchers are not meeting with policymakers with the expectation of receiving funding;
built-in translation; time and resource efficiency; relationship-building; mutual learning; policy-invested researchers
and research-invested policy-makers; and tangible policy impacts. A case study outlines how the output-orientated
approach supported researcher—policymaker collaboration to generate new evidence regarding Aboriginal and Torres
Strait Islander cardiovascular disease risk and to apply this to national guidelines.

Conclusion Output-orientated policy engagement provides a potentially useful pragmatic model to catalyse and
support partnerships between researchers and policymakers, to increase the policy-relevance and application of
epidemiological evidence.
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Background

Public health policy is the primary mechanism through
which epidemiological research achieves its effects,
resulting in profound impacts on our daily lives [1]. Glob-
ally, the use of epidemiological research in policy and
practice is suboptimal, contributing to significant pre-
ventable morbidity and mortality [2—4]. Most epidemi-
ologists believe there is a moral imperative to increase
the policy and practice impact of their work [4], which is
augmented by the increasing need to demonstrate social
and economic benefits of taxpayer-funded research [5, 6].

The literature on policymakers’ and practitioners’ use
of research describes a range of barriers to policy impact.
Inaccessibly written, inconclusive research findings and
incompatible time frames are part of the problem, but
much published research is simply unusable by stake-
holders due to its poor policy and practice relevance and
contextualization [7-10]. Some policymakers distrust the
applicability of epidemiological data [11, 12].

Tackling such barriers requires more than improved
reporting and dissemination of research. Epidemiolo-
gists must find ways to address the real-world needs of
policymakers and practitioners [13]; focusing less on sup-
ply and more on demand [14], tackling current policy
questions and grappling with the complex systems and
“wicked” problems that are central to policymaking [15,
16]]. To this end, research—policy partnerships and other
forms of cross-sector interaction are well established
as the most productive means for advancing evidence-
informed policy [13, 17-22]. These interactive models
highlight the centrality of relationship-building, mutual
learning and optimizing complementary cross-sector
expertise [23, 24].

Interactive modes of work, however, have their own
challenges. They are time-intensive and difficult to coor-
dinate, and must contend with the divergent language,
reward systems and practice norms of policymakers and
researchers [25-29]. Furthermore, it can be hard for all
parties to identify entrées for relationship development
and to establish mutually beneficial platforms for col-
laboration. While such challenges are widely bemoaned,
there are few practical proposals for addressing them.
Therefore, there is a need for pragmatic models that can
help to bridge the knowledge gaps, trust and engage-
ment required to develop policy-relevant evidence that is
robust and addresses the needs of local decision-makers.

In this paper, we present such a pragmatic model: out-
put-orientated policy engagement (OOPE). This model
of research—policy and practice engagement and part-
nership has been developed and applied over the past
decade, with demonstrated success. Its development fol-
lowed multiple unsuccessful attempts to engage with pol-
icymakers. In this paper, we describe the OOPE process,
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illustrate its application with a case study, reflect on its
benefits and limitations, and consider the potential les-
sons for other research groups.

OOPE model approach

OOPE is an invitation to policymakers, practitioners
and other end-users to shape research outputs that our
team has carriage of. It was devised by public health
researchers over many years of working in multidiscipli-
nary teams, in partnership with policymakers, practition-
ers and community. It brings to bear our motivation to
improve health outcomes through better research, policy
and practice, and our expertise and experience in epide-
miology, implementation science, knowledge exchange
and mobilization, Indigenous health and research meth-
odologies, general practice and chronic disease.

OOPE integrates a foundational approach to engage-
ment with cycles of specific activity focused around
selected research outputs. This cyclical approach allows
us to act flexibly without losing the ‘active ingredients”
that we believe make it work (Fig. 1).

The foundational approach includes the following:

« culture-focused leadership and capacity-building to
ensure that research group members recognized and
value the expertise and input of policymakers, practi-
tioners, community groups and other end-users;

« shifting the balance within research projects to
increase the emphasis on policy uptake, including
use of written outputs and presentations focused on
policymakers’ needs, and policy-orientated dissemi-
nation and translation strategies;

+ dedicating resources to generating awareness of
the research group’s work with policy/practitioner/
community groups, through multiple channels (e.g.
media, conferences, strategic communication with
policymakers and peak nongovernmental organiza-
tions);

+ regular engagement with and work for policy and
practice agencies (e.g. via meetings, conferences, pro-
vision of advice, responses to submissions and mem-
bership of government and nongovernmental com-
mittees);

+ employment of research staff with skills in poli-
cymaking and clinical and public health practice,
including engagement and implementation meth-
ods and capacity-building in these methods, such as
the development of relevant “soft skills” and traits,
including open listening, humility and resilience;

+ involvement of policymakers, practitioners and com-
munity members as co-investigators throughout
the research process with appropriate training and
capacity-building.
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Fig. 1 Output-orientated policy engagement process overview

The specific activities are described in the following:

Identifying an “output” and program of work which is likely
to be of shared interest

We start by identifying a specific output—usually the
early results for a research paper or report—that we con-
sider likely to be of interest to a particular policy audi-
ence. In general, this output would be at draft stage with
early results available for discussion and would be part
of a broader program of work, thereby proving scope to
build on this research collaboratively.

Initial engagement

Using initial contacts made at committee meetings, con-
ferences and from other networks, we contact an individ-
ual within the relevant policy section and offer to share
“preview” initial findings of the output, prior to publica-
tion, and to obtain their views on how to ensure its policy
relevance. We ask the agency to invite anyone who might
be interested and often suggest an “all-staff” presentation
to inform on the background issues and research ele-
ments that are less confidential, and a more confidential
higher level policy roundtable—for more senior staft who
may want to input into the work. The presentations focus
on the specific research product, providing information
on its background—including summarizing the evidence
to date—findings and implications, and asking attend-
ees how its outputs can be maximized for policy use.

Release output
in partnership

/:' -
', ¢

Deliberations include thinking strategically about stake-
holders, service users and end audiences for the research.
This allows a unique space for interested policymakers
and personnel to add their insights on how a specific
research output could contribute to policy and practice.

Crucially, in this engagement phase we are offering
something of potential value with no strings attached. We
build this potential value into our work by meeting regu-
larly with policymakers and by horizon scanning—both
of which support keeping abreast of developments across
policy, practice and research to identify where potential
contributions can be made and striving to ensure our
work addresses relevant research questions and produces
applicable findings. This has become more sophisticated
as we have built deeper relationships and learnt from our
peers in policy and practice.

Considering the program of work

We also use this opportunity to talk about related work
within the same program but at different stages of devel-
opment. The aim is to generate critical thinking about
the focus of the research and its interpretation, to gather
information about how the overall program of work
could be shaped to meet policy needs. A secondary aim
is to identify if/how the agency might be involved during
the processes of idea inception, conducting the research
and writing it up.
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Forming and furthering partnership work

In most cases, the policy agency accepts our invitation
for ongoing input and so participates in shaping our
work. This process is iterative and responsive to local
conditions, generally involving several interactive presen-
tations and at least one policy roundtable on key aspects
of the research. Policy partners determine the scope of
their involvement and contribution. This usually occurs
at two levels: high-level strategic discussions with senior
policymakers via periodic meetings, and a more intense
“hands-on” collaboration between a small group of poli-
cymakers and researchers.

Releasing the research output and positioning

for implementation

In the final phase, we work in partnership to shape
the form and release of the output and implementa-
tion of findings. We ensure that policy partners are
well informed about publication timelines and have the
opportunity to comment on and respond to the release
of all outputs. Depending on their depth of engage-
ment, they may opt for a coalition approach to release,
participating in media opportunities and liaison with
stakeholders.

Continued engagement

As part of the cyclical approach, the research team iden-
tifies the next output from our program of work to focus
on, drawing on policy interactions to prioritize and
begins the next cycle of engagement, which is often at
a deeper level as relationships and understanding have
progressed. This next cycle often overlaps to some extent
with a previous or subsequent cycle.

OOPE is very much a team approach: no individual
researcher has the knowledge or time to manage it alone.
Although led by a senior staff member, three or four team
members attend every meeting, and a wide range of skills
and specializations are tapped, according to the direction
of the research. For presentations, we ask ourselves “who
can speak to this” and “who should speak to it’; and strive
to include those voices in a compelling narrative [28]. For
example, clinicians lead on clinical issues, and commu-
nity members speak to issues that affect them. Thus, we
form connections with policymakers as scientists, as cli-
nicians and as members of the communities that we seek
to serve.

Case study: ensuring early detection

and management of cardiovascular disease risk

in Aboriginal and Torres Strait Islander peoples
Cardiovascular disease (CVD) is the leading cause of
death for Aboriginal and Torres Strait Islander people
and a major cause of health inequity. This case study
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draws on work in partnership with Aboriginal and Tor-
res Strait Islander health leaders and engagement of
stakeholders from 2015 to 2021 for improving guidelines
on CVD risk assessment in Aboriginal and Torres Strait
Islander adults. The chronology of the case study is out-
lined in Table 1, along with how progress maps broadly
against the OOPE approach, noting its nonlinear and
iterative nature.

Against a background of long-term and continuing
foundational work to foster policy-relevant work and
increase its impact, initial OOPE focused on collabora-
tive work on quantifying the CVD risk profile of the gen-
eral Australian population, with the Australian Bureau of
Statistics and the National Heart Foundation of Australia
[2]. This work was already underway, based on previous
engagement, and work on CVD risk in Aboriginal and
Torres Strait Islander peoples was identified with policy-
makers as an area of future work. Our Aboriginal Refer-
ence Group raised the issue that national guidelines for
Aboriginal and Torres Strait Islander peoples start CVD
risk assessment at age 35 and that CVD events in the
community occur before this age. Aboriginal and Torres
Strait Islander research leaders noted that this cutoff was
based on consensus rather than evidence. Analyses of
relevant data were undertaken, demonstrating that CVD
risk in Aboriginal and Torres Strait Islander peoples is
appreciable from age 18 onwards. This was presented to
the Australian Department of Health, with the need for
guideline alignment and implementation work raised
as the next stage. This research was published [30] and
launched by the then Minister for Indigenous Health,
the Hon Ken Wyatt (Fig. 2). A workshop was also held.
Our team was commissioned to work on a strategy to
align guidelines which was subsequently implemented,
with the outcome that a consensus statement updating
national guidelines to start CVD risk assessment at age
18 in Aboriginal and Torres Strait Islander peoples was
published in 2020 [31].

This first round of engagement with policy-makers
on CVD risk assessment led to further collaboration
on Aboriginal and Torres Strait Islander health checks.
Health checks were identified as a focus of government
policy and a tool for implementing earlier screening
and improving CVD risk assessment and management.
Repeating the OOPE cycle with research on health
checks, we worked with the Department of Health and
the Royal Australian College of General Practitioners
(RACGP) to improve health check templates and guid-
ance [32, 33].

Benefits and limitations
From our experience of using this approach over the past
decade, we have identified 10 key benefits:
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Table 1 Case study: Aboriginal and Torres Strait Islander CVD guideline development and alignment to ensure early detection and
management of CVD risk

Timeline dates

Activity OOPE focus

2003-present

2015-2016

May 2016

2016

2016

June 2016

June 2017

November 2017

December 2017

February 2018

March 2018

April 2018

Team- and system-based work on leadership and capacity- Foundational work
building, emphasis on policy needs, generating awareness of

work, engagement with key stakeholders in CVD, population

health and Aboriginal and Torres Strait Islander health, building

research partnerships and producing policy-relevant research

Identification of absolute CVD risk assessment and manage- Initial engagement, considering the broader program of work,
ment in the general population as an output of likely shared forming and furthering partnership work

policy interest, within a broader programme of work

Engagement with stakeholders on CVD risk assessment and

management in the general population, including Depart-

ment of Health, Heart Foundation, Australian Bureau of

Statistics

Input into general population paper and identification of Abo-

riginal and Torres Strait Islander absolute CVD risk as an area of

interest for future work in the programme

Publication of paper on CVD risk assessment and management Release of research output and positioning for implementation
in the general population [2]

Australian National University CVD program Aboriginal Refer-  Forming and furthering partnership work and continued
ence Group identifies early CVD in Aboriginal and Torres Strait ~ engagement

Islander peoples, prior to the age when assessment is recom-

mended nationally, as a key concern

Analyses of Australian Bureau of Statistics data on Aboriginal
and Torres Strait Islander CVD risk, identifying early onset of
risk, with results fed back to reference group. Commencement
of drafting of paper

All-staff forum and roundtable 1: all-staff presentation and
senior policy roundtable on early results on Aboriginal and
Torres Strait Islander CVD risk at the Australian Government
Department of Health

Work commissioned on risk assessment of CVD for Aboriginal
and Torres Strait Islander population by the Department of
Health; meetings every 3 weeks with staff from the Indigenous
Health Division, Department of Health, from this time until
June 2020, as part of this work

All-staff forum and roundtable 2: All-staff presentation and
senior policy roundtable on implementation gaps in CVD
prevention and proposed policy levers to improve uptake of
absolute CVD risk at the Australian Government Department
of Health. Roundtable focused on possible enhancements to
Aboriginal and Torres Strait Islander health checks to improve
CVD prevention

Submission of report to Australian Department of Health
reviewing evidence for the alignment of guidelines on Aborigi-
nal and Torres Strait Islander CVD risk

Stakeholder workshop on guideline alignment for Aboriginal
and Torres Strait Islander CVD risk, including presentation of
findings on absolute CVD risk in this population

Submission of report to the Department of Health outlining Release of research output and positioning for implementation
a strategy to support revision and alignment of guidelines

for Aboriginal and Torres Strait Islander CVD assessment and

management

Findings on CVD risk in Aboriginal and Torres Strait Islander Continued engagement
adults and Aboriginal and Torres Strait Islander health checks

presented to the General Practice and Primary Care Clinical

Committee Assessments Working Group of the Medicare

Benefits Schedule Review
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Timeline dates

Activity

OOPE focus

June 2018

June 2018

June 2018

July 2018

June 2018-July 2019

May 2019

August 2019

December 2019

March 2020

November 2020

February 2021

Australian National University CVD Aboriginal Reference Group
supports lowering the age for commencing CVD risk assess-
ment to 18 years and recommends communication strategies
to promote community awareness of CVD risk assessment

Workshop of representatives of organizations responsible for
Aboriginal and Torres Strait Islander CVD guideline develop-
ment: Australian Chronic Disease Prevention Alliance, Royal
Australian College of General Practitioners (RACGP) and Central
Australian Rural Practitioners Association. The group agreed on
the need for systematic universal clinical CVD risk assessment
from age 18 and to work together on a consensus statement

Paper on CVD risk in Aboriginal and Torres Strait Islander adults
published online and launched by Minister Wyatt at Parliament
House

Findings on CVD risk in Aboriginal and Torres Strait Islander
adults and Aboriginal and Torres Strait Islander health checks
presented to Indigenous Reference Group of the Medicare
Benefits Schedule Review

Additional analysis on the prevalence of vascular risk factors
in Aboriginal and Torres Strait Islander adults aged 18-29 was
completed using data from the Australian Bureau of Statistics
2012-2013 Australian Aboriginal and Torres Strait Islander
Health Survey. These results were presented to the Aboriginal
Reference Group and Guidelines Working Group to guide
discussions on extending a CVD risk assessment and manage-
ment to adults younger than 30 [30]

Drafting of consensus statement to lower age at CVD risk
assessment in Aboriginal and Torres Strait Islander adults to
18 [31], with Aboriginal and Torres Strait Islander community
representatives and leaders in CVD research as partners and
authors, including representatives from guideline develop-
ment groups: Heart Foundation, RACGP, National Aboriginal
Community Controlled Health Organisation and the Central
Australian Rural Practitioners Association

Endorsement of consensus statement by the Heart Founda-
tion Clinical Committee and Heart Health Committee, Chair of
the RACGP Quiality Care Committee and representatives from
the Stroke Foundation, Kidney Health Australia and Diabetes
Australia

Participation and presentation at roundtable held by RACGP
on enhancements to Aboriginal and Torres Strait Islander
health checks

Consensus statement updating guidelines on CVD risk assess-
ment in Aboriginal and Torres Strait Islander adults submitted
to peer-reviewed journal

All-staff forum and roundtable 3: all-staff presentation and
senior policy roundtable on findings from review of Aborigi-
nal and Torres Strait Islander health assessments and chronic
disease prevention

Consensus statement updating guidelines on CVD risk assess-
ment in Aboriginal and Torres Strait Islander adults published
online [31]. This is the first time all relevant guidelines have
been aligned for Aboriginal and Torres Strait Islander peoples
and that age ranges for assessment have been based on repre-
sentative empirical evidence

National Aboriginal Community Controlled Health Organisa-
tion and RACGP publish Aboriginal and Torres Strait Islander
health check templates that incorporate many of the key
recommendations from the Australian National University
review [34]

Paper on sociodemographic factors and CVD risk factors
among Aboriginal and Torres Strait Islander peoples having
health checks published [32]

Partnership work and continued engagement

Release of research output and positioning for implementation

Continued engagement

Furthering partnership work, continued engagement and posi-
tioning for implementation

Partnership work and continued engagement

Release of research output and positioning for implementation

Continued engagement

Release of research output and positioning for implementation

Release of research output, incorporating our research findings

Release of research output and positioning for implementation
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Fig. 2 Behind the scenes at the launch of the paper on absolute cardiovascular risk in Aboriginal and Torres Strait Islander peoples, Parliament
House, Australia, June 2018 (left to right: Professor Emily Banks, Professor Ray Lovett and the Hon Ken Wyatt, the then Minister for Indigenous Health.

Photo credit: Jamie Kidston/The Australian National University)

A place to start

Policy agencies are large and complex, and it is often
unclear how best to engage. Focusing on a specific out-
put using a straightforward, pragmatic approach allows
researchers to start the process effectively, with evi-
dence that is likely to be of benefit to policymakers.

Policy-useful research outputs

Poor consideration of utility is a key factor in research
wastage [34], and an enduring problem for policymak-
ers who are often faced with a mismatch between their
most pressing questions and academic research find-
ings [35]. OOPE enables us to identify local policy pri-
orities, hone our methods and outputs so that they are
fit for purpose, and interpret findings in relation to the
complex landscape that they will need to impact.

Purposeful engagement

OOPE provides a tightly focused forum for research-
ers and policymakers to start a productive conversa-
tion, which also has a clear line of sight to outcomes.
Expectations are well managed because policymakers
know what is and is not on offer, including what form
the findings will take.

Translational bypass

Policymakers are bombarded with information so tend to
limit their receptivity to survive, and not all are equipped
to understand epidemiological research [7]. Conse-
quently, researchers often struggle to bring even the most
relevant research to policymakers’ attention. However,
when policymakers are involved as critical thinkers in
aspects of the research process, translation is effectively
“built in” [9]. Ongoing dialogue also maintains the focus
on policy-relevant outcomes, preventing “ivory tower
creep” as the project proceeds (e.g. [36, 37]).

Efficiency

OOPE maximizes the use of everyone’s time and ensures
that each party plays to their strengths: policymakers
can critique a tangible plan rather than attempting to
articulate one from scratch, and can focus on strategic
considerations, leaving the researchers to manage the
operational details.

Relationship-building

OOPE showcases team flexibility and appreciation of
policy realities, as well as research expertise, allowing
policymakers to see that these researchers using it are
people they can work with. As the literature indicates
[26, 38], mutual respect and the development of trust
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have been vital. Like others, we have found that the social
capital generated from one piece of partnered work can
drive further collaborations [39]; thus the initial engage-
ment triggers a virtuous circle. We also function as link-
age agents in a wider evidence-informed policy network
by introducing contacts from academia, the nongovern-
mental sector and other policy departments [18].

Mutual learning

Researchers tend to be dismissive about policymak-
ers’ failure to use evidence, but often fail themselves
to understand the reasons for this [40]. Our team has
learned an enormous amount from working with poli-
cymakers which has enhanced our ability to coproduce
policy-useful research. Similarly, we have witnessed
increasing research sophistication from policy partners
during the course of a project. This form of experiential
learning-by-doing creates tacit understanding that can-
not be matched by journal articles or textbooks [41-43].
Such learning oils the wheels for further collaboration.

Risk minimization

The non-transactional nature of OOPE avoids problems
associated with contractual research—policy agencies
are not out of pocket and researchers are not subject to
publishing constraints or prevented from conducting
research that challenges policy programs or paradigms
[39, 44]. Even if nothing comes of initial meetings, the
team and work have had exposure in policy circles which
can put them on the map for consideration at a later date.

Invested policy-makers

In our experience, policymakers who have been involved
in shaping our work also champion the use of the
research findings within their agencies and beyond. Oth-
ers attribute this to a sense of ownership of the research
[45, 46]. Policymakers have also facilitated introduc-
tions to other agencies for related work, enabling new
research—policy partnerships.

Tangible policy impacts

Perhaps most importantly, the approach provides poli-
cymakers with access to high-quality evidence to inform
policy, and OOPE-informed work has had demonstrable
policy impacts, including those illustrated by the case
study [31].

Other empirical studies of cross-sector participation in
research processes show similar effects (e.g. [21, 35, 47]).
Further, we believe that OOPE has enabled us to avoid
many of the pitfalls that others have encountered, such
as repeated meetings with limited impact or outcomes;
tokenistic engagement with policymakers resulting in
research outputs with poor policy relevance; researchers

Page 8 of 11

feeling compromised or politically conflicted by policy
relationships; researchers being perceived as arrogant
yet also policy-naive; and finding that the partnership is
unsustainable, often due to insufficient institutional sup-
port (e.g. [36, 37, 48-50]). The approach acknowledges
that evidence is one input of many into policy processes
which are often tackling wicked problems where there
are diverse stakeholder viewpoints, conflicting values and
different assessments of uncertainty and complexity [51].
We aim to contribute empirically reliable, contextually
relevant and informative findings, and to support their
incorporation in this complex and negotiated process.

However, there are important limitations. Our ability
to respond to policy needs is premised on the epidemio-
logical focus of our research which allows comparatively
fast turnarounds, and accurate estimates of what the pro-
cess and deliverables will entail. Other forms of research,
e.g. experimental or qualitative research, would present
different challenges. Further, OOPE requires high-quality
data and a strong research team. We are a well-estab-
lished multidisciplinary team with access to large, linked
data sets, enough surge capacity to conduct aspects of
our work responsively, and specializations that enable us
to tackle a wide range of research questions. Our ongo-
ing success in obtaining funding outside of the OOPE
process means we are presenting useful information
and opportunities to policymakers rather than asking
for resources—this frames the encounter far more posi-
tively than the “cap-in-hand” approach that policymakers
are most used to from researchers but will not always be
manageable for other research groups.

OOPE is not suited to all situations. For example, it
relies on work being underway or able to commence
without specific funding, so is less appropriate for work
requiring major up-front investment, such as large-scale
infrastructure, trials or cohort studies. It is also not
suited to work where the process and findings cannot be
shared with government or other stakeholders, or where
other more formal coproduction mechanisms are being
employed. OOPE often requires locally relevant data,
which may be considered less impactful in scientific and
publication terms than more investigator-driven work
that is at the cutting edge of certain types of scientific
knowledge.

Lastly, researchers need to understand and respect the
policy process if they are to work effectively within it
[13, 52]. We are committed to maximum policy impact,
which has led us to invest in educational and interactive
forums that increase our policy learning and exposure,
including mentoring for junior and mid-career research-
ers. As our sensitivity to policy needs, constraints and
practice norms has increased, we find ourselves better
able to facilitate dialogue, anticipate challenges and build
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shared understanding. But this demands considerable
time and resources, and the results are not guaranteed:
initial engagement does not always lead to fruitful collab-
oration, and we have no control over how our work will
finally be used by policymakers or practitioners.

Implications for epidemiological research teams
There are many approaches to research-policy engage-
ment; no single model can work in all circumstances [39],
and researchers, policymakers and practitioners must
make the most of local opportunities [53]. While many of
the characteristics of OOPE are context-specific (devel-
oped to meet our team’s circumstances), we believe the
processes and principles that underpin it are transferable,
and we suggest that other epidemiologists, and poten-
tially other researchers, consider whether this approach
might be applied in their contexts. Consequently, we sug-
gest the following:

1. Get in contact with policymakers who work in areas
that could be better informed by your research. We
have found this to be most effective when engaging
across different levels of seniority, particularly with
mid-level, more specialized staff.

2. Ask them, “How can we make our work more useful to
you?”

3. Seek a platform for dialogue and relationship-build-
ing that may lead to other shared endeavours.

4. Refine your ability to present your work in an engag-
ing, open way that invites collaborative input.

5. Be prepared to work flexibly when it will not com-
promise your research interests or integrity, includ-
ing being clear about the limits of your expertise and
capacity.

6. Act opportunistically as well as plan for the long haul;
make sure you follow up conscientiously on contacts
and commitments.

7. Recognize and use the different forms of policy and
research knowledge that inclusive working processes
will reveal.

Formal coproduction partnerships (where policymak-
ers and researchers share responsibility for all stages of
the research project) are increasingly important mecha-
nisms for aligning research outputs with policy needs,
but there is room for other strategies such as OOPE
where researchers engage more organically on the basis
of improving specific research outputs. Descriptions of
such experiences, and of the principles that underpin
them, remain rare, so this paper makes a useful contri-
bution to ongoing conversation and research about how
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to ensure research is relevant and makes a positive differ-
ence to policy and practice.

Abbreviations
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CVD Cardiovascular disease

RACGP Royal Australian College of General Practitioners

Acknowledgements

We thank the many people working in policy who have collaborated with

us to date. We are grateful to Ms Alice Wetherell for creating Fig. 1, Mr Jamie
Kidston for the photograph and the Hon. Ken Wyatt for permission to use the
photograph.

Author contributions
Conceptualization: EB, AH, JA. Writing, original draft: AH, EB. Writing, review
and editing: all authors. All authors read and approved the final manuscript.

Funding

No specific funding was received for this work. Professors Emily Banks and Ray
Lovett are supported by the National Health and Medical Research Council of
Australia (references: 1136128 and 1122273).

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication

All authors approved the final copy for submission. The creator of the
photo has given permission for publication, as have those included in the
photograph.

Competing interests
The authors declare that they have no competing interests.

Author details

'National Centre for Epidemiology and Population Health, The Australian
National University, Canberra, ACT, Australia. 2Institute for Musculoskeletal
Health, The University of Sydney and Sydney Local Health District, Sydney,
NSW, Australia. >School of Public Health, Faculty of Medicine and Health, The
University of Sydney, Sydney, NSW, Australia. *School of Medicine and Psy-
chology, ANU, Canberra, ACT, Australia. >National Aboriginal Community
Controlled Health Organisation, Canberra, ACT, Australia.

Received: 1 December 2022 Accepted: 22 December 2022
Published online: 16 January 2023

References

1. Ezzati M, Obermeyer Z, Tzoulaki I, Mayosi BM, Elliott P, Leon DA. Contribu-
tions of risk factors and medical care to cardiovascular mortality trends.
Nat Rev Cardiol. 2015;12(9):508-30.

2. Banks E, Crouch SR, Korda RJ, Stavreski B, Page K, Thurber KA, et al.
Absolute risk of cardiovascular disease events, and blood pressure- and
lipid-lowering therapy in Australia. Med J Aust. 2016;204(8):320.

3. Brownson RC, Baker EA, Deshpande AD, Gillespie KN. Evidence-based
public health. Oxford: Oxford University Press; 2017.

4. Beaglehole R, Bonita R. Public health at the crossroads: achievements and
prospects. 2nd ed. Cambridge: Cambridge University Press; 2004.

5. Penfield T, Baker MJ, Scoble R, Wykes MC. Assessment, evaluations, and
definitions of research impact: a review. Res Eval. 2014;23(1):21-32.



Banks et al. Health Research Policy and Systems

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

(2023) 21:6

Ovseiko PV, Oancea A, Buchan AM. Assessing research impact in aca-
demic clinical medicine: a study using research excellence framework
pilot impact indicators. BMC Health Serv Res. 2012;12(1):478.

Nutley SM, Walter I, Davies HTO. Using evidence: how research can inform
public services. Bristol: The Policy Press; 2007.

Hallsworth M, Parker S, Rutter J. Policy making in the real world. Evidence
and analysis. London: Institute for Government; 2011.

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(1):2.

Malekinejad M, Horvath H, Snyder H, Brindis CD. The discordance
between evidence and health policy in the United States: the science of
translational research and the critical role of diverse stakeholders. Health
Res Policy Syst. 2018;16(1):81.

. Pappaioanou M, Malison M, Wilkins K, Otto B, Goodman RA, Churchill

RE, et al. Strengthening capacity in developing countries for evidence-
based public health: the data for decision-making project. Soc Sci Med.
2003;57(10):1925-37.

Gollust SE, Seymour JW, Pany MJ, Goss A, Meisel ZF, Grande D. Mutual
distrust: perspectives from researchers and policy makers on the research
to policy gap in 2013 and recommendations for the future. Inquiry.
2017;54:46958017705465.

Davis FG, Peterson CE, Bandiera F, Carter-Pokras O, Brownson RC. How do
we more effectively move epidemiology into policy action? Ann Epide-
miol. 2012;22(6):413-6.

Tseng V. The uses of research in policy and practice Washington, DC:
Society for Research in Child Development 2012. Contract No.: 2.

Best A, Holmes B. Systems thinking, knowledge and action: towards bet-
ter models and methods. Evid Policy. 2010;6(2):145-59.

Head B, Alford J, editors. Wicked problems: the implications for public
management. Presentation to panel on public management in practice,
International Research Society for Public Management 12th annual
conference; 2008 26-28 March; Brisbane.

Petticrew M, Whitehead M, Macintyre SJ, Graham H, Egan M. Evidence for
public health policy on inequalities: 1: the reality according to policymak-
ers. J Epidemiol Commun Health. 2004;58(10):811-6.

de Goede J, Putters K, van der Grinten T, van Oers HA. Knowledge in
process? Exploring barriers between epidemiological research and local
health policy development. Health Res Policy Syst. 2010;8(1):26.
Brownson RC, Hartge P, Samet JM, Ness RB. From epidemiology to policy:
toward more effective practice. Ann Epidemiol. 2010,20(6):409-11.

Bach M, Jordan S, Hartung S, Santos-Hévener C, Wright MT. Participatory
epidemiology: the contribution of participatory research to epidemiol-
ogy. Emerg Themes Epidemiol. 2017;14(1):2.

Kok MO, Gyapong JO, Wolffers |, Ofori-Adjei D, Ruitenberg J. Which health
research gets used and why? An empirical analysis of 30 cases. Health Res
Policy Syst. 2016;14(1):36.

Richards GW. How research-policy partnerships can benefit govern-
ment: a win-win for evidence-based policy-making. Can Public Policy.
2017;43(2):165-70.

Rycroft-Malone J, Burton CR, Bucknall T, Graham ID, Hutchinson AM,
Stacey D. Collaboration and co-production of knowledge in healthcare:
opportunities and challenges. Int J Health Policy Manag. 2016;5(4):221-3.
Hopkins A, Oliver K, Boaz A, Guillot-Wright S, Cairney P. Are research-
policy engagement activities informed by policy theory and evi-

dence? 7 challenges to the UK impact agenda. Policy Design Pract.
2021;4(3):341-56.

Caplan N. 2—Communities theory and knowledge utilization. Am Behav
Sci. 1979;22(3):459-70.

Choi BCK, Pang T, Lin V, Puska P, Sherman G, Goddard M, et al. Can sci-
entists and policy makers work together? J Epidemiol Commun Health.
2005;59(8):632.

Feldman PH, Nadash P, Gursen M. Improving communication between
researchers and policy makers in long-term care or, researchers are from
Mars; policy makers are from Venus. Gerontologist. 2001;41(3):312-21.
Cairney P, Oliver K. Evidence-based policymaking is not like evidence-
based medicine, so how far should you go to bridge the divide between
evidence and policy? Health Res Policy Syst. 2017;15(1):35.

Oliver K, Cairney P. The dos and don'ts of influencing policy: a systematic
review of advice to academics. Palgrave Commun. 2019;5(1):21.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

Page 10 of 11

Calabria B, Korda RJ, Lovett RW, Fernando P, Martin T, Malamoo L,

et al. Absolute cardiovascular disease risk and lipid-lowering therapy
among Aboriginal and Torres Strait Islander Australians. Med J Aust.
2018;209(1):35-41.

Agostino JW, Wong D, Paige E, Wade V, Connell C, Davey ME, et al.
Cardiovascular disease risk assessment for Aboriginal and Torres Strait
Islander adults aged under 35 years: a consensus statement. Med J Aust.
2020;212(9):422-7.

Butler DC, Agostino J, Paige E, Korda RJ, Douglas KA, Wade V, et al.
Aboriginal and Torres Strait Islander health checks: sociodemographic
characteristics and cardiovascular risk factors. Public Health Res Pract.
2022. https://doi.org/10.17061/phrp31012103.

Health check templates. Resources to support health checks for Aborigi-
nal and Torres Strait Islander people. Royal Australian College of General
Practitioners. https://www.racgp.org.au/the-racgp/faculties/atsi/guides/
2019-mbs-item-715-health-check-templates. Accessed 15 Dec 2022.
loannidis JP, Greenland S, Hlatky MA, Khoury MJ, Macleod MR, Moher D,
et al. Increasing value and reducing waste in research design, conduct,
and analysis. Lancet. 2014;383(9912):166-75.

Roby DH, Jacobs K, Kertzner AE, Kominski GF. The California health policy
research program—supporting policy making through evidence and
responsive research. J Health Polit Policy Law. 2014,;39(4):887-900.
Wehrens R, Bekker M, Bal R. The construction of evidence-based local
health policy through partnerships: research infrastructure, process, and
context in the Rotterdam “healthy in the city” programme. J Public Health
Policy. 2010;31(4):447-60.

Rycroft-Malone J, Burton RC, Wilkinson J, Harvey G, McCormack B, Baker R,
et al. Collective action for implementation: a realist evaluation of organi-
sational collaboration in healthcare. Implement Sci. 2016;11(1):1-17.
Haynes A, Derrick GE, Redman S, Hall WD, Gillespie JA, Chapman S, et al.
Identifying trustworthy experts: how do policymakers find and assess
public health researchers worth consulting or collaborating with? PLoS
ONE. 2012;7(3): €32665.

Kothari A, Wathen CN. Integrated knowledge translation: digging deeper,
moving forward. J Epidemiol Commun Health. 2017;71(6):619.

Yamey G, Feachem R. Evidence-based policymaking in global health—
the payoffs and pitfalls. Evid Based Med. 2011;16(4):97-9.

Davies H, Nutley S, Walter I. Why "knowledge transfer”is misconceived for
applied social research. J Health Serv Res Policy. 2008;13(3):188-90.
Bovaird T. Learning about public service co-production when real quality
is that which lies beyond language and number. 38th research confer-
ence of the association for public policy analysis and management; 4
Nov; Washington, DC. 2016.

Haynes A, Garvey K, Davidson S, Milat A. What can policy-makers get out
of systems thinking? Policy partners' experiences of a systems-focused
research collaboration in preventive health. Int J Health Policy Manag.
2020,9(2):65-76.

Grinyer A. Anticipating the problems of contract social research. Social
Research Update; 1999. p.27.

Hanney S, Gonzalez-Block M, Buxton M, Kogan M. The utilisation of health
research in policy-making: concepts, examples and methods of assess-
ment. Health Research Policy and Systems. 2003. https://doi.org/10.1186/
1478-4505-1-2.

Lomas J. Using “linkage and exchange” to move research into policy at a
Canadian foundation. Health Aff. 2000;19(3):236-40.

Jagosh J, Macaulay AC, Pluye P, Salsberg J, Bush PL, Henderson J, et al.
Uncovering the benefits of participatory research: implications of a realist
review for health research and practice. Milbank Q. 2012;90(2):311-46.
Flinders M, Wood M, Cunningham M. The politics of co-production: risks,
limits and pollution. Evidence & Policy. 2016;12(2):261-79.

Pettigrew A, et al. Co-producing knowledge and the challenges of inter-
national collaborative research. In: Pettigrew AM, Whittington R, Melin L,
Sanchez-Runde C, van den Bosch F, Ruigrok W, et al,, editors. Innovative
forms of organizing. Thousand Oaks: SAGE; 2003. p. 352-74.

Haynes A, Derrick GE, Chapman S, Redman S, Hall WD, Gillespie J, et al.
From "our world”to the “real world": exploring the views and behaviour
of policy-influential Australian public health researchers. Soc Sci Med.
2011,72(7):1047-55.

Head BW. Wicked problems in public policy: understanding and respond-
ing to complex challenges. London: Palgrave Macmillan; 2022.


https://doi.org/10.17061/phrp31012103
https://www.racgp.org.au/the-racgp/faculties/atsi/guides/2019-mbs-item-715-health-check-templates
https://www.racgp.org.au/the-racgp/faculties/atsi/guides/2019-mbs-item-715-health-check-templates
https://doi.org/10.1186/1478-4505-1-2
https://doi.org/10.1186/1478-4505-1-2

Banks et al. Health Research Policy and Systems (2023) 21:6

52. Spasoff RA. Epidemiologic methods for health policy. Oxford: Oxford
University Press; 1999.
53. Mitchell P, Pirkis J, Hall J, Haas M. Partnerships for knowledge exchange

in health services research, policy and practice. J Health Serv Res Policy.

2009;14(2):104-11.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 11 of 11

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

e rapid publication on acceptance

e support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations

e maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC




	Output-orientated policy engagement: a model for advancing the use of epidemiological evidence in health policy
	Abstract 
	Background 
	Approach and outcomes 
	Conclusion 

	Background
	OOPE model approach
	Identifying an “output” and program of work which is likely to be of shared interest
	Initial engagement
	Considering the program of work
	Forming and furthering partnership work
	Releasing the research output and positioning for implementation
	Continued engagement

	Case study: ensuring early detection and management of cardiovascular disease risk in Aboriginal and Torres Strait Islander peoples
	Benefits and limitations
	A place to start
	Policy-useful research outputs
	Purposeful engagement
	Translational bypass
	Efficiency
	Relationship-building
	Mutual learning
	Risk minimization
	Invested policy-makers
	Tangible policy impacts

	Implications for epidemiological research teams
	Acknowledgements
	References


