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to prioritize has been proposed by Tugwell. et al. (20065 by gff;ﬁ
Ps: public/community, patient, press, practltif)ner, policy maker,
Jiscussed in Chapter 12). Barriers “must be prioritized as to Whether th
which are ‘mission critical,’ and how to ac}dress them” (Tugwel] o al. 0m
well et al. (2006, p. 646) go on to describe how to identify key ba;n' -V0
criteria: modifiability, available interventions, and “bottleneck issu esf”-"
barriers need to be prioritized based on local settings and relevan; A0
institutional level, this is where stakeholders can be asked to assist in pl‘ieo- f !
L]

realizing that each stakeholder may identify a different barrier.

After idmﬁﬁéaﬁon of barriers and facilitators, one must prj

Using a Model to Develop Interventions to Address the Bafriers‘pa’ .

Models for translation, such as the PARIHS framework, can be useq not onfy .
and assess challenges and barriers to translation, but can also he used (o };c;?lr re
challenges and barriers found. This is the next step in the cascade frameWOrk it €SS the
tion previously mentioned. For example, the category of context, which incly e l‘*
leadership, and evaluation, is important in translation. Although culture can be ummb
and described (see Chapter 14), evaluation (see Chapter 17) and ASSeSSMENt of o
ship (see Chapter 6) are also important. Leadership can be used to address any bam?i%
challenges found in assessment. In addition to leadership, an organizations readmefsﬁr
change is a key factor in addressing barriers to translation. o
An Organizational Readiness to Change Assessment (ORCA) instrument, OI'ganized
according to the core elements and subelements of the PARIHS framework, was devel.
oped (Helfrich, Li, Sharp, & Sales, 2009). The instrument comprises three Major scales
corresponding to the core elements of the PARIHS framework: (a) strength and exteht of
evidence for the clinical practice changes represented by the quality improvement Q)
program, assessed with four subscales; (b) quality of the organizational context for the QI
program, assessed with six subscales; and (c) capacity for internal facilitation of the Ql
program, assessed with nine subscales. Each subscale comprised between three and six
items, assessing a common dimension of the given scale. Although the authors found gen
eral support for the reliability and factor structure of the ORCA, there was poor reliabil
among measures of evidence, and factor analysis results for measures of general resou ct
and clinical champion role did not conform to the PARIHS framework. Additional vali
tion is needed, including criterion validation.,
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B CONCLUSION

In summary, the translation of evideﬂce is fraught Wi[};l chzllenges and barriers, g
the imperative is strong. The translation of knowledge has een promoted by thel

of Medicine (IOM) and has been linked to health care quality. The translation of
edge has been linked to the concept of a paradigm shift of Thomas Kuhn in that,
does not progress linearly, but periodically undergoes paradigm shifts. Now is th

a paradigm shift. However, barriers still exist to the application of knowledge, specif
in the area of risk versus benefit, comfort with current practice versus outcomes
rewards, lack of experience, values, contexts, and others. As individual practiti
need to acknowledge and address these challenges and barriers, and Institutions
also promote translation and address both individual and institutional barriers.
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