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Abstract
Background
A key role of public health policy-makers and practitioners is to ensure beneficial interventions are implemented effectively enough to yield improvements in public health. The use of evidence to guide public health decision-making to achieve this is recommended. However, few studies have examined the relative value, as reported by policy-makers and practitioners, of different broad research outcomes (that is, measures of cost, acceptability, and effectiveness). To guide the conduct of research and better inform public health policy and practice, this study aimed at describing the research outcomes that Australian policy-makers and practitioners consider important for their decision-making when selecting: (a) public health interventions; (b) strategies to support their implementation; and (c) to assess the differences in research outcome preferences between policy-makers and practitioners.

Method
An online value-weighting survey was conducted with Australian public health policy-makers and practitioners working in the field of non-communicable disease prevention. Participants were presented with a list of research outcomes and were asked to select up to five they considered most critical to their decision-making. They then allocated 100 points across these – allocating more points to outcomes perceived as more important. Outcome lists were derived from a review and consolidation of evaluation and outcome frameworks in the fields of public health knowledge translation and implementation. We used descriptive statistics to report relative preferences overall and for policy-makers and practitioners separately.

Results
Of the 186 participants; 90 primarily identified as policy-makers and 96 as public health prevention practitioners. Overall, research outcomes of effectiveness, equity, feasibility, and sustainability were identified as the four most important outcomes when considering either interventions or strategies to implement them. Scores were similar for most outcomes between policy-makers and practitioners.

Conclusion
For Australian policy-makers and practitioners working in the field of non-communicable disease prevention, outcomes related to effectiveness, equity, feasibility, and sustainability appear particularly important to their decisions about the interventions they select and the strategies they employ to implement them. The findings suggest researchers should seek to meet these information needs and prioritize the inclusion of such outcomes in their research and dissemination activities. The extent to which these outcomes are critical to informing the decision of policy-makers and practitioners working in other jurisdictions or contexts warrants further investigation.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s12961-024-01144-4.
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Background
Research evidence has a key role in public health policy-making [1]. Consideration of research is important to maximize the potential impact of investments in health policies and services. Public health policy-makers and practitioners frequently seek out research to inform their professional decision-making [2]. However, they report that published research is not well aligned with their evidence needs [3, 4]. Public health decision-making is a complex and dynamic process where evidence is used in a variety of ways, and for different purposes [3, 5, 6]. Ensuring research meets the evidence needs of public health policy-makers and practitioners is, therefore, an important strategy to improve its use in decision-making [7–10].
“Research outcomes” are broad domains or constructs measured to evaluate the impacts of health policies, practices or interventions, such as their effectiveness or acceptability. They are distinct from “outcome measures”, which are the measures selected to assess an outcome. Outcome measures require detailed specification of measurement parameters, including the measurement techniques and instrument, and consideration of the suitability of its properties (for example, validity) given the research question. The inclusion of research outcomes considered most relevant to public health policy-makers and practitioners is one way in which researchers can support evidence-informed decision-making.
Policy-makers are primarily responsible for developing public health policy and selecting and resourcing health programs. Practitioners are primarily responsible for supporting their implementation. As such, public health policy-makers and practitioners require research to: (i) help identify “what works” to guide the selection of interventions that will be beneficial for their community, for example, those that are effective in improving health, and acceptable to the target population and/or (ii) to help identify “how to implement” effective intervention, for example, strategies that are capable of achieving implementation at a level sufficient to accrue benefit, are affordable and reach the targeted population [6, 11]. Research that includes outcomes relevant to these responsibilities facilitates evidence-informed decision-making by public health policy-makers and practitioners.
Initiatives such as the World Health Organization INTEGRATe Evidence (WHO INTEGRATE) framework [12], and the Grading of Recommendations Assessment, Development and Evaluation (GRADE) Evidence to Decision framework [13] have been designed to support the selection of public health interventions. Application of these frameworks required the collation and synthesis of a range of scientific evidence including studies employing qualitative and quantitative research designs. Collectively, the frameworks suggest public health policy-makers and practitioners should consider, alongside research outcomes reporting the effectiveness of a public health intervention, other research outcomes such as cost–effectiveness, potential harms and acceptability of an intervention to patients or community.
Several authors have also sought to guide outcomes researchers should include in implementation studies [11]. Proctor and colleagues defined a range of implementation research outcomes [distinct from service or clinical (intervention) effectiveness outcomes] – including intervention adoption, appropriateness, feasibility, fidelity, cost, penetration and sustainability [14]. This work helped standardize how the field of implementation science defined, measured and reported implementation outcomes. More recently McKay and colleagues put forward measures of implementation “determinants” and “outcomes” and proposed a “minimum set” of such outcomes to include in implementation and scale-up studies. The implementation research outcomes proposed by both Proctor and McKay and colleagues were developed primarily from the input of researchers to improving the quality and consistency of reporting in implementation science. However, the relative value of these outcomes to the decision-making of public health policy-makers, and in particular practitioners, has largely been unexplored.
While several studies have explored policy-maker and practitioner research evidence preferences, these have focused on a small number of potential outcomes [15–17]. An appraisal of the potential value, and importance of a comprehensive range of research outcomes to public health policy-maker and practitioner decision-making, therefore, is warranted. In this study, we sought to quantify the relative importance of research outcomes from the perspective of Australian public health policy-makers and practitioners working in the field of non-communicable disease prevention (hereafter referred to as “prevention” policy-makers or practitioners). Specifically, using a value-weighting methodology to elicit relative preferences, the study aimed to describe: (a) research the outcomes prevention policy-makers and practitioners regard as important to their decision-making when selecting a public health intervention to address an identified health issue, (b), research the outcomes prevention policy-makers and practitioners regard as important to their decision-making when selecting a strategy to support the implementation of a public health intervention in the community and (c) assess the differences between prevention policy-makers and practitioners regarding their research outcome preferences.

Methods
Design and setting
An online cross-sectional value-weighting survey was conducted with Australian public health prevention policy-makers and practitioners. This study was undertaken as one step of a broader program of work to establish a core outcome set that has been prospectively registered on the Core Outcome Measures in Effectiveness Trials (COMET database; https://​www.​comet-initiative.​org/​Studies/​Details/​1791).

Participant eligibility
To be eligible, participants had to self-identify as having worked as a public health prevention policy-maker or practitioner at a government or non-government health organization within the past 5 years. While the term “policy-maker” has been used to describe legislators in US studies, in Australian research it has broadly been used to describe employees of government departments (or non-government agencies) involved in the development of public health policy [18–22]. Policy-makers are not typically involved in the direct implementation of policy or the delivery of health services. We defined a “policy-maker” as a professional who makes decisions, plans and actions that are undertaken to achieve specific public health prevention goals on behalf of a government or non-government organization [23]. Practitioners are typically employed by government or non-government organizations responsible for prevention service provision, and are directly involved in the implementation or supporting the implementation of public health policies or programs. Specifically, we defined a “practitioner” as a professional engaged in the delivery of public health prevention programs, implementing services or models of care in health and community settings (definition developed by research team). Research and evaluation are a core competency of the public health prevention workforce in Australia [24], as it is in other countries [25]. As such, participants may be engaged in research and have published research studies. Researchers, such as those employed by academic institutions only and without an explicit public health policy or practice role in a policy or practice organization, were excluded.

Recruitment
Comprehensive methods were used to recruit individuals through several agencies. First, email invitations were distributed to Australian government health agencies at local (for example, New South Wales Local Health District Population Health units), state (for example, departments or ministries of health) and national levels, as well as to non-government organizations (for example, Cancer Council) and professional societies (for example, Public Health Association Australia). Registered practitioners with the International Union for Health Promotion and Education (IUHPE) from Australia were contacted by public domain emails or on LinkedIn (where identified) with the study invitation. Authors who had published articles of relevant topics from 2018 to 2021 within three Australian public health journals [Australian and New Zealand Journal of Public Health (ANZJPH), Health Promotion Journal of Australia (HPJA) and Public Health Research and Practice (PHRP)] were invited to participate in the study. Invitation emails included links to the information statement for participants and the online survey. The online survey was also promoted on the social media account of a partnering organization [National Centre of Implementation Science (NCOIS)] as well as on Twitter and LinkedIn. From these social media accounts individuals could self-select to participate in the online survey. Reminder emails were sent to non-responders at approximately 2 and 4 weeks following the initial email invitation.

Data collection and measures
The online survey was kept on servers at the Hunter Medical Research Institute, New South Wales, Australia, and deployed using the REDCap software [26], a secured web-based application for building and managing online surveys and databases. The length of the survey was approximately 20–30 min in duration.

Professional characteristics
Participants completed brief items assessing their professional role (that is, practitioner or policy-maker), the number of years’ experience as policy-makers or practitioners, their professional qualifications and the prevention risk factors (for example, smoking, nutrition, physical activity, injury, sexual health, etc.) for which they had expertise.

Valued intervention and implementation outcomes
We sought to identify outcomes that may be valued by public health policy-makers and practitioners when making decisions about what policies and/or programs of interventions to implement and how implementation could best occur. We separated outcomes on this basis, consistent with recommendations of the evidence policy and practice [27], the effectiveness–implementation research typology [28, 29] and trial conduct and reporting guidelines [30]. This is illustrated in a broad study logic model (Fig. 1).[image: ]
Fig. 1Both effective interventions and effective implementation are required to improve health outcomes


The authors undertook a review of intervention- and implementation-relevant outcome frameworks to determine program and intervention outcomes that may be of interest to policy-makers and practitioners, including the Reach, Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) Framework [31, 32], the Intervention Scalability Assessment Tool (ISAT) [18] and Proctor and colleagues’ implementation outcome definitions [14] as well as a series of publications on the topic [31, 33–43]. This was used to generate a comprehensive inventory of all possible outcomes (and outcome definitions) that may be of interest to public health policy-makers and practitioners. The outcome list was then reduced following grouping of outcomes addressing similar constructs or concepts. A panel of 16 public health policy-makers provided feedback on their perceived importance of each outcome for evidence-informed policy and practice decision-making, as well as the proposed outcome definition. This process occurred over two rounds until no further suggested improvements or clarifications were provided or requested, yielding a final list of 17 outcomes to inform the selection of public health intervention and 16 outcomes for the selection of implementation strategies (Additional file 1: Table S1). Panel participants also pre-tested the survey instrument; however, they were not invited to participate in the value-weighting study.
Participating public health policy-makers and practitioners completed the value-weighting survey. Value-weighting surveys offer advantages over other methods to identify preferences (such as ranks or mean scores on a rating scale), as they provide an opportunity to quantify the relative preference or value of different dissemination strategies from the perspective of public health policy-makers or practitioners. Specifically, they were only presented with the list of outcomes and their definition, and were asked to select up to 5 of the 17 interventions “that they considered are critical to their decision-making when selecting a public health intervention to address an identified health issue” and 16 implementation outcomes “that they consider to be critical to their decision-making when selecting a strategy to support the implementation of a public health intervention in the community” in a decision-making context. Participants were then asked to value weight, allocating 100 points across their five (or less) intervention and implementation outcomes. A higher allocation of points represented a greater level of perceived importance. In this way, participants weight the allocation of points to outcomes based on preference. No statistical weights are applied in the analysis. Participants were asked to select up to five outcomes as this restriction forced a prioritization of the outcomes among participants. The identification of a small number of critical outcomes, rather than all relevant outcomes, is also recommended to facilitate research outcome harmonization [44, 45].

Statistical analysis
All statistical analyses and data management were undertaken in SAS version 9.3. Descriptive statistics were used to describe the study sample. Similar to other value-weighting studies, we used descriptive analyses to identify the intervention and implementation outcomes ranked from highest to lowest importance [46, 47]. Items not selected or allocated any points were assumed a score of 0, to reflect that they were not perceived as a high-priority outcome by the participant. Specifically, the mean points allocated to each of the individual outcomes were calculated and ranked in descending order. This was calculated overall for the entire participant sample, as well as separately by policy-makers and practitioners. As points were assigned in free-text fields, in instances where participants allocated more or less than 100 points across the individual items, the points they allocated were standardized to 100. Differences in the points allocated to each individual outcome by policy-maker/practitioner role were explored using Mann–Whitney U test. To examine any differences in the outcome preferences by participant risk factor expertise, we also examined and described outcome preferences among risk factor subgroups (with a combined sample of > 30 participants). These findings are discussed.


Results
A total of 186 eligible participants completed the survey in part or in full.
Professional characteristics
Of the 186 participants, 90 primarily identified as policy-makers and 96 as public health prevention practitioners (Table 1). In all, 37% of participants (47% policy-makers, 27% practitioners) had over 15 years’ experience, and approximately one third (32% policy-makers, 36% practitioners) had a PhD. The most common areas of experience were nutrition and dietetics (38% policy-maker, 53% practitioner), physical activity or sedentary behaviour (46% policy-maker, 44% practitioner), obesity (49% policy-maker, 48% practitioner) and tobacco, alcohol or other drugs (51% policy-maker, 34% practitioner).Table 1Participant characteristics


	Characteristic*
	Policy-maker (n = 90)
	Practitioner (n = 95)
	Total (n = 186)

	Primary employer

	 A government organization
	52 (58%)
	52 (54%)
	104 (56%)

	 A non-government, not-for-profit organization
	23 (26%)
	21 (22%)
	44 (24%)

	 A for profit organization or industry
	3 (3.3%)
	4 (4.2%)
	7 (3.8%)

	 An academic institution
	12 (13%)
	19 (20%)
	31 (17%)

	Length of time working in public health

	 < 5 years
	10 (11%)
	24 (25%)
	34 (18%)

	 5–15 years
	38 (42%)
	45 (47%)
	83 (45%)

	 15+ years
	42 (47%)
	26 (27%)
	68 (37%)

	Holds a PhD qualification
	29 (32%)
	34 (36%)
	63 (34%)

	Experience in public health topica

	 Nutrition and dietetics
	34 (38%)
	51 (53%)
	85 (46%)

	 Physical activity of sedentary behaviour
	41 (46%)
	42 (44%)
	83 (45%)

	 Overweight or obesity
	44 (49%)
	46 (48%)
	90 (48%)

	 Tobacco, alcohol or other drugs
	46 (51%)
	33 (34%)
	79 (42%)

	 Sexual health
	22 (24%)
	13 (14%)
	35 (19%)

	 Oral health
	9 (10%)
	7 (7.3%)
	16 (8.6%)

	 Injury prevention
	21 (23%)
	10 (10%)
	31 (17%)

	 Violence prevention
	9 (10%)
	4 (4.2%)
	13 (7.0%)

	 Mental health
	33 (37%)
	20 (21%)
	53 (28%)

	 Infectious diseases
	20 (22%)
	13 (14%)
	33 (18%)


*Cell totals may not add up to total sample size due to missing values
aCells do not add up to 100% as participants could select more than one area of experience




Valued outcomes
Intervention outcomes
A total of 169 participants (83 policy-makers and 86 practitioners, with 7 and 10 missing, respectively) responded to the value-weighting questions for the 17 listed intervention outcomes. Table 2 (Fig. 2) reports the mean and standard deviation of points allocated by policy-makers and practitioners for each outcome, ranked in descending order to represent the most to least important. For policy-makers and practitioners combined, the effectiveness of an intervention, and its impact on equity, were clearly identified by participants as the leading two outcomes, with a mean allocation of 24.47 [standard deviation (SD) = 17.43] and 13.44(SD = 12.80), respectively. The mean scores for outcomes of feasibility (9.78) and sustainability (9.04) that ranked third and fourth, respectively, were similar; then scores dropped noticeably to 7.24 for acceptability and 5.81 for economic outcomes.Table 2Mean points allocated for each of the 17 intervention outcomes overall and by role


	Outcome
	Policy-makers (n = 83)
	Practitioners (n = 86)
	All (n = 169)

	Mean (SD)
	Rank
	Mean (SD)
	Rank
	Mean (SD)
	Rank

	Effectiveness of the intervention
	22.47 (16.74)
	1
	26.40 (17.95)
	1
	24.47 (17.43)
	1

	Equity of the intervention
	13.61 (13.67)
	2
	13.28 (11.99)
	2
	13.44 (12.80)
	2

	Feasibility of the intervention
	11.04 (11.74)
	3
	8.57 (9.56)
	5
	9.78 (10.73)
	3

	Sustainability of the intervention
	9.33 (10.59)
	4
	8.77 (9.93)
	4
	9.04 (10.23)
	4

	Acceptability of the intervention
	5.48 (9.62)
	7
	8.95 (9.11)
	3
	7.24 (9.49)
	5*

	Economic assessments of the intervention
	8.28 (10.73)
	5
	3.43 (6.56)
	9
	5.81 (9.16)
	6*

	Adoption of the intervention
	6.45 (9.16)
	6
	4.27 (8.15)
	8
	5.34 (8.70)
	7

	Appropriateness of the intervention
	4.22 (8.82)
	9
	6.02 (9.43)
	6
	5.13 (9.15)
	8

	Intervention end-user-centredness
	3.01 (6.98)
	11
	5.10 (9.55)
	7
	4.08 (8.43)
	9

	Efficiency of the intervention
	3.28 (8.21)
	10
	3.37 (7.99)
	10
	3.33 (8.08)
	10

	Co-benefits of the intervention
	4.37 (7.78)
	8
	2.27 (6.49)
	13
	3.30 (7.21)
	11*

	Satisfaction with an intervention
	2.20 (5.95)
	13
	2.91 (8.42)
	11
	2.56 (7.30)
	12

	Intervention adverse effects and safety
	2.53 (8.28)
	12
	2.38 (6.07)
	12
	2.46 (7.22)
	13

	Individual- (that is, patient-) reported and function-based outcomes of the intervention
	1.75 (5.71)
	14
	1.57 (5.16)
	15
	1.66 (5.42)
	14

	Intervention fidelity
	0.90 (3.76)
	16
	1.92 (6.05)
	14
	1.42 (5.06)
	15

	Intervention penetration
	1.08 (4.94)
	15
	0.69 (3.39)
	16
	0.88 (4.22)
	16

	Symptomatology
	0.00 (0.00)
	17
	0.12 (1.08)
	17
	0.06 (0.77)
	17


*Statistically significant difference in the mean allocation of points by policy-makers and practitioners based on Mann–Whitney U test


[image: ]
Fig. 2Line graph representing mean points allocated for the 17 intervention outcomes overall and by role


For most outcomes, average scores were similar for policy-makers and practitioners. However, practitioner scores for the outcome of acceptability (mean = 8.95, SD = 9.11), which ranked third most important for practitioners was significantly different than for policy-makers (mean = 5.48, SD = 9.62), where it was ranked seventh (p = 0.005). Economics/cost outcomes were ranked fifth by policy-makers (mean = 8.28, SD = 10.63), which significantly differed from practitioners (mean = 3.43, SD = 6.56), where it was ranked ninth (p = 0.002). For co-benefits, ranked eighth by policy-makers (mean = 4.37, SD = 7.78), scores were significantly different than for practitioners (mean = 2.27, SD = 6.49), where it was ranked thirteenth (p = 0.0215). Rankings for the top five outcomes were identical for those with expertise in nutrition and dietetics, physical activity or sedentary behaviour, obesity and tobacco, alcohol or other drugs (Additional file 1: Table S2).

Implementation outcomes
A total of 153 participants (75 policy-makers and 78 practitioners, with 15 and 18 missing, respectively) responded to the value-weighting questions for the 16 listed implementation outcomes (Table 3, Fig. 3). The effectiveness of an implementation strategy was clearly identified by participants as the most important intervention outcome, with a mean allocation of 19.82 (SD = 16.85) overall. The mean scores for the next three ranked outcomes namely equity (mean = 10.42, SD = 12.7), feasibility (mean = 10.2, SD = 12.91) and sustainability (mean = 10.08, SD = 10.58) were similar, and thereafter, scores noticeably dropped for measures of adoption (mean = 8.55, SD = 10.90), the fifth-ranked outcome.Table 3Mean points allocated for all 16 implementation outcomes overall and by role


	Outcome: definition
	Policy-maker (n = 75)
	Practitioner (n = 78)
	Overall (n = 153)

	Mean (SD)
	Rank
	Mean (SD)
	Rank
	Mean (SD)
	Rank

	Effectiveness of implementation strategy on the intervention implementation
	20.71 (16.63)
	1
	18.97 (17.12)
	1
	19.82 (16.85)
	1

	Equity of implementation strategy
	9.53 (13.36)
	3
	11.28 (12.05)
	2
	10.42 (12.70)
	2

	Feasibility of implementation strategy
	9.53 (11.44)
	4
	10.85 (14.23)
	3
	10.20 (12.91)
	3

	Sustainability of the implementation strategy
	10.57 (11.15)
	2
	9.62 (10.06)
	4
	10.08 (10.58)
	4

	Adoption of the implementation strategy
	8.84 (11.14)
	5
	8.27 (10.72)
	5
	8.55 (10.90)
	5

	Acceptability of the implementation strategy**
	6.05 (9.18)
	6
	7.82 (11.67)
	6
	6.95 (10.52)
	6

	Appropriateness of the implementation strategy
	5.22 (8.72)
	8
	6.99 (9.95)
	7
	6.12 (9.38)
	7

	End-user-centredness of the implementation strategy
	4.33 (9.31)
	9
	5.94 (10.55)
	8
	5.15 (9.96)
	8

	Economic evaluation of the implementation strategy
	5.58 (9.25)
	7
	2.88 (6.67)
	11
	4.21 (8.12)
	9*

	Satisfaction with the implementation strategy
	3.22 (6.87)
	11
	3.50 (8.31)
	9
	3.36 (7.61)
	10

	Timeliness of the implementation strategy
	4.03 (7.72)
	10
	2.05 (5.78)
	14
	3.02 (6.85)
	11

	Penetration of the implemented practice
	2.53 (7.94)
	13
	3.13 (7.13)
	10
	2.84 (7.52)
	12

	Fidelity of implementation strategy
	2.29 (6.05)
	16
	2.76 (7.88)
	12
	2.53 (7.02)
	13

	Efficiency of the implementation strategy
	2.37 (5.83)
	14
	2.37 (6.87)
	13
	2.37 (6.36)
	14

	Safety and adverse effects of the implementation strategy
	2.87 (7.08)
	12
	1.86 (6.35)
	15
	2.35 (6.71)
	15

	Co-benefits of the implementation
	2.33 (7.13)
	15
	1.72 (6.17)
	16
	2.02 (6.65)
	16


**The label was provided but the incorrect definition was used when surveying participants. Acceptability of the implementation strategy was incorrectly defined as “A measure of the uptake or reach of an implementation strategy” in the survey
*Statistically significant difference in the mean allocation of points by policy-makers and practitioners based on Mann–Whitney U test


[image: ]
Fig. 3Line graph representing mean points allocated for the 16 implementation outcomes overall and by role


For most implementation outcomes (Fig. 3) policy-makers and practitioners scores were similar. However, economics outcomes were ranked seventh for policy-makers with a mean = 5.58 (SD = 9.25), compared with practitioners who had a ranking of eleventh for this outcome (mean = 2.88, SD = 6.67). The difference in the points allocated were statistically significant between the two groups (p = 0.0439). Timeliness was ranked tenth most important for policy-makers, with a mean allocation of 4.03 (SD = 7.72), compared with practitioners who had a ranking of fourteenth for this outcome and a mean allocation of 2.05 (SD = 5.78). The difference in mean scores between policy-makers and practitioners on this outcome was not significant. Rankings and scores were similar for those with expertise in nutrition and dietetics, physical activity or sedentary behaviour, obesity and tobacco, alcohol or other drugs (Additional file 1: Table S3).



Discussion
Broadly, this study sought to better understand the information valued by public health policy-makers and practitioners to support their decisions regarding what and how interventions should be implemented in the community. The most valued research outcomes were the same regardless of whether policy-makers or practitioners were selecting interventions or implementation strategies. Namely outcomes regarding the effectiveness of interventions and implementation strategies. Following this, outcomes about equity, feasibility and sustainability also appeared to represent priorities. The study also found broad convergence among the most valued research outcomes, between policy-makers and practitioners, and across participants with expertise across different non-communicable disease (NCD) risk factors (for example, nutrition, obesity and tobacco). Such findings underscore the importance of research reporting these outcomes to support the translation of public health research into policy and practice.
For outcomes about decisions regarding intervention selection, the findings are broadly consistent with factors recommended by evidence-to-decision frameworks. For example, the top six ranked outcomes (effectiveness, equity, feasibility, sustainability, acceptability and economic), are also represented in both the WHO INTEGRATE framework [12] and the GRADE Evidence to Decision framework [13]. However, research outcomes about harms (adverse effects), which are included in both the WHO INTEGRATE and GRADE frameworks were ranked 13th by participants in this study. Such a finding was surprising given that potential benefits and harms of an intervention must be considered to appraise its net impact on patient or public health. Health professionals, however, do not have accurate expectations of the harms and benefits of therapeutic interventions. This appears particularly to be the case for public health professionals who acknowledge the potential for unintended consequences of policies [48] but consider these risks to be minimal [49]. The findings, therefore, may reflect the tendency of health professionals to overestimate the benefits of therapeutic interventions, and to a larger extent, underestimate harms [50, 51]. In doing so, participants may have elevated their reported value of outcomes regarding the beneficial effectiveness of an intervention and discounted their value of outcomes reporting potential harms. Further research is warranted to substantiate this hypothesis, or explore whether other factors such as participant comprehension or misinterpretation of the outcome description may explain the finding. Nonetheless, the inclusion of measures of adverse effects (or harms) as trial outcomes is prudent to support evidence-informed public health decision-making, as is the use of strategies to facilitate risk communication to ensure the likelihood of such outcomes is understood by policy-makers and practitioners [52–54].
To our knowledge, this is the first study to examine the research evidence needs of public health policy-makers and practitioners when deciding on what strategies may be used to support policy or program implementation. Most of the eight implementation outcomes recommended by Proctor and colleagues [14] were ranked within the top eight by participants of this study. However, equity outcomes, ranked second by these participants, were not an outcome included in the list of outcomes defined by Proctor and colleagues. The findings may reflect public health values, which, as a discipline, has equity at its core [55]. It may also reflect the increasing attention to issues of health equity in implementation science [56].
Further, one of the eight Proctor outcomes, penetration – defined by Proctor and colleagues as the integration or saturation of an intervention within a service setting and its subsystems – was not ranked highly. Successful penetration implies a level of organization institutionalization of an intervention, which once achieved may continue to provide ongoing benefit to patients or populations. It may also suggest the capacity within the organization to expand implementation or adopt new interventions. Penetration outcomes, therefore, have been suggested to be particularly important to model and understand the potential impact of investment of scarce health resources in the implementation of public health policies and interventions [57].
At face value, such findings may suggest, at least from the perspective of public health policy-makers and practitioners, that penetration outcomes may not be particularly valued in terms of decision-making. However, it may also reflect a lack of familiarity with this term among public health policy-makers and practitioners, where related outcomes such as “reach” are more commonly used in the literature [14, 58]. Alternatively it may be due to the conceptual similarity of this and other outcomes such as adoption, maintenance or sustainability. In other studies, for example, penetration has been operationalized to include the product of “reach”, “adoption” and “organizational maintenance” [58]. A lack of clear conceptual distinction may have led some participants to allocate points to related outcomes such as “adoption” rather than “penetration”.
The use of concept mapping techniques, consolidation of definitions of existing outcomes, and articulation of specific measures aligned to these outcomes may reduce some of these conceptual challenges. Indeed, best practice processes to develop core outcome sets for clinical trials suggest processes of engagement with end-users [45], stakeholders and researchers to articulate both broad outcomes and specific measures of these to support a shared understanding of important outcomes (and measures) to be included in such research. For example, there are many measures and economic methods to derive related to a broad outcome of “cost” (for example, absolute costs, cost–effectiveness, cost–benefit, cost–utility, and budget impact analysis) [59]. However, public health policy-makers’ preference or perceived value of these different measures to their decision-making will likely vary. While work in the field to map or align specific measures to broad outcomes is ongoing [57, 58, 60], extending this to empirically investigate end-user preferences for measures would be an important contribution to the field.
Broadly speaking, there was little variation in the outcomes valued between policy-makers and practitioners. However, economic evaluations were ranked as more important by policy-makers. The findings may reflect differences in the roles of Australian public health policy-makers and practitioners. That is, government policy-makers are often responsible for setting and financing the provision of public health programs, whereas health practitioners are responsible for directly supporting or undertaking their delivery. Economic considerations, therefore, may have greater primacy among policy-makers, who may be more likely to incur program costs [19]. Further research to explore and better understand these areas of divergence is warranted.
The study intended to provide information about outcomes that were generally of most use in public health policy and practice decision-making. However, such decisions are often highly contextual, and preferences may vary depending on the policy-maker or practitioner, the health issue to be addressed, the target population or broader decision-making circumstances [2, 61]. As such, the extent to which the findings reported in this study generalize to other contexts, such as those working in different fields of public health, on different health issues or from countries or jurisdictions outside Australia is unknown. Future research examining the outcome preferences of public health policy-makers and practitioners in different contexts, therefore, is warranted.
The contextual nature of evidence needs of policy-makers and practitioners may explain, in part, the variability in outcome preferences. In many cases, for example, the mean of the outcome preference was less than its standard deviation. The interpretation of the study findings should consider this variability. That is, there is little distinguishing the mean preference ranks of many outcomes. However, the study findings at the extremes are unambiguous, suggesting clear preferences for the highest over the lowest ranking outcomes that did not differ markedly across policy-makers, practitioners or those with expertise in addressing different non-communicable disease risks such as nutrition, physical activity or tobacco or alcohol use.
Several study limitations are worth considering when interpreting the research findings. The initial inventory of outcomes was compiled from outcome frameworks, many of which were generic health or medical research outcomes that are uncommon in public health prevention research. There was considerable overlap in the outcomes included across frameworks, though how these were defined at times varied. Variability in outcome terminology has previously been identified as a problem for the field [62]. Despite being provided definitions for each, some participants may have responded to survey items based on their pre-existing understanding of these terms. Furthermore, following completion of the study, a programming error was identified whereby the definition of “Acceptability of the implementation strategy” was incorrectly assigned as “A measure of the uptake or reach of an implementation strategy”. The extent to which this may have influenced participant preferences is unclear, so sensitivity analysis was conducted by removing all participants who selected acceptability as a measure of interest. We conducted two analyses, one where the people who chose acceptability were removed but their other rankings remained and another where all their data were deleted. Results indicated that the top five outcomes did not differ after conducting the analysis, with only sustainability moving from fourth to second place in the second sensitivity analysis (Additional file 1: Tables S4 and S5).

Conclusion
The pathway from research production to research in health policy or practice is complex. While a range of effective public health policies and interventions exist across a range of community settings [63–66], their implementation at a level capable of achieving population-level risk reductions remains elusive [67–70]. Nonetheless, undertaking research with end-use in mind, including reporting of outcomes valued by decision-makers, will likely facilitate the knowledge translation process [7]. In this study we found that outcomes related to effectiveness, equity, feasibility and sustainability appear important to decisions policy-makers and practitioners make about the interventions they select and the strategies they employ to implement public health prevention initiatives. Researchers interested in supporting evidence-informed decision-making should seek to provide for these information needs and prioritize such outcomes in dissemination activities to policy-makers and practitioners.

Contribution to the literature

	It is essential to the research needs of policy-makers and practitioners to determine core outcomes to facilitate research use and knowledge translation.

	Here we quantify the relative values of a variety of research outcomes commonly used in health research.

	Findings suggest the primary outcomes of interest to public health prevention policy-makers and practitioners when making decisions about the selection of interventions and strategies to implement them are related to effectiveness, equity, feasibility and sustainability and that these do not differ markedly between public health prevention policy-makers and practitioners.





Acknowledgements
Not applicable.

Author contributions
LW and SMc led the conception and design of the study, were closely involved in data analysis and interpretation and wrote the manuscript. AH, AB, AM and RH comprised the study advisory committee, reviewed the study’s methods and assisted with survey development. AH was responsible for data analysis. KM and EW assisted with survey development, data collection and preliminary analysis. AH, AB, AM, RH, SY and RS were involved in interpretation and revised the manuscript critically for important intellectual content. All authors read and approved the final manuscript.

Funding
This study was funded in part by a National Health and Medical Research Council (NHMRC) Centre for Research Excellence – National Centre of Implementation Science (NCOIS) Grant (APP1153479) and a New South Wales (NSW) Cancer Council Program Grant (G1500708). LW is supported by an NHMRC Investigator Grant (G1901360).

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
Ethics approval was provided by the University of Newcastle Human Research Ethics Committee (H-2014-0070). Implied consent was obtained from participants rather than explicit consent (that is, individuals were not required to expressly provide consent by checking a “I consent box”; rather, undertaking the survey provided implicit consent).

Consent for publication
Not applicable.

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


References
	1.
Campbell D, Moore G, Sax Institute. Increasing the use of research in policymaking. An Evidence Check rapid review brokered by the Sax Institute for the NSW Ministry of Health. 2017. https://​www.​health.​nsw.​gov.​au/​research/​Documents/​increasing-the-use-of-research.​pdf.


	2.
Oliver KA, de Vocht F. Defining “evidence” in public health: a survey of policymakers’ uses and preferences. Eur J Public Health. 2017;27(2):112–7. https://​doi.​org/​10.​1093/​eurpub/​ckv082.CrossrefPubMed


	3.
Newson RS, Rychetnik L, King L, Milat AJ, Bauman AE. Looking for evidence of research impact and use: a qualitative study of an Australian research-policy system. Res Eval. 2021;30(4):458–69. https://​doi.​org/​10.​1093/​reseval/​rvab017.Crossref


	4.
van der Graaf P, Cheetham M, McCabe K, Rushmer R. Localising and tailoring research evidence helps public health decision making. Health Info Libr J. 2018;35(3):202–12. https://​doi.​org/​10.​1111/​hir.​12219.CrossrefPubMed


	5.
World Health Organization. Evidence, policy, impact: WHO guide for evidence-informed decision-making. World Health Organization; 2021.


	6.
Global Commission on Evidence to Address Societal Challenges. The Evidence Commission Report: a wake-up call and path forward for decisionmakers, evidence intermediaries, and impact-oriented evidence producers. 2022. https://​www.​mcmasterforum.​org/​networks/​evidence-commission/​report/​english.


	7.
Wolfenden L, Mooney K, Gonzalez S, et al. Increased use of knowledge translation strategies is associated with greater research impact on public health policy and practice: an analysis of trials of nutrition, physical activity, sexual health, tobacco, alcohol and substance use interventions. Health Res Policy Syst. 2022;20(1):15. https://​doi.​org/​10.​1186/​s12961-022-00817-2.CrossrefPubMedPubMedCentral


	8.
Kathy E, David G, Anne H, et al. Improving knowledge translation for increased engagement and impact in healthcare. BMJ Open Qual. 2020;9(3): e000983. https://​doi.​org/​10.​1136/​bmjoq-2020-000983.Crossref


	9.
Squires JE, Santos WJ, Graham ID, et al. Attributes and features of context relevant to knowledge translation in health settings: a response to recent commentaries. Int J Health Policy Management. 2023;12(1):1–4. https://​doi.​org/​10.​34172/​ijhpm.​2023.​7908.Crossref


	10.
Thomas A, Bussières A. Leveraging knowledge translation and implementation science in the pursuit of evidence informed health professions education. Adv Health Sci Educ Theory Pract. 2021;26(3):1157–71. https://​doi.​org/​10.​1007/​s10459-020-10021-y.CrossrefPubMed


	11.
Dobbins M, Jack S, Thomas H, Kothari A. Public health decision-makers’ informational needs and preferences for receiving research evidence. Worldviews Evid-Based Nurs. 2007;4(3):156–63. https://​doi.​org/​10.​1111/​j.​1741-6787.​2007.​00089.​x.CrossrefPubMed


	12.
Rehfuess EA, Stratil JM, Scheel IB, Portela A, Norris SL, Baltussen R. The WHO-INTEGRATE evidence to decision framework version 10: integrating WHO norms and values and a complexity perspective. BMJ Glob Health. 2019;4(Suppl 1):e000844. https://​doi.​org/​10.​1136/​bmjgh-2018-000844.CrossrefPubMedPubMedCentral


	13.
Moberg J, Oxman AD, Rosenbaum S, et al. The GRADE Evidence to Decision (EtD) framework for health system and public health decisions. Health Res Policy Syst. 2018;16(1):45. https://​doi.​org/​10.​1186/​s12961-018-0320-2.CrossrefPubMedPubMedCentral


	14.
Proctor E, Silmere H, Raghavan R, et al. Outcomes for implementation research: conceptual distinctions, measurement challenges, and research agenda. Adm Policy Ment Health. 2011;38(2):65–76. https://​doi.​org/​10.​1007/​s10488-010-0319-7.CrossrefPubMed


	15.
Dodson EA, Geary NA, Brownson RC. State legislators’ sources and use of information: bridging the gap between research and policy. Health Educ Res. 2015;30(6):840–8. https://​doi.​org/​10.​1093/​her/​cyv044.CrossrefPubMedPubMedCentral


	16.
Morshed AB, Dodson EA, Tabak RG, Brownson RC. Comparison of research framing preferences and information use of state legislators and advocates involved in cancer control, United States, 2012–2013. Prev Chronic Dis. 2017;14:E10. https://​doi.​org/​10.​5888/​pcd14.​160292.CrossrefPubMedPubMedCentral


	17.
Turon H, Wolfenden L, Finch M, et al. Dissemination of public health research to prevent non-communicable diseases: a scoping review. BMC Public Health. 2023;23(1):757. https://​doi.​org/​10.​1186/​s12889-023-15622-x.CrossrefPubMedPubMedCentral


	18.
Milat A, Lee K, Conte K, et al. Intervention Scalability Assessment Tool: a decision support tool for health policy makers and implementers. Health Res Policy Syst. 2020;18(1):1–17.CrossrefPubMedPubMedCentral


	19.
Milat AJ, King L, Newson R, et al. Increasing the scale and adoption of population health interventions: experiences and perspectives of policy makers, practitioners, and researchers. Health Res Policy Syst. 2014;12(1):18. https://​doi.​org/​10.​1186/​1478-4505-12-18.CrossrefPubMedPubMedCentral


	20.
Cleland V, McNeilly B, Crawford D, Ball K. Obesity prevention programs and policies: practitioner and policy-maker perceptions of feasibility and effectiveness. Obesity. 2013;21(9):E448–55. https://​doi.​org/​10.​1002/​oby.​20172.CrossrefPubMed


	21.
Wolfenden L, Bolsewicz K, Grady A, et al. Optimisation: defining and exploring a concept to enhance the impact of public health initiatives. Health Res Policy Syst. 2019;17(1):108. https://​doi.​org/​10.​1186/​s12961-019-0502-6.CrossrefPubMedPubMedCentral


	22.
Purtle J, Dodson EA, Nelson K, Meisel ZF, Brownson RC. Legislators’ sources of behavioral health research and preferences for dissemination: variations by political party. Psychiatr Serv. 2018;69(10):1105–8. https://​doi.​org/​10.​1176/​appi.​ps.​201800153.CrossrefPubMedPubMedCentral


	23.
World Health Organization. WHO Health policy [Internet] 2019;


	24.
Australian Health Promotion Association Core competencies for health promotion practitioners. Maroochydore: University of the Sunshine Coast. 2009;


	25.
Barry MM, Battel-Kirk B, Dempsey C. The CompHP Core Competencies Framework for Health Promotion in Europe. Health Educ Behav. 2012;39(6):648–62. https://​doi.​org/​10.​1177/​1090198112465620​.CrossrefPubMed


	26.
Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture (REDCap) – a metadata-driven methodology and workflow process for providing translational research informatics support. J Biomed Inform. 2009;42(2):377–81. https://​doi.​org/​10.​1016/​j.​jbi.​2008.​08.​010.CrossrefPubMed


	27.
Wolfenden L, Williams CM, Kingsland M, et al. Improving the impact of public health service delivery and research: a decision tree to aid evidence-based public health practice and research. Aust N Zeal J Public Health. 2020;44(5):331–2. https://​doi.​org/​10.​1111/​1753-6405.​13023.Crossref


	28.
Curran GM, Bauer M, Mittman B, Pyne JM, Stetler C. Effectiveness-implementation hybrid designs: combining elements of clinical effectiveness and implementation research to enhance public health impact. Med Care. 2012;50(3):217–26. https://​doi.​org/​10.​1097/​MLR.​0b013e3182408812​.CrossrefPubMedPubMedCentral


	29.
Wolfenden L, Williams CM, Wiggers J, Nathan N, Yoong SL. Improving the translation of health promotion interventions using effectiveness–implementation hybrid designs in program evaluations. Health Promot J Austr. 2016;27(3):204–7. https://​doi.​org/​10.​1071/​HE16056.CrossrefPubMed


	30.
Wolfenden L, Foy R, Presseau J, et al. Designing and undertaking randomised implementation trials: guide for researchers. Br Med J. 2021;372:m3721. https://​doi.​org/​10.​1136/​bmj.​m3721.Crossref


	31.
Suhonen R, Papastavrou E, Efstathiou G, et al. Patient satisfaction as an outcome of individualised nursing care. Scand J Caring Sci. 2012;26(2):372–80. https://​doi.​org/​10.​1111/​j.​1471-6712.​2011.​00943.​x.CrossrefPubMed


	32.
Gaglio B, Shoup JA, Glasgow RE. The RE-AIM framework: a systematic review of use over time. Am J Public Health. 2013;103(6):e38-46. https://​doi.​org/​10.​2105/​ajph.​2013.​301299.CrossrefPubMedPubMedCentral


	33.
Rye M, Torres EM, Friborg O, Skre I, Aarons GA. The Evidence-based Practice Attitude Scale-36 (EBPAS-36): a brief and pragmatic measure of attitudes to evidence-based practice validated in US and Norwegian samples. Implement Sci. 2017;12(1):44. https://​doi.​org/​10.​1186/​s13012-017-0573-0.CrossrefPubMedPubMedCentral


	34.
Sansoni JE. Health outcomes: an overview from an Australian perspective. 2016;


	35.
Sekhon M, Cartwright M, Francis JJ. Acceptability of healthcare interventions: an overview of reviews and development of a theoretical framework. BMC Health Serv Res. 2017;17(1):88. https://​doi.​org/​10.​1186/​s12913-017-2031-8.CrossrefPubMedPubMedCentral


	36.
Weiner BJ, Lewis CC, Stanick C, et al. Psychometric assessment of three newly developed implementation outcome measures. Implement Sci. 2017;12(1):108. https://​doi.​org/​10.​1186/​s13012-017-0635-3.CrossrefPubMedPubMedCentral


	37.
Simoens S. Health economic assessment: a methodological primer. Int J Environ Res Public Health. 2009;6(12):2950–66. https://​doi.​org/​10.​3390/​ijerph6122950.CrossrefPubMedPubMedCentral


	38.
Lorgelly PK, Lawson KD, Fenwick EA, Briggs AH. Outcome measurement in economic evaluations of public health interventions: a role for the capability approach? Int J Environ Res Public Health. 2010;7(5):2274–89. https://​doi.​org/​10.​3390/​ijerph7052274.CrossrefPubMedPubMedCentral


	39.
Williams K, Sansoni J, Morris D, Grootemaat P, Thompson C. Patient-reported outcome measures: literature review. Sydney: Australian Commission on Safety and Quality in Health Care; 2016.


	40.
Zilberberg MD, Shorr AF. Understanding cost-effectiveness. Clin Microbiol Infect. 2010;16(12):1707–12. https://​doi.​org/​10.​1111/​j.​1469-0691.​2010.​03331.​x.CrossrefPubMed


	41.
Feeny DH, Eckstrom E, Whitlock EP, et al. A primer for systematic reviewers on the measurement of functional status and health-related quality of life in older adults [Internet]. Rockville (MD): Agency for Healthcare Research and Quality (US); 2013. Available from: https://​www.​ncbi.​nlm.​nih.​gov/​books/​NBK169159/​.


	42.
Glasgow RE, Vogt TM, Boles SM. Evaluating the public health impact of health promotion interventions: the RE-AIM framework. Am J Public Health. 1999;89(9):1322–7. https://​doi.​org/​10.​2105/​ajph.​89.​9.​1322.CrossrefPubMedPubMedCentral


	43.
Institute of Medicine Committee on Quality of Health Care in America. Crossing the quality chasm: a new health system for the 21st century. National Academies Press (US); 2001.


	44.
Higgins JP, Thomas J, Chandler J, et al. Cochrane handbook for systematic reviews of interventions. John Wiley & Sons; 2019.Crossref


	45.
Williamson PR, Altman DG, Bagley H, et al. The COMET Handbook: version 1.0. Trials. 2017;18(3):280. https://​doi.​org/​10.​1186/​s13063-017-1978-4.CrossrefPubMedPubMedCentral


	46.
Paul CL, Sanson-Fisher R, Douglas HE, Clinton-McHarg T, Williamson A, Barker D. Cutting the research pie: a value-weighting approach to explore perceptions about psychosocial research priorities for adults with haematological cancers. Eur J Cancer Care. 2011;20(3):345–53. https://​doi.​org/​10.​1111/​j.​1365-2354.​2010.​01188.​x.Crossref


	47.
Fradgley EA, Paul CL, Bryant J, Oldmeadow C. Getting right to the point: identifying Australian outpatients’ priorities and preferences for patient-centred quality improvement in chronic disease care. Int J Qual Health Care. 2016;28(4):470–7. https://​doi.​org/​10.​1093/​intqhc/​mzw049.CrossrefPubMed


	48.
Oliver K, Lorenc T, Tinkler J, Bonell C. Understanding the unintended consequences of public health policies: the views of policymakers and evaluators. BMC Public Health. 2019;19(1):1057. https://​doi.​org/​10.​1186/​s12889-019-7389-6.CrossrefPubMedPubMedCentral


	49.
Sally M, Mark P. Good intentions and received wisdom are not enough. J Epidemiol Community Health. 2000;54(11):802. https://​doi.​org/​10.​1136/​jech.​54.​11.​802.Crossref


	50.
Hoffmann TC, Del Mar C. Clinicians’ expectations of the benefits and harms of treatments, screening, and tests: a systematic review. JAMA Intern Med. 2017;177(3):407–19. https://​doi.​org/​10.​1001/​jamainternmed.​2016.​8254.CrossrefPubMed


	51.
Hanoch Y, Rolison J, Freund AM. Reaping the benefits and avoiding the risks: unrealistic optimism in the health domain. Risk Anal. 2019;39(4):792–804. https://​doi.​org/​10.​1111/​risa.​13204.CrossrefPubMed


	52.
Oakley GP Jr, Johnston RB Jr. Balancing benefits and harms in public health prevention programmes mandated by governments. Br Med J. 2004;329(7456):41–3. https://​doi.​org/​10.​1136/​bmj.​329.​7456.​41.Crossref


	53.
Pitt AL, Goldhaber-Fiebert JD, Brandeau ML. Public health interventions with harms and benefits: a graphical framework for evaluating tradeoffs. Med Decis Making. 2020;40(8):978–89. https://​doi.​org/​10.​1177/​0272989x20960458​.CrossrefPubMedPubMedCentral


	54.
McDowell M, Rebitschek FG, Gigerenzer G, Wegwarth O. A simple tool for communicating the benefits and harms of health interventions: a guide for creating a fact box. MDM Policy Pract. 2016;1(1):2381468316665365. https://​doi.​org/​10.​1177/​2381468316665365​.CrossrefPubMedPubMedCentral


	55.
World Health Organization. Social determinants of health. 2022.


	56.
Brownson RC, Kumanyika SK, Kreuter MW, Haire-Joshu D. Implementation science should give higher priority to health equity. Implement Sci. 2021;16(1):28. https://​doi.​org/​10.​1186/​s13012-021-01097-0.CrossrefPubMedPubMedCentral


	57.
Brownson RC, Colditz GA, Proctor EK. Dissemination and implementation research in health: translating science to practice. Oxford University Press; 2017.Crossref


	58.
Reilly KL, Kennedy S, Porter G, Estabrooks P. Comparing, contrasting, and integrating dissemination and implementation outcomes included in the RE-AIM and implementation outcomes frameworks. Front Public Health. 2020;8:430. https://​doi.​org/​10.​3389/​fpubh.​2020.​00430.CrossrefPubMedPubMedCentral


	59.
Eisman AB, Kilbourne AM, Dopp AR, Saldana L, Eisenberg D. Economic evaluation in implementation science: making the business case for implementation strategies. Psychiatry Res. 2020;283:112433. https://​doi.​org/​10.​1016/​j.​psychres.​2019.​06.​008.CrossrefPubMed


	60.
Allen P, Pilar M, Walsh-Bailey C, et al. Quantitative measures of health policy implementation determinants and outcomes: a systematic review. Implement Sci. 2020;15(1):47. https://​doi.​org/​10.​1186/​s13012-020-01007-w.CrossrefPubMedPubMedCentral


	61.
Whitty JA, Lancsar E, Rixon K, Golenko X, Ratcliffe J. A systematic review of stated preference studies reporting public preferences for healthcare priority setting. Patient. 2014;7(4):365–86. https://​doi.​org/​10.​1007/​s40271-014-0063-2.CrossrefPubMed


	62.
Smith PG MR, Ross DA, editors, Field trials of health interventions: a toolbox. 3rd edition. Chapter 12, Outcome measures and case definition. 2015.


	63.
Wolfenden L, Barnes C, Lane C, et al. Consolidating evidence on the effectiveness of interventions promoting fruit and vegetable consumption: an umbrella review. Int J Behav Nutr Phys Act. 2021;18(1):11. https://​doi.​org/​10.​1186/​s12966-020-01046-y.CrossrefPubMedPubMedCentral


	64.
Nathan N, Hall A, McCarthy N, et al. Multi-strategy intervention increases school implementation and maintenance of a mandatory physical activity policy: outcomes of a cluster randomised controlled trial. Br J Sports Med. 2022;56(7):385–93. https://​doi.​org/​10.​1136/​bjsports-2020-103764.CrossrefPubMed


	65.
Sutherland R, Brown A, Nathan N, et al. A multicomponent mHealth-based intervention (SWAP IT) to decrease the consumption of discretionary foods packed in school lunchboxes: type I effectiveness-implementation hybrid cluster randomized controlled trial. J Med Internet Res. 2021;23(6):e25256. https://​doi.​org/​10.​2196/​25256.CrossrefPubMedPubMedCentral


	66.
Breslin G, Shannon S, Cummings M, Leavey G. An updated systematic review of interventions to increase awareness of mental health and well-being in athletes, coaches, officials and parents. Syst Rev. 2022;11(1):99. https://​doi.​org/​10.​1186/​s13643-022-01932-5.CrossrefPubMedPubMedCentral


	67.
McCrabb S, Lane C, Hall A, et al. Scaling-up evidence-based obesity interventions: a systematic review assessing intervention adaptations and effectiveness and quantifying the scale-up penalty. Obesity Rev. 2019;20(7):964–82. https://​doi.​org/​10.​1111/​obr.​12845.Crossref


	68.
Wolfenden L, McCrabb S, Barnes C, et al. Strategies for enhancing the implementation of school-based policies or practices targeting diet, physical activity, obesity, tobacco or alcohol use. Cochrane Database Syst Rev. 2022. https://​doi.​org/​10.​1002/​14651858.​CD011677.​pub3.CrossrefPubMedPubMedCentral


	69.
Wolfenden L, Barnes C, Jones J, et al. Strategies to improve the implementation of healthy eating, physical activity and obesity prevention policies, practices or programmes within childcare services. Cochrane Database Syst Rev. 2020. https://​doi.​org/​10.​1002/​14651858.​CD011779.​pub3.CrossrefPubMedPubMedCentral


	70.
Sutherland RL, Jackson JK, Lane C, et al. A systematic review of adaptations and effectiveness of scaled-up nutrition interventions. Nutr Rev. 2022;80(4):962–79. https://​doi.​org/​10.​1093/​nutrit/​nuab096.CrossrefPubMed




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


OEBPS/navigation.xhtml

    
      Contents


      
        		Research outcomes informing the selection of public health interventions and strategies to implement them: A cross-sectional survey of Australian policy-maker and practitioner preferences


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/12961_2024_1144_Fig2_HTML.png
30

25

20

15

10

. 8 ! R £ .
I N A I N I N .
& ) ) 3 & B X2 & & 2 & 2 2
& 2 ) <2 ® 0 x¢ & & & [ ) & &S & &
& N L o & < 2 & & &
« \{9@ & & ¥ & <& foy & & S
) & t_ﬁ&

«=@==|ntervention Overall (=171) «=(==ntervention Policy (n=79) «=@==|ntervention Practice (n=62)





OEBPS/images/12961_2024_1144_Fig3_HTML.png
25

20

15

10

3 S & & & & & & & &
. <& & ..
& <& &
O

«=@==|mplementation Overall (n=171) «=0==Implementation Policy (n=79) «=@==|mplementation Practice (n=62)





OEBPS/images/12961_2024_1144_Fig1_HTML.png
Effective public health
interventions

Research outcomes of
potential relevance to
the selection of
interventions, e.g.
Equity of the intervention,
Acceptability of the
intervention,

Adoption of the
intervention.

Effective strategies to
implement the
intervention

Selected research
outcomes of potential
relevance to the
selection of
implementation
strategies, e.g.

«  Sustainability of the
implementation strategy,
Economic evaluation of
the implementation
strategy.

Improved public health






OEBPS/css/sidebar.gif





