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staff views, barriers and strategies for change
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Abstract

Study objective: To determine barriers and ena-
blers for evidence-based practice (EBP) in popula-
tion health and potential strategies for change.

Design: Self-administered survey of 104 profes-
sional staff (response rate, 73%) in the Division of
Population Health, South Western Sydney Area
Health Service in NSW serving a disadvantaged
urban population.

Main results: Most respondents (80%) “strongly
agreed” or “agreed” that EBP would improve the
effectiveness of their efforts in a disadvantaged
region. However, more than half of respondents
(56%) “strongly agreed” or “agreed” that there is
lack of evidence for interventions in population
health. Eighty two per cent of respondents
“strongly agreed” or “agreed” that training in EBP
is important for all population health workers.
Those who used evidence also needed a greater
capacity to discriminate “good” from “bad”
research (85% in agreement). Contradictory pol-
icy was cited by one third of respondents as
acting against EBP.
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DESPITE CONSIDERABLE RHETORIC promoting evi-
dence-based practice (EBP) in clinical disci-
plines such as medicine and nulrsing,l"2 there has
been less attention in population health. Popula-
tion health services represent a key investment
by governments for primary prevention and
other population-based approaches to promote
health and wellbeing and mitigate the impact of
adverse health risk factors (individual, environ-
mental, economic) on individuals, families and
communities.>

In New South Wales, divisions of population
health were established by almost all Area
Health Services (AHSs) throughout the 1990s as
organisational structures to provide population
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What is known about the topic?

While there is an increasing emphasis on the
importance of evidence based practice (EBP) in
health care there has been little study of EBP in
relation to health professionals working in population
health settings.

What does this paper add?

This paper reports the results of a survey of 76
population health staff in New South Wales. The
results suggest these population health
professionals recognise the importance of EBP, but
identified competing agendas, lack of training and
technical support as barriers to implementation.
Strategies of infrastructure support, more systematic
reviews and commissions for research, and an
accurate register of population health research were
rated very useful by at least one quarter of
respondents, while only one of three workforce
capacity building strategies (that is, discriminating
between good and bad evidence) was so well rated.
What are the implications for practitioners?

This study suggests greater support for
infrastructure solutions to the barriers. In addition,
there is a need to increase awareness about
international groups such as Cochrane Health
Promotion and Public Health Field (CHPPHF) and
Effective Practice and Organisation of Care Group
(EPOC) in producing systematic reviews relevant to
health promotion, public health and early
intervention. The survey tool used may be of interest
to others promoting evidence-based health care.
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health services to specified populations.* Fur-
thermore, divisions of population health created
“critical mass” by bringing together previously
disparate services that shared a common per-
spective and values not always shared by hospi-
tal-based staff and services.? In the South
Western Sydney Area Health Service (SWSAHS),
the Division of Population Health was created in
1991 to provide strategic advice about resource
allocation to improve overall health outcomes
for a designated population of about 800000,
and also to deliver agreed services targeting
public health issues particularly affecting mar-
ginal and disadvantaged groups. Consistent with
the Ottawa Charter,’ the Division of Population
Health in the SWSAHS has attempted to focus
on primary and secondary prevention, commun-
ity development and reorientation of health
services. In their work, divisions of population
health have most recently been influenced by
strategic objectives such as the reduction of
primary avoidable mortality and hospitalisations
due to ambulatory care-sensitive conditions
through the implementation of evidence-based
population health interventions.®
Evidence-based practice in population health
has been promoted in Australia with relatively
little critique or preparatory research.'® While
previous surveys of physicians,!'*? sur-
geons, 1> nurses, ' radiation oncologists'” and
general practitioners'®!® have identified oppor-
tunities to strengthen EBP in these disciplines in
Australia, no comparable work has been under-
taken in population health. In addition, very
little has been pursued internationally. From a
study conducted to compare views, awareness
and use of evidence among senior staff in all
local health cooperatives in Scotland, 96% of the
71 participating public health practitioners
agreed that it is the duty of every practitioner to
keep up-to-date with current best evidence, yet
only 63% used the Cochrane Library as a source
for evidence and there was considerable varia-
tion in their understanding of key EBP terms.°
Within a larger needs assessment of capacity for
EBP in our region, we determined views of staff
in the Division of Population Health in the
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I Characteristics of the participating
population health staff (n=76)

Demographic % of
characteristic Category sample*
Sex Men 36%
Women 64%
Age group <40 43%
=40 53%

Years of practice in <2 years 24%
population health
workforce
2-5years 29%
6-10 years 22%
11-19 years 16%
> 20 years 8%
Employment status  Casual 5%

Temporary part-time 9%
Temporary full-time 14%

Permanent part- 8%
time

Permanent full-time 61%

Occupation category Director 13%

Co-ordinator/senior 26%

manager
Officer/project staff 61%
Highest level of Under Masters 32%
education reached  degree
Undertaking 11%

postgraduate study
Masters and PhD 30%

Medical degree 17%
Medical degree Yes 17%
No 74%

*Cumulative percentages may not sum to 100% due to
rounding and exclusion of missing data

SWSAHS, barriers to its implementation and
reactions to suggestions for organisational sup-
port and capacity building.
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Methods

Survey administration

At the time of conducting our needs assessment,
the SWSAHS Division of Population Health
employed 106 professional staff organised into
ten distinct but well linked services comprising
(at that time) drug and alcohol; public health;
health promotion; refugee health; aboriginal
health; oral health; community paediatrics; aca-
demic general practice; epidemiology; and Cen-
tre for Health Equity Training Research and
Evaluation. All professional staff (other than the
two authors) (n=104) first received a one-page
letter in August 2002 in advance of our survey
to increase response rate.’! Five days later,
questionnaires were mailed with covering letters
and reply-paid envelopes. Standardised remind-
ers were instigated with non-responders 5, 24,
31 and 40 days after the initial mail-out. Data
were kept strictly confidential.

Survey instrument

We included items adapted from previous
surveys'>1722 as well as questions contextual-
ised to local circumstances. To enhance clarity
and face validity, the survey questionnaire was
reviewed by ten Executive Directors of the
Division and three senior public health profes-
sionals practising outside the SWSAHS. We
report here on five sections of our needs
assessment:
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m training for evidence-based population health
(five items);

m applicability of EBP in population health (13
items);

m strengths, weaknesses and gaps in evidence in
population health (eight items);

m barriers discouraging EBP in population health
(seven items); and

m strategies to enhance use of evidence in popula-
tion health (nine strategies: six infrastructure
strategies and three workforce development
strategies).

m To assess respondents’ views about training in
evidence-based population health, we posed
five statements, inviting a reaction to each
using a five-point Likert scale (“strongly
agree”, “agree”, “not sure”, “disagree”,
“strongly disagree”). These five items were
summed to create an overall “EBP predisposi-
tion” score (see Data Analysis). To obtain a
“reality check” from staff working at the fore-
front of population health, we next presented
thirteen statements about aspects such as
applicability, management responsibilities,
criticisms and local challenges, inviting a
response to each statement, and again provid-
ing a five-point Likert scale (“strongly agree”,
“agree”, “not sure”, “disagree”, “strongly disa-
gree”). Eight controversial statements about
EBP in population health were then posed to
examine strengths and weaknesses in the evi-

2 Participants’ views about training in evidence-based population health (n=76)

Response (%)

Strongly Strongly
Survey statement agree Agree Not sure Disagree disagree
Regular training and/or continuing education 39% 50% 7% 3% 1%
is a necessity for all population health staff
Training in EBP is important for all population 20% 62% 9% 7% 2%
health workers
Improved research literacy among population 20% 59% 18% 3% -
health workers will improve the use of EBP
All population health workers should have the 4% 28% 26% 33% 9%
same level of competency to apply EBP
EBP will not change anything that | do already 4% 7% 22% 53% 13%
EBP = evidence-based practice.
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dence for population health, including items less”). Occupational category (director,
to explore the utility of the National Health coordinator/manager, junior staff), gender, age
and Medical Research Council (NHMRC) tax- group, years in practice, employment status
onomy of evidence?® for population health, and academic qualifications were determined.

gaps in evidence and challenges in research in

population health. Seven items were then  Data analysis

presented to assess respondents’ views about  To calculate the score for respondents’ overall
barriers discouraging EBP in population  disposition to EBP training in population health,
health, using a five-point Likert scale  we summed responses to five items after reversing

(“strongly agree”, “agree”, “not sure”, “disa-  the scale for the fifth item for consistency (range
gree”, “strongly disagree”). Staff were also  of possible scores, 5 [strongly disagree] to 25
asked to rate their views about each of six [strongly agree]). Univariate analyses were per-

infrastructure strategies and three workforce formed to examine the relationships between this
capacity building strategies to enhance use of ~ score and predictor variables by using either
evidence in population health policy and Student’s t test or analysis of variance (ANOVA).
practice, using a four-point scale (“very use- McNemars test was used to compare paired
ful”, “somewhat useful”, “a little useful”, “use- proportions.

3 Respondents’ views about “real-world” applicability of evidence-based practice (EBP)
(n=76)

Response (%)

Strongly Strongly
Survey statement agree Agree Not sure Disagree disagree
EBP will improve the effectiveness of efforts of 21% 59% 20% - -
population health in SWSAHS
Using EBP will attract more funding to population 15% 38% 46% 1% -
health
EBP provides consistency in decision-making 14% 53% 21% 1% -
about controversial issues on population health
Application of EBP in population health is cost 9% 46% 38% 5% -
effective
EBP improves my autonomy in decision-making 7% 37% 37% 16% 3%
Applying EBP will improve communication between 7% 26% 46% 20% -
population health workforce and consumers
In population health, EBP is the responsibility of 5% 12% 16% 59% 7%
management
EBP limits innovative approaches to population 4% 18% 36% 34% 7%
health problems
EBP is used against population health 3% 9% 45% 33% 8%
EBP is a good concept but fails in practice 1% 9% 33% 50% 1%
EBP is only applicable in clinical services 1% 4% 15% 55% 22%
Lack of evidence for effectiveness will not change - 20% 40% 38% -
an accepted practice in population health
In population health, EBP is the responsibility of - 5% 17% 63% 13%
senior managers not frontline staff in population
health
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Results

Response rate and sample characteristics
From 104 eligible staff, we received 76 question-
naires (73% response rate). Box 1 summarises
personal and professional characteristics of
respondents. In generating tables, cumulative
percentages may not sum to 100% due to round-
ing and exclusion of missing data. There was no
association between sex and response rate (x’=
0.44; df=1; P=0.51). Response rate also was not
associated with occupational category ()*=2.81;
df=2; P=0.25) or having a medical qualification
((*=1.65; df=1; P=0.20). Response rates by
services within the Division ranged from 60% to
100% (mode=100%; median=100%). Nearly
two-thirds of the sample were women (n=49;
64%). Less than half (n=27; 43%) were under 40
years of age.

Views about EBP in population health

Box 2 summarises responses to the five state-
ments about training in evidence-based popula-
tion health. From a possible range of 5 (strongly
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disagree) to 25 (strongly agree), respondents’
actual scores for “EBP predisposition” ranged
from 9 to 25 (mode =20; median = 19). There was
no significant association between personal or
professional predictors and the “EBP predisposi-
tion” scores (statistical tests available from the
authors on request). Eighty-nine per cent of
respondents “agreed” or “strongly agreed” that
training in EBP was a “necessity” for all popula-
tion health staff (Box 2). A minority (11%)
“agreed” or “strongly agreed” that EBP would not
change “anything” that they already did, however.

Thirteen statements posed to check “reality”
for our staff elicited varying responses (Box 3).
While 80% “agreed” or “strongly agreed” that
EBP would improve the local effectiveness of
services, 10% “agreed” or “strongly agreed” that
EBP was a “good concept” but failed in prac-
tice. Forty-five per cent were “not sure”
whether EBP could be used to undermine
population health. One in five respondents
“agreed” that lack of evidence for effectiveness
would not change an accepted practice in
population health (Box 3).

4 Respondents’ views about strengths, weaknesses and gaps in evidence in population

health (n=76)

Response (%)

Strongly Strongly
Survey statement agree Agree Not sure Disagree disagree
There is lack of evidence in many areas of 11% 45% 28% 15% -
population health
RCTs cannot accommodate the complexity and 5% 23% 42% 26% 3%
flexibility of population health interventions
RCTs are too expensive to evaluate population 4% 13% 48% 33% 1%
health interventions
Evidence of population health interventions is 4% 12% 51% 28% -
usually generalised in unrepresentative populations
RCTs are not feasible in population health 3% 7% 42% 45% 3%
EBP provides clear indicators to assess the quality 1% 42% 41% 12% -
of population health services
EBP is of limited value because population health 8% 29% 43% 17%
lacks scientific base
The NHMRC taxonomy of evidence cannot be 8% 70% 20% -

applied to population health

RCT= randomised controlled trial. EBP= evidence-based practice. NHMRC = National Health and Medical Research Council.
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Box 4 summarises responses for each of eight
controversial statements about EBP in population
health. While 56% “agreed” or “strongly agreed”
that there is lack of evidence in many areas of
population health, at least one quarter either
“agreed’ or “strongly agreed” that randomised con-
trolled trials to redress this lack of evidence cannot
accommodate its complexity. Yet 45% “disagreed”

with the statement that randomised controlled
trials are not feasible to generate evidence in
population health. One in five “disagreed” with the
statement that the NHMRC taxonomy for interven-
tional evidence could not be applied to evidence
for the effectiveness of interventions in population
health, although the majority (70%) were “not
sure”. There was minimal support for the criticism

5 Respondents’ views of barriers to evidence-based practice (EBP) in population health

(n=176)
Response (%)
Barrier Strongly agree Agree Not sure Disagree  Strongly disagree
Competing agendas 20% 50% 22% 5% -
Lack of training 9% 67% 13% 7% -
Lack of time 8% 47% 16% 26% -
Lack of technical support 7% 61% 17% 13% -
Lack of facilities 5% 49% 22% 20% -
Lack of evidence 5% 38% 30% 24% -
Contradictory policy 4% 30% 50% 13% -

6 Respondents’ views about usefulness of nine strategies to enhance use of evidence in
population health policy and practice (n=76)

Response (%)

Very Somewhat A little

Survey statement useful useful useful Useless
Infrastructure

Infrastructure support for population health research that is relevant to 54% 29% 11% 1%
practitioners

More systematic reviews that summarise the state of evidence for topics 50% 30% 15% 1%
of importance in population health

An accurate register of population health research 48% 34% 13% 1%
More systematic reviews to identify priority research needs 46% 30% 15% 4%
More commissions for research by Area health services and health 26% 39% 24% 7%
departments

At least one more peer-reviewed Australian-based journal in which to 15% 23% 34% 20%
publish population health research

Workforce capacity building

Greater ability among users of evidence to discriminate between “good” 51% 34% 8% 1%
and “bad” evidence

More population health practitioners with previous record of conducting 16% 45% 29% 5%
their own research

Greater rewards from senior management when staff use evidence-based 12% 34% 36% 14%

practice approaches
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that EBP is of limited value because of the lack of
evidence in population health (Box 4).
Respondents’ views about seven potential barri-
ers discouraging EBP in population health are
given in Box 5. While 70% of respondents
“agreed” or “strongly agreed” that “competing
agendas” are barriers for EBP in population
health, 43% “agreed” or “strongly agreed” that
“lack of evidence” is a barrier discouraging EBP in
population health (x*=11.28; df=1; P<0.001).

Future strategies

Box 6 summarises respondents’ views about the
usefulness of each of six infrastructure strategies
and three workforce development strategies to
enhance EBP. Five of six infrastructure strategies
were rated “very useful” by at least one quarter of
respondents while only one of the three work-
force capacity-building strategies was so well
rated. Greater ability among users of evidence to
discriminate between “good” and “bad” evidence
was widely endorsed by respondents (51% “very
useful”, and 34% “somewhat useful”). This is
comparable with the views of Australian public
health researchers who previously also had
endorsed such a strategy (52% “very useful” and
24% “somewhat useful”). ** There was signifi-
cantly more support for this strategy enhancing
the ability of users to judge evidence than for the
second most highly ranked capacity-building
strategy, namely that more practitioners with their
own research track record be employed (51% v
16%) (*=13.25; df=1; P<0.001).

Discussion
Although gathered from only one Division of
Population Health in New South Wales, our
results may prompt broader reflection by those
who manage or fund population health services
elsewhere in Australia, particularly with respect
to barriers to and enablers for EBP. At the time of
our survey, the Division was responsible for the
largest population in NSW.

We first were heartened to find that population
health staff in our survey were positive about the
importance of EBP in improving the effectiveness
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and impact of their practice. The majority (77%)
rejected the view that EBP is only applicable in
clinical services, yet a convincing minority (10%)
was concerned that EBP is a “good concept” but
fails in practice. Nonetheless, the majority (60%)
disagreed that EBP is of limited value because EBP
lacks a scientific base (Box 4). These views invite
strong leadership and strategic development of
EBP in population health services to ensure that
the workforce itself is more confident in its appli-
cation. EBP itself appears necessary but insufficient
for broader engagement about resource allocation
(46% “not sure” that EBP will attract more funding
to population health). It is curious that 46% also
were “not sure” that EBP will improve communica-
tion between the population health workforce and
consumers (Box 3). By contrast, current opinion
has otherwise been highly persuasive that genuine
consumer participation in health decisions
requires a sharing of evidence between service
providers and consumers.>* Strategies to support
evidence-based decision-making by consumers
increasingly are subject to rigorous evaluation
using randomised controlled trial designs.>>® In
due course, evidence from such studies may reas-
sure staff in population health services that EBP
improves communication with consumers about
population health.

Although there was considerable uncertainty
(42% “not sure”) (Box 4), a further 48% neverthe-
less “disagreed” or “strongly disagreed” that ran-
domised controlled trials are not feasible in
population health. This suggests that the issue of
research (evidence generation) in questions about
population health remains vexed. Recently, a
review of the NHMRC has suggested the need for
more focus on developing research that contributes
directly to population health and evidence-based
health care.?” This specific finding supports strat-
egic investment in research to address gaps in
evidence that, if unassuaged, would continue to
compromise decisions in population health policy
and practice. In Canada, there is a wider recogni-
tion by its health and medical research funding
counterpart (Canadian Institutes of Health
Research) that funds must be directed towards
areas of relevance and strategic importance.?®
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As reinforced by a qualitative study conducted
with a purposeful sample from this same population
health workforce,*” the majority of respondents as
reported here also endorsed training in EBP for all
staff (Box 2). Given their diversity, however, not all
population health practitioners require the same
level of competency, nor are they commencing with
the same entry competency. We have reported else-
where that those staff in population health services
with medical qualifications have higher levels of
understanding of EBM terms®® and higher use of
on-line evidence databases.>! Given that three-quar-
ters of staff rejected the statement that only senior
managers are responsible for EBP (Box 2), further
thought is required to address inequities in uptake
of EBP in a diverse workforce, particularly to miti-
gate the development of professional subcultures
and unequal access to technological support or
continuing education. We speculate that EBP in
population health is particularly compromised
because there are no standardised “entry criteria” for
practice. Nor is there accreditation of graduate
courses for population health practitioners. Re-certi-
fication including continuing education based on
competencies for those employed in population
health services is not yet required.

Among staff in this Division of Population
Health, we also found a high level of uncertainty
about applying the NHMRC taxonomy of evi-
dence in population health, and specifically the
feasibility of randomised controlled trials to
accommodate the complexity of population
health interventions (70% “not sure”) (Box 4).
Although the availability of evidence (especially
from randomised controlled trials) in primary
prevention may currently be less than that to
support clinical services, particularly for modern
non-communicable threats to population health
such as overweight and obesity, awareness about
the mandate of international groups such as
Cochrane Health Promotion and Public Health
Field (CHPPHF) and Effective Practice and
Organisation of Care Group (EPOC) in producing
systematic reviews relevant to health promotion,
public health and early intervention would be
usefully raised. Furthermore, both the CHPPHF
and EPOC recognise that randomised controlled
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trials have not always been conducted to evaluate
population health interventions. Hence, both
groups include other study designs such as clus-
ter randomised controlled trials, non-randomised
cluster controlled trials, controlled before and
after and interrupted time series designs in their
reviews.>>3? This approach might reassure staff in
population health services. In any case, it is
disturbing that one-third agreed that contradic-
tory policy acted against EBP (Box 5).

Conclusions

In conclusion, our research shows the many
contradictions and challenges that confront those
who seek to champion EBP in population health.
Our survey tool may be of interest to others
hoping to strengthen evidence-based health care
in their services.

Acknowledgements

We thank staff of SWSAHS Division of Population Health
for their participation; David Smith, Cancer Council New
South Wales; Mary Osborn, then at FPA Health, and
Victoria Toulkidis, then at the Royal Australasian College
of Physicians, for reviewing draft questionnaires; Tracey
Bruce for graphic design; and Mark Thornell, then
Assistant Director, SWSAHS Division of Population
Health, for organisational support. This study was
approved by the SWSAHS Human Research Ethics
Committee and the University of New South Wales
Human Research Ethics Committee.

Competing interests

The authors declare that they have no competing
interests.

References

1 Silagy CA. Evidence-based healthcare 10 years on: is
the National Institute of Clinical Studies the answer?
Med J Aust 2001; 175: 124-5.

2 Peach H. Should Australia’s hospitals be reviewing the
use of research in patient care by nurses, managers
and allied health professionals? A systematic review of
recent evidence [Review]. Aust Health Rev 2003;
26(2): 49-62. Available at: <http://www.aushealthre-
view.com.au/publications/articles/issues/ahr_26_2_
1509083/ahr_26_2_49-62.asp> (accessed 9 Sep 2005).

3 National Public Health Partnership. National Public
Health Partnership Activity Report 2002-2003. A report

Australian Health Review November 2005 Vol 29 No 4



to the Australian Health Ministers’ Advisory Council
from the National Public Health Partnership. Mel-
bourne: National Public Health Partnership, 2004.

4 Sainsbury P. Divisions of population health: quantum
leap forward or rearranging the deckchairs? Aust N Z J
Public Health 1999; 23: 119-25.

5 Canadian Public Health Association, Health and Wel-
fare Canada, World Health Organization. Ottawa char-
ter for health promotion. An international conference on
health promotion: the move towards a new public
health. Ottawa, 17-21 November 1986. Available at:
<http://www.who.int/hpr/NPH/docs/ottawa_charter_
hp.pdf> (accessed 9 Sep 2005).

6 Public Health Division. Healthy People 2005 — New
directions for public health in NSW. Sydney: NSW
Health Department, 2000.

7 Public Health Division. The health of people of New
South Wales. Report of the Chief Health Officer. Syd-
ney: NSW Department of Health, 2002.

8 Public Health Division. The health of people of New
South Wales. Report of the Chief Health Officer. Syd-
ney: NSW Department of Health, 2004.

9 Independent Pricing and Regulatory Tribunal of New
South Wales. NSW Health — focusing on patient care.
Sydney: Independent Pricing and Regulatory Tribunal
of New South Wales, 2003.

10 Rychetnik L, Frommer M, Hawe P, Shiell A. Criteria for
evaluating evidence on public health interventions. J
Epidemiol Community Health 2002; 56: 119-27.

11 Scott |, Heyworth R, Fairweather P. The use of evi-
dence-based medicine in the practice of consultant
physicians. Results of a questionnaire survey. Aust N Z
J Med 2000; 30: 319-26.

12 Sintchenko V, Iredell JR, Gilbert GL, Coeira E. What do
physicians think about evidence-based antibiotic use
in critical care? A survey of Australian intensivists and
infection disease practitioners. Intern Med J 2001; 31:
462-69.

13 Toulkidis V, Donnelly NJ, Ward JE. Engaging Australian
physicians in evidence-based medicine: a representa-
tive national survey. Intern Med J 2005; 35: 9-17.

14 Cooney A, Gatellari M, Donnelly N, Ward JE. Impact of
national guidelines on surgeons’ awareness of evi-
dence underpinning surgical recommendations for
colorectal cancer management. Colorectal Dis 2004;
6: 418-27.

15 Young JM, Hallands MJ, Ward J, Holman CD. Role of
opinion leaders in promoting evidence-based surgery.
Arch Surg 2003; 138: 785-91.

16 Nagy S, Lumby J, McKinley S, Macfarlane C. Nurses
beliefs about the conditions that hinder or support evi-
dence-based nursing. IntJ Nurs Pract2001; 7: 314-21.

17 Veness M, Rikard-Bell G, Ward J. Views of Australian
and New Zealand radiation oncologists and registrars
about evidence-based medicine and their access to
Internet based sources of evidence. Australas Radiol
2003; 47: 409-15.

Australian Health Review November 2005 Vol 29 No 4

Planning

18 Young JM, Ward JE. Evidence-based medicine in
general practice: beliefs and barriers among Austral-
ian GPs. J Eval Clin Pract 2001; 7: 201-10.

19 Young JM, Glasziou P, Ward JE. General practitioners’
self ratings of skills in evidence based medicine:
validation study. BMJ 2002; 324: 950-1.

20 O'Donnell CA. Attitudes and knowledge of primary
care professionals towards evidence-based practice:
a postal survey. J Eval Clin Pract 2004; 10: 197-205.

21 Bruce T, Holt P, D’Este K, Sladden M. Labour-saving
strategies to maintain survey response rates: a ran-
domised trial. Aust N Z J Public Health 1998; 22: 394-6.

22 Shah S, Ward JE. Outcomes from NHMRC public
health research project grants awarded in 1993. Aust
N Z J Public Health 2001; 25: 556-60.

23 National Health and Medical Research Council. How to
use the evidence: assessment and application of
scientific evidence. Handbook series on preparing
clinical practice guidelines. Canberra: Commonwealth
of Australia, 2000.

24 Oliver S, Bastian H. Has involving consumers (patients)
in research made any difference to what is researched
and how? J Health Serv Res Policy 1999; 4: 127-8.

25 Gattellari M, Ward JE. Does evidence-based informa-
tion about prostate cancer screening inform men with-
out exacerbating worry? A randomised controlled trial.
J Med Screen 2003; 10: 27-39.

26 Gattellari M, Ward JE. A community-based ran-
domised controlled trial of three different educational
resources for men about prostate cancer screening.
Patient Educ Couns 2005; 57: 168-82.

27 Commonwealth of Australia. Sustaining the virtuous
cycle for a healthy, competitive Australia. /nvestment
Review of Health and Medical Research. Canberra:
Commonwealth of Australia, 2004.

28 Canadian Institutes of Health Research. Website.
Available at: <http:/www.cihr-irsc.gc.ca/e/193.html>
(accessed 9 Sep 2005).

29 Adily A, Peacock W, Ward J. Developing evidence-
based practice in population health at the local level:
how qualitative insights complete quantitative findings.
Aust J Prim Health 2005; 11: 96-105.

30 Adily A, Ward J. Evidence-based practice in popula-
tion health: a regional survey to inform workforce
development and organisational change. J Epiderniol
Community Health 2004; 58: 455-60.

31 Adily A, Westbrook J, Coiera E, Ward J. Use of on-line
databases by Australian public health practitioners.
Med Inform Internet Med 2004; 29: 127-36.

32 Cochrane Health Promotion and Public Health Field.
Available at: <http://www.vichealth.vic.gov.au/
cochrane> (accessed 9 Sep 2005).

33 Effective Practice and organisation of Care Group.
Available at: <http://www.epoc.uottawa.ca>
(accessed 9 Sep 2005).

(Received 6 Mar 2005, accepted 31 Aug 2005) m}

477



	Survey administration
	Survey instrument
	Data analysis
	Response rate and sample characteristics
	Views about EBP in population health
	Future strategies

