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Introduction 
Setting the Scene

N A N CY  E DWA R D S

P
rograms of research are fundamental to the evolution and mat- 
	 uration of scientific fields of inquiry. While those embarking on a  
	 research career are likely to hear strong messages emphasizing the 

necessity of a research program, written guidance on how to develop such 
a program is difficult to come by. This book attempts to unpack the pro-
cesses involved in developing a research program, with a focus on applied 
social and health research. We deliberately invited authors who have 
worked in diverse countries and bring expertise in different content areas. 

The book is primarily aimed at those who are early- and mid-career 
researchers, whether they be working in an academic, government, or 
non-governmental sector. However, the content is also pertinent for those 
who are inspiring early career researchers in their roles as mentors and 
supervisors; for researchers who are evolving their programs of research or 
contemplating new directions for their research; and for leaders who are driv-
ing the development of organizational research units, centres, or institutes.

The chapters situate programs of research within the larger research 
ecosystem. Throughout the chapters, the dependencies and co-dependen-
cies that can help an individual or institutional research program flourish 
or stall are discussed. The book is divided into four parts.

The first part, Critical Considerations in Developing a Program of 
Research, begins with some fundamentals. The “Charting Your Course” 
chapter (Edwards) provides guidance about the process of developing 
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and nurturing a program of research and identifying your programmatic 
research niche. While the chapter is primarily written for early-career 
researchers, it is also pertinent to researchers at other career stages, as 
it describes considerations for renewing a program of research and dis-
cusses ways for senior researchers to supervise and mentor early-career 
colleagues through their research program development phase. The per-
spectives of two early-career researchers (Merry and Jarvis) bring to light 
the formative stages of this work. A set of practical exercises are included, 
prepared by Edwards and Roelofs. 

Additional chapters in Part One then examine several key consider-
ations in the development of a research program: What is involved in the 
transition from post-doctoral fellow to independent researcher and how 
can this be managed (Mary Ann Murray and Davison)? What work–life 
balance are you aiming for and what strategies might help you get there 
(Roelofs, Edwards, Davison, and MacLean)? How can disciplinary strength 
and perspective be mobilized and retain legitimacy for those launching 
their research career in an interdisciplinary research environment (Pot-
vin and Clavier)? These fundamental issues are also recurring points of 
discussion in the chapters that make up Part Two. The work–life balance 
chapter addresses an issue that is too infrequently discussed but germane 
to all who engage in the world of research. Edwards and Davison share 
the perspectives of career researchers, while MacLean and Roelofs pres-
ent their experiences as research support staff who were vital contributors 
to the research enterprise. With differing ages and career stages, family 
circumstances, and job descriptions, these four authors present varying 
perspectives on work–life balance and discuss a range of considerations. 

The second part of the book, Developing and Evolving Your Program 
of Research, is punctuated by chapters written by mid-career and senior 
researchers who describe how their programs of research developed and 
evolved over time. Their chapters are rich with illustrative examples and 
pragmatic suggestions. Bourgeault, Michael Murray, Raine, and O’Con-
nor each present a rarely discussed account of the passion that drove and 
sustained their research and its hoped-for impact. Reflections are offered 
about tensions, challenges, and critical turning points encountered on 
their journeys. Although each journey is unique, a number of common 
themes are apparent across these experiences.

These chapters highlight many elements of research programs, includ-
ing their conceptual and theoretical foundations; mentoring approaches; 
local, national, and international networking and collaboration; strategies 
to successfully engage staff, students, communities, and researchers from 
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other disciplines in the programmatic enterprise; and finding and follow-
ing promising avenues of inquiry, including methods development. Each 
author also illuminates challenging research and personal transition peri-
ods and chronicles the ways in which these transitions were navigated.

Two social scientists (Bourgeault and Michael Murray) describe their 
programs of research, mapping out the steps that aided but sometimes 
steered them away from a programmatic focus. Bourgeault discusses her 
emergence and entry into health-oriented questions from the perspective 
of a sociologist. She provides an important account of her mentors and 
the experiences that led her to pursue a programmatic line of inquiry on 
health human resources.

Michael Murray provides an interesting account of a research career 
that spanned three countries, describing how he managed these transi-
tions. He highlights the ways in which he built collaborations to not only 
advance his program of research but also address some resistance encoun-
tered within his discipline when the methods he considered essential to 
answer his study questions were initially deemed unorthodox. 

Using the fitting metaphor of a triathlon, Raine traces her career path 
from clinician to applied health researcher. She usefully explains how she 
came to ground her research program in an ecological model of health 
promotion, and how this provided the coherent underpinnings for her 
research projects that address a range of topics on healthy weights and 
chronic disease. Raine, like a number of other authors, has held various 
career awards; she provides insightful reflections on how these supported 
the development of her program of research. 

O’Connor describes the evolution of her program of research in deci-
sion support. She provides examples of international collaborations that 
allowed her to test innovations in delivering decision support and contrib-
uted to the adoption of her Decision Support Conflict Scale as a standard 
evaluation measure in her field. In the realm of knowledge translation, 
O’Connor outlines consultative and advisory inputs she has provided to 
decision-makers, inputs that in some cases directly influenced legislation. 

The fifth chapter in this part, by Edwards, Berta, Marck, Downey, 
Ploeg, Grinspun, Davies, Ritchie, Virani, and Smith Higuchi, takes a dif-
ferent tack. These authors reverse the more common description of how a 
theoretical framework guided a program of research. Instead, they lay out 
a beginning framework that was the basis for a successful application to a 
funder for a program of research and then describe how a more sophisti-
cated conceptual framework was developed from emergent findings across 
the suite of projects making up the funded research program. This chapter 
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provides further grounding for the evolution of conceptual frameworks 
that in turn inform research undertaken within these programs. 

Part Three, From Research Programs to Research Centres and Insti-
tutes, focuses on the development and key roles of organizational research 
units, centres, and institutes with examples from Canada (Edwards; 
Browne), Kenya (Kaseje), and Australia (Plotnikoff, Collins, Morgan, Garg, 
Callister, Lubans, and Whyte). The emergence of these organizational 
entities, from individual and collective programmatic research interests, 
is described. Authors show how they captured serendipitous opportunities, 
harnessed capacity, navigated the highs and lows of research funding, and 
took risks to advance their vision of research excellence so as to enhance 
societal impact. 

The four chapters in this part concentrate on programs of research 
within the institutional structures of research units, centres, and institutes. 
In each case, they explain how they extended what started off as individual 
programs of research to a larger collaborative. These chapters provide an 
in-depth retrospective of the beginnings and evolution, alignments with 
the larger ecosystem, as well as the governance and operations of organi-
zational research entities. Their experiences were situated within three 
different sectors: health, social services, and education. 

The chapter by Edwards takes us inside her funded program of research 
at the University of Ottawa, Canada, showing how a set of sequential 
research studies fit within an overarching conceptual framework, and how 
this program of research was extended and integrated within a research 
unit, a research institute, and graduate programs. Edwards, like Zarowsky 
in a later chapter, explains how she sought to integrate her local and global 
research interests into her program of research. 

Browne describes the establishment of a Health and Social Services 
Utilization Research Unit at McMaster University in Canada. She iden-
tifies the “secret sauce” for its successes, and in particular the strategic 
alliance of partners who drove the research agenda, facilitated the devel-
opment of innovative service delivery models, and supported knowledge 
translation. 

Kaseje’s chapter provides an impressive example from western Kenya, 
illustrating the evolution of a long-term research and policy partnership 
between an academic institution (Tropical Institute of Community Health, 
Great Lakes University of Kisumu) and the Kenyan Ministry of Health. 
Capacity building is a strong feature of this work, in addition to consid-
erations of how a program of research can inform government decisions 
about scaling-up comprehensive primary health care.
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The final chapter in this part (Plotnikoff, Collins, Morgan, Garg, Callis-
ter, Lubans, and Whyte) comes from the School of Education, University 
of Newcastle, Australia, and features a research unit tackling obesity 
and physical activity among children and adults. The organizational and 
governance structure of the unit, efforts to strengthen collegiality and 
leadership capacity among researchers while respecting and supporting 
work–life balance, and the forging of partnered links to government and 
industry partners are highlights of this chapter. 

Other references to successful work with research units and centres 
can also be found in earlier chapters by Bourgeault, O’Connor, and Raine. 
All of these authors describe how synergies were forged between individ-
ual and institutional programs of research, to the advantage of trainees, 
researchers, and the organizations involved. Links made between research 
programs and the development of courses and other training initiatives, 
clinical care, field practice, and policies are described by many authors in 
Parts Two and Three. 

In the fourth and final part of the book, Perspectives from the Research 
Funders, the chapters by Zarowsky and by Edwards, Di Ruggiero, and  
Viehbeck bring a funding agency perspective into the conversation. 
Zarowsky describes how a global health equity strategic focus was devel-
oped within the International Development Research Centre, Canada, 
while Edwards, Di Ruggiero, and Viehbeck present the case of field build-
ing for population health within the Canadian Institutes of Health Research. 
It is critical to understand research programs in the context of funding 
agencies as these help define the funding interface to which researchers 
apply. While individual researchers define programs of research through 
their in-depth understanding of research in a narrowly defined area, 
funders undertake similar assessments but in a complementary way. As 
illustrated in this final section, funders try to get ahead of the science 
field, projecting future directions, identifying gaps in research that need 
to be addressed, and providing momentum for nascent fields of research. 

We hope the chapters in this book give readers pragmatic and new 
ideas about successful approaches to develop and lead novel and wor-
thy research programs. Although the journey can be arduous at times, it 
brings many rewards, including exciting opportunities for collaboration 
and teamwork, the satisfaction of mentoring new scholars who are carv-
ing out a research career, and the possibility of contributing not only to 
new knowledge but also to solutions for health problems and social woes. 
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1

Charting Your Course 
The Nuts and Bolts of Developing  

Your Program of Research 

N A N CY  E DWA R D S

Overview 

This chapter describes how to develop a program of research. Strategies 
discussed include: selecting your focus; developing an overall plan, includ-
ing an overarching framework and programmatic research questions; 
assessing and building institutional support; integrating your research 
programs with other responsibilities including education, graduate super-
vision, mentorship, and community service; monitoring progress; and 
maturing your research program. Illustrative examples are provided by 
two former post-doctoral fellows. A set of practical exercises is presented 
at the end of the chapter. 

Getting Started

Developing or revamping a program of research is hard but stimulating work. 
It involves an iterative process wherein you seek to find the convergence 
of your personal passion and expertise, your institutional supports and 
opportunities, and the current and projected state of science in your field. 
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Your program of research provides a compass that guides and directs 
your effort and energy, not only in the realms of research and knowledge 
translation but also in your other areas of responsibility, such as teaching, 
graduate supervision, and community service. It will evolve and mature as 
your scientific endeavours take hold and new opportunities arise. 

Importantly, describing your program of research will help you deter-
mine what is inside and what is outside your overarching focus, and 
consider what will likely advance your contribution(s) as a scientist. Your 
program of research may become an important means to recruit trainees 
such as graduate students and post-doctoral fellows who are excited by 
your vision and see themselves working within or linking to your active 
or planned research projects. It may also attract researchers who are 
eager to collaborate with you, given shared interests and the potential  
for innovation.

Selecting your research focus

There is no one-size-fits-all approach to selecting your research focus. A 
good starting point is to ask yourself what you are passionate about and 
why. What is it that intrigues or vexes you, and begs for a deeper under-
standing or an innovative solution? Is this interest a passing phase or 
something that you think will hold your attention over the years? How 
does this build on, extend, or deviate from your past work and lived expe-
riences? Does the focus of your research complement your strengths while 
offering stimulating intellectual challenges? What is the direction of sci-
ence in this field, and how do you see your research interests fitting in, 
expanding, or complementing what others are doing? How would you 
describe the innovative nature of your research, and how do you antic-
ipate it will yield novel research findings? Will your focus resonate with 
potential partners, whether they be service providers, decision-makers, 
policy-makers, or industry partners?

Consider what persistently grabs your interest and what compels you 
to do research. Do you want to deepen society’s understanding of the 
problem, phenomenon, or concern? Improve how we assess or measure a 
problem? Evaluate whether or not interventions and strategies can make 
a difference? Contribute to new theoretical insights?

There are a number of considerations in selecting the focus for your 
program of research. The first set of these concern the quality of science 
and the potential yield from your program of research:
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•	 Will it provide the scope and breadth of inquiry for research by you and 
your trainees over a five- to ten-year period?

•	 Can it provide an umbrella framework for a set or series of projects and 
studies that build on or complement each other?

•	 Are you able to describe how your program of research can help advance your 
field of science? In what ways is it a departure from other completed work?

•	 Is there a clear central thrust to your research delineated by your focus? 
Are the elements of your program of research conceptually coherent with 
this focus?

The second set of considerations are practical. These are important 
because developing and implementing a program of research requires 
institutional support and resources in both the short and long term. Begin 
by asking yourself the following questions:

•	 Are you likely to get institutional support for undertaking this research 
given strategic priorities at departmental, faculty, or institutional levels?

•	 Will you have the infrastructure (e.g., space, computers, and other equip-
ment) you need to undertake this program of research?

•	 Might graduate students, other trainees, or senior colleagues be attracted 
to your institution (e.g., the department and faculty of your primary 
appointment as well as other departments or faculties in your university) 
because of your program of research?

Developing an overall plan

The overall plan for a program of research usually consists of a guiding 
framework and its key concepts, underlying hypotheses or propositions, 
programmatic research questions, and a set of linked research projects that 
address these overarching questions. 

Although a framework is not a requirement for a research program, 
developing one may provide conceptual clarity and coherence for your 
research. It specifies the research elements and concepts and highlights 
how they are interrelated, while identifying gaps in your program that 
may need to be addressed. A framework can provide an important means 
of communicating the orientation of your research to others. As with any 
maturing research program, an initial framework may need substantial 
revision as your research progresses and as findings and new insights 
emerge from both your research and other research in the field. 
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Some researchers develop a framework essentially from scratch, while 
others use existing models or theories as a base for their framework, high-
lighting how they plan to extend the conceptualization, measurement, or 
application of what is already known. Generic models or frameworks such 
as logic models, program planning, and evaluation frameworks, or stock 
and flow diagrams, may also be used as an architectural structure to which 
the concepts and constructs of interest for a research program are attached. 

Creating a figure can be an effective means of illustrating the central 
concepts of your framework and their interrelationships. Preparing a narra-
tive that explains the pictorial representation of your emergent framework 
can help you refine your framework and move to a finished product. 

Use the framework as a testing ground for articulating your overarch-
ing programmatic research questions that will guide your overall program. 
Each of these programmatic questions will likely be too broad and ambi-
tious to be answered by a single research study. Nevertheless, these 
overarching questions will provide important direction for framing the 
primary and secondary research questions of your discrete research proj-
ects and grant proposals. One way of thinking about these overarching 
questions is to consider questions in the realms of understanding, mea-
suring, and evaluating. While not all of these may be pertinent to your 
interests, they provide a set of broad domains to consider for your pro-
grammatic questions. 

Other considerations that can drive your programmatic questions: 

•	 What research design(s) do you plan to use, and are they primarily quali-
tative, quantitative, or mixed methods? 

•	 What populations do you plan to study? 
•	 What health, societal, or economic issues are of primary interest to you? 
•	 Will your studies be undertaken locally or nationally? Will they span juris-

dictions? Will they have a global orientation? 
•	 How will partners such as policy-makers, managers, and decision-makers, 

as well as other sectors, be involved?
•	 What disciplines do you intend to collaborate with and why? 

Cross-validate your framework against your programmatic research 
questions. Make sure these questions clearly arise out of the framework 
and cover the main concepts (and links among them), and that the ele-
ments and concepts in your framework are adequate to capture your 
research questions. In other words, do your overarching research ques-
tions fit within the framework and will that be obvious to others? 
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Having landed on the overarching programmatic questions, you will 
need to develop a work plan of discrete, manageable research projects. 
Each of your planned research projects should fit with one or more of 
your overarching questions. Important considerations include: how best 
to sequence the studies (recognizing that the vagaries of funding may play 
havoc with optimal sequencing); what can be undertaken with and without 
external research funding; and which research activities or projects are 
absolutely prerequisite to others. 

In developing a portfolio of projects, you will need to make choices 
about the problem or issue, and the population, organization, community, 
or system you plan to study. Further considerations include: What variabil-
ity in exemplars (i.e., health or social issues), populations, or settings might 
be essential to test the parameters of your framework? And what latitude 
does your program of research provide should, for example, other issues or 
populations be identified as future funding or service delivery priorities? 

Throughout this process of developing your research program, partic-
ularly for early-stage researchers, it is important that you talk to others, 
including your mentor(s), about your ideas. Test your ideas for clarity, 
relevance, and perceived value-add. Open yourself up to being pushed, 
prodded, and probed to think more deeply about your proposed work. Step 
outside your comfort zone and consider new dimensions or angles to the 
issue of interest and your research approach. While this may be unsettling, 
it may provide the basis for a creative shift in your thinking about how to 
approach the research problem. This is also a period when you should 
make efforts to build links with other scientists working in the field and to 
develop informal networks of colleagues with related interests.

Two illustrative examples of emergent programs of research are 
described in the text boxes below. These examples show how the pro-
cess of developing a program of research unfolded for two early-career 
researchers as they completed their post-doctoral fellowships. The first 
example, by Kim Jarvis, was written as she neared the end of a one-year 
fellowship, while the second example, by Lisa Merry, was written towards 
the end of a two-year fellowship. Both of these examples illustrate how 
their initial focus shifted and evolved through this developmental pro-
cess, and what processes they used to inform and develop their program 
of research. They describe several success factors, challenges, and key 
learnings.

Both fellows mention attending a “boot camp” on developing a pro-
gram of research. At the end of this chapter, you will find a set of practical 
exercises you can work through. These exercises were developed for and 
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used during the boot camp to guide discussions, thinking, and approaches 
to program-of-research development. 

Practices and Gendered Roles That Produce  
Marginalizing Consequences for Women’s Health

by Kim Jarvis

Starting interests: Women’s maternal and reproductive health in lower- and 
middle-income countries. 

Doctoral thesis topic: Exploring a culture of reintegration for women who 
experienced an obstetric fistula repair in northern Ghana, West Africa 
(Jarvis, 2016) 

Approaches taken to inform my program of research: As a post-doctoral 
fellow, I got involved in a project in Canada with homeless women. I began 
to consider how to combine research in Canada and internationally, and 
how to link the two in a program of research, reflecting on commonalities 
and what linkages existed between these two areas of research and how 
these fit with my “passion.” I brainstormed concepts using a whiteboard 
in my office to write down whatever ideas came up. I would look at these 
words every day, adding, deleting, and playing with them to see how they 
fit together. Seeing these concepts every day was important to me because 
I am a visual learner. Some concepts were outliers and I placed them off to 
the side to visit later, over time pushing more aside, until I was left with a 
trio of words: culture, gender, and equity. When my post-doctoral super-
visor asked me to write about “my passion” and what would sustain me, the 
concepts became clearer.

I attended a program-of-research boot camp led by my supervisor and 
senior researchers from several universities. This intensive period included 
many formal and informal discussions about my program of research with 
other post-doctoral fellows from different disciplines and at various stages 
of developing their own programs of research. I presented my emerging 
ideas at a research internship held at the University of the West Indies 
in Jamaica, where I had to describe and defend the niche focus and main 
concepts of my conceptual framework. I also reached out to other junior and 
senior researchers working in maternal and reproductive health in lower- and 
middle-income countries to get their reaction to the concepts I am pursuing 
in my program of research. 
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Evolution of my program of research during post-doctoral fellowship:

Early-fellowship version: Interest in exploratory and intervention research 
with pregnant women and/or women of reproductive age in lower- and 
middle-income countries and Canada, and further research with women 
who had an obstetric fistula.

Mid-fellowship version: Focus on the culturally entangled practices and 
gendered roles that produce marginalizing consequences for women’s 
maternal and reproductive health. Identified the need to undertake a 
scoping review of the literature.

End-of-fellowship plans: Conduct a scoping review on key concepts for  
my program of research. 

Key success factors: 
•	 having a senior mentor to push my thinking and guide the process; 
•	 making and allowing time for reflection and revision on framework elements; 
•	 obtaining iterative feedback from peers and senior researchers on my ideas 

and emerging framework;
•	 writing my program-of-research framework on paper and talking it through; 
•	 thinking about the overarching programmatic research questions and linking 

these to potential research projects;
•	 being asked provocative questions so that I thought more deeply about my 

concepts.

Key challenges:
•	 identifying a “niche” for my program of research and determining how it fits 

within the larger body of science completed or under way; 
•	 framing the overarching research questions and aligning potential research 

projects with these programmatic questions; 
•	 sorting out the balance of research activities to be undertaken in Canada ver-

sus lower- and middle-income countries, given considerations of funding and 
academic institutional support for global health research. 

What I learned along the way: 
A program of research is a living document that guides your work; it will 
constantly evolve as you grow as a researcher. It requires time and intense 
thinking, and needs to be shared with and explained to others, whether or 
not you feel ready. Developing a program-of-research framework is not a 
linear process. It is an exciting undertaking!
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Transnationalism and Migrant Parents:  
A Program of Research

by Lisa Merry

Starting interests: Immigrants and refugees of childbearing age in Canada, 
and how to provide better services for them. 

Doctoral thesis topic: Predictors of unplanned caesarean sections among 
migrant women from lower- and middle-income countries (Merry, Semenic, 
Gyorkos, Fraser, & Gagnon, 2016).

Approaches taken to inform my program of research: I undertook a scoping 
review of literature on the parenthood experiences of migrants (Merry, 
Pelaez, & Edwards, 2017). I met regularly with my post-doctoral supervisor 
and with other post-doctoral fellows to get input on evolving ideas for my 
program of research. I presented preliminary ideas about my program of 
research during faculty rounds, and to an international research conference 
in the Caribbean. I reached out to local non-governmental organizations and 
health agencies to determine if the emerging concept of transnationalism 
was considered pertinent to their clientele, and part of their service delivery 
approach. 

I participated in a one-week virtual boot camp co-led by my post- 
doctoral supervisor and other international researchers, whose input helped 
me further refine ideas about my program of research. Preparing applica-
tions and presentations for academic positions required that I articulate 
my program of research and describe its departmental fit. I extended 
my networks with other junior researchers when I attended a research 
internship in Jamaica, and with my supervisor’s network of scientists in 
Jamaica and Kenya. I tapped into an existing international network of senior 
researchers working on migrant health, and they provided further validation 
that the niche area for my program of research was pertinent and would 
bring value-add to other ongoing research on migrant parenthood. 

Evolution of my program of research during post-doctoral fellowship:

Early-fellowship version: Interested in intervention research with migrant 
parents to be undertaken in Canada.

Mid-fellowship version: Identified that transnationalism (obligations, chal-
lenges, and resources) is a key feature of migrants’ parenthood experience 
that has received little attention in the literature and is identified as an issue 
by service providers. 
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End-of-fellowship version: Program-of-research description, framework, 
and a series of studies developed. Interest in migrant parents remains, 
but due to transnational focus, scope of projects now includes research 
in Canada and in lower- and middle-income countries. Developed a set of 
propositions to examine in research projects. Designed and launched a pilot 
study as a first step to operationalize my program of research. This study, 
conducted in Kenya, focuses on transnational support networks for migrant 
families with children.

Key success factors: 
•	 delving into the literature and conducting a scoping review; 
•	 being open to other ways of thinking about the problem; 
•	 ongoing brainstorming alone and with others (post-doctoral supervisor, peers, 

other senior researchers based in different settings) and using think-aloud and 
imaging techniques to identify key concepts;

•	 testing out potential research questions and projects while developing the 
program of research. 

Key challenges: 
•	 identifying a niche focus for my research program;
•	 developing a guiding framework;
•	 creating a five-year plan;
•	 considering the feasibility of pursuing an international focus to this research 

given funding opportunities and work–life balance considerations. 

What I learned along the way: 
It is truly an iterative process that takes time and cannot be done on 
your own. It is essential to have a program of research when applying for 
academic positions. It gives direction for research work going forward and is 
an important basis for vetting opportunities for involvement in other proj-
ects and for identifying ways to capitalize on program of research–related 
opportunities that arise. 

Assessing and Building Institutional  
Support for Your Program of Research

Institutional support is critical for a successful program of research and 
entails consideration of both your planned research activities and other 
responsibilities. This support is multi-dimensional and requires knowledge 
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of the existing strengths and proposed directions of an organization. 
Assessing institutional support can be challenging because you may be 
developing your program of research at one institution (e.g., where you are 
completing a post-doctoral fellowship) while considering job opportunities 
such as an academic or government position at other institutions. Nev-
ertheless, defining your program of research may help you narrow down 
your preferred options for an institutional setting for your desired position. 

Assessing the fit between your program of research and the institu-
tion requires that you familiarize yourself with strategic directions of the 
organization, faculty, or department, and with research centres or insti-
tutes within or affiliated with it. Consider the fit between your program 
of research and existing as well as emerging strengths and directions out-
lined in the organization’s annual reports and strategic plans. 

Building institutional support requires that you first consider what is 
required for your program of research to succeed, and how your require-
ments for infrastructure support are likely to change as your trajectory of 
research projects gains momentum. For instance, do you require laboratory 
space and equipment, office space for research staff, computer software, or 
supports from other departments (e.g., library services, distance learning, 
information technology, policy analysis)? Will undertaking your research 
involve predictable periods of intense work when it would be optimal 
to have limited teaching and administrative responsibilities, or is your 
research program more amenable to having these other responsibilities 
more evenly distributed throughout the year? Does your research involve 
travel and site visits for extended periods of time when your other respon-
sibilities will have to be managed at a distance or temporarily put on hold? 
Would it be advantageous for you to have an appointment outside your pri-
mary faculty or department to help you advance your program of research? 
Is your departmental chair or manager amenable to these options? 

Next, and particularly for more experienced researchers, consider what 
reciprocal benefits the institution might expect as a result of a successful 
research program. Will it help them attract top-notch graduate students 
and scholars? Will the infrastructure you require directly or indirectly ben-
efit other researchers? Will your program of research, alongside that of 
other faculty members, provide the basis for developing a research unit, 
centre, or institute that will be a productive and defining entity for your 
institution? Is it likely that the niche area of your research might be attrac-
tive to donors, industry partners, or philanthropists? Would it provide the 
basis for identifying an endowed chair, engaging international scholars, or 
attracting post-doctoral fellows? Will it provide a basis for mentoring and 
supporting other departmental members in their research endeavours? 



Charting Your Course  19

Integrating Your Research  
Programs with Other Responsibilities 

In academic and other types of positions, research may provide a platform 
for some of your other responsibilities. While a program of research typ-
ically focuses on your research aims and planned research projects, you 
can enrich these plans with mentoring, education, and community service 
objectives. These will encourage you to consider what a more fully inte-
grated set of responsibilities looks like. 

Begin by mapping these other responsibilities and related performance 
expectations. Consider how you can develop a nexus of interconnected 
activities that take this broader set of responsibilities into account. What 
links can you purposefully develop among them? For instance, might you 
plan to develop a graduate course based on your program of research, or 
could you work with other faculty to integrate elements of your research 
in a variety of undergraduate or graduate courses? Would you offer intern-
ship, training, or visiting scholar options linked to your research interests, 
perhaps in collaboration with others who share common or complemen-
tary interests? 

Could findings from your program-of-research focus augment exist-
ing or potential continuing education programs? Are there non-research 
sources of internal or external funding that you might apply for to support 
this integration? For instance, some universities offer teaching-learning 
grants, which may support the development of innovative courses and/or 
teaching approaches reflecting the thrust of your research program. Gov-
ernment agencies may fund the development of teaching resources for 
service providers or the public. Plan the linkages you might establish or 
nurture with community or service delivery organizations, so that staff and 
decision-makers can help generate ideas for projects, provide access to a 
population of interest, or test a knowledge translation strategy. 

Monitoring Progress and Maturing Your Research Program

Your five-year research plan provides a basis for monitoring the progress of 
your program of research. Consider establishing indicators to self-monitor 
progress and take ongoing corrective action as required. Involve a senior 
mentor who can help you judge your progress, perhaps offering alternative 
strategies for problematic areas of implementation. In some cases, setting 
up an informal advisory committee may help you obtain external input and 
guidance on your trajectory.



20  Developing a Program of Research

Typical academic outputs you will undoubtedly be required to report 
on include publications, conference presentations, research grant appli-
cations submitted, research funding received, and graduate students 
supervised. Augmenting these required output indicators with other 
process indicators pertinent to your program of research will help you 
determine if you are on track so that you can make adjustments as needed. 
Examples of such process indicators might include: having deliberate and 
effective recruitment strategy(ies) in place for graduate students; initiat-
ing outreach with community agencies or private sector companies you 
want to engage in your research; or negotiating the involvement of a senior 
research mentor to provide input on grantsmanship or help you extend 
your research networks. Build in time to assess progress towards indica-
tors and to plan corrective action as required. 

Taking Stock 

For those who are renewing a program of research, this is an important 
time to take stock of what has and has not facilitated your progress, and 
whether continuing in the same direction seems fruitful or whether the 
program of research needs some reorientation. 

Consider the facilitators of your progress by determining what is work-
ing and why, and how this can be sustained. Be vigilant to institutional shifts, 
such as a change in leadership, that may enhance or reduce the support 
for your program of research. Is the support you have received dependent 
on an individual in a leadership position whose term is coming to an end? 
Consider how you can better institutionalize support structures for your 
research program so they will remain in place when leaders turn over. 
Where supports have been weak or problematic, consider any resistance 
or bottlenecks you have encountered and decide which major stumbling 
blocks seem amenable to change. What needs to be modified in order 
for you to achieve steady progress in the coming phase of your research? 

There are two common challenges researchers encounter as they 
operationalize their program of research: obtaining research funding and 
managing competing demands on their time. 

Obtaining Research Funding
A great deal of research is dependent on funding. While applying for fund-
ing is a necessary step, it does not guarantee that you will either get the 
funding or have the funding in place in a timely manner. Thus, one of 
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the challenges you may encounter when implementing your program of 
research concerns the timing and sequencing of your individual and linked 
research projects. Consider a range of options in terms of project timing. 
Identify those projects that have to be conducted sequentially: particular 
projects that must absolutely be undertaken before others can be launched. 
Think about alternatives for when the funding streams do not fall into 
place as planned. For instance, if you do not succeed in getting funding 
for a critical sequential project, could you break the project into segments, 
with some segments undertaken with internal organizational funding or 
by a graduate student? Is there a scoping review or systematic review that 
needs to be conducted on the topic to help you advance your work? 

Perhaps you are getting grant applications submitted but consistently 
finding that your research efforts have been stalled because your appli-
cations were not funded. A senior mentor can review feedback received 
from peer review committees and advise on incremental steps, such as 
undertaking a pilot project that will help you move to a successful grant 
application. Or perhaps you are getting distracted by grants that veer away 
from your program of research focus. Determine whether your grant writ-
ing activities are on track with the primary focus of your research program, 
or if you are involved in some research activities that seem interesting but 
are tangential to your research focus. 

Managing Competing Demands on Your Time 
In almost any job position, research will be one of many responsibilities. 
Teaching, administration, and service activities will likely be part of your 
portfolio. Getting the balance right is a challenge, and time needed for 
research may too easily slip away, leaving you with a program of research 
that has not been fulfilled.

It is important to take stock of your commitments and proactively 
determine how you will carve out the time needed for research-related 
activities. Start by reviewing your commitments, considering areas of syn-
ergy and overlap. If some responsibilities are not essential, can they be 
renegotiated, providing the intermittent time you need to develop and 
implement your program of research?

For those commitments you must maintain, consider whether and how 
they can be integrated or aligned with your research. Are there ways to 
undertake one activity while meeting the demands or requirements of 
another? For instance, examples from published research studies you are 
reviewing for a grant could be used as teaching illustrations. You may be 
able to involve students in pilot testing an intervention in a clinical area 
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or providing feedback on the face and content validity of a questionnaire 
you are developing. Administrative or service responsibilities may provide 
an opportunity to be a peer reviewer for other researchers thus providing 
learning about grantsmanship, or to forge connections with researchers in 
other disciplines. There are a myriad of ways in which non-research activ-
ities can be tackled as complementary to and as win-win opportunities for 
research. Of course, one must approach such integrative activities with 
due consideration for ethical conduct, particularly with regard to student 
involvement. But fundamentally, it is important to view research as an activ-
ity that is not separate from but rather integral to your other responsibilities. 

Supervisory and mentoring responsibilities are important activities, but 
these too take time, so you need to be thoughtful in determining how to 
best operationalize this commitment. While graduate student supervision 
and teaching can be terrific ways to advance both your research and theirs, 
there are some caveats you need to be aware of and decisions you need 
to make. Will you take on the supervision of graduate students whose 
research has little or nothing to do with yours? Will you require graduate 
students to work on specific elements of your research program, perhaps 
contributing to your funded or unfunded projects? Or will you allow or 
encourage them to identify their own research question(s), develop their 
own methods, and undertake their own data collection? There are pros 
and cons to either option, which you need to weigh. Is your answer to 
these questions the same for master’s and PhD students? The answer to 
these questions are not straightforward; nonetheless, they require due 
consideration and your expectations should be clearly communicated to 
potential graduate students. 

There are important personal demands on your time too. “Life hap-
pens”; parenthood, new caregiving responsibilities, and personal or family 
illness can give pause vis-à-vis your research work. Changes in your per-
sonal life may lead you to rethink some aspects of your program of research. 
Do you want to continue at the same pace? Are your current responsibili-
ties more conducive to some aspects of research than others (e.g., writing 
for publication versus writing grants)? Have new personal insights and 
experiences shaped the way you think about, or shifted your passion in 
some way, for your program of research? 

Renewal of Your Program of Research 
A program of research requires ongoing renewal, but it is important to 
stay the course as defined by the primary focus, particularly given the 
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incremental nature of science and the length of time required to get 
research funding, conduct the research, and interpret and publish the 
results. Towards the end of a five-year period, it is useful to revisit prog-
ress made, take scientific developments in the field into account, consider 
emerging opportunities, and develop your next five-year plan. 

A variety of external influences may need to be considered in renewing 
your program of research. These include emerging funding opportunities; 
new strategic directions of your primary department or institution, or of 
partner institutions with which you are affiliated; and the involvement of 
new collaborators. A planned consultative process may be a useful way to 
proceed. This may range from informal and unstructured (e.g., discussions 
with mentors, stakeholders, engaged organizations, and networks) to for-
mal and structured (e.g., setting up an advisory committee to provide input 
on directions for renewal). Although there may be no formal requirements 
to write up your renewed plan, doing so is advisable since it will bring 
more clarity to your next five-year operational plan and provide you with 
a touchstone to assess progress. 

Summary

•	 Developing a program of research is an important process that can help 
shape and guide a successful research career. 

•	 A program-of-research description comprises a framework of interacting 
elements and/or concepts, programmatic research questions, guiding 
propositions or hypotheses, and a five-year plan for specific research objec-
tives and activities. 

•	 Seek the input of a mentor(s) in developing your program of research.
•	 A set of indicators will help you assess progress and make adjustments as 

you implement your program of research. Your program of research should 
be renewed approximately every five years. 



24  Developing a Program of Research

Developing Your  
Program of Research  

Practical Exercises

N A N CY  E DWA R D S  
A N D  SU SA N  RO E L O F S

Overview

This set of practical exercises will help you develop your own program 
of research. The exercises work through concepts and apply strategies 
described in this chapter and discussed by authors of other chapters. You 
will note some overlap between exercises. This is intentional. Writing 
down ideas about your program of research in different ways will often 
help you develop and refine your plans. 

As you do these exercises, we encourage you to seek feedback as you 
develop your plans. Explain your ideas to a colleague or your supervisor to 
clarify your ideas and get valuable input. Try working together with a peer, 
to independently tackle the exercises then meet regularly to discuss ideas.

Articulating the specifics of your research program will take time and 
several iterations. Consider these worksheets as tools for this “work in 
progress” phase. Your thinking about your program of research will evolve 
as you delve into your research activities, informed by the evidence and 
experience arising from your research. 

24
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Learning Objectives

By working through these exercises, you will be able to:

•	 hone in on the core elements and constructs of your program of research;
•	 concisely describe your program of research;
•	 identify the intended impacts of your program of research;
•	 develop your guiding conceptual framework concepts and overarching 

focus;
•	 develop a five-year plan outlining projects you propose to undertake to 

operationalize your program of research; and
•	 identify evaluation indicators to track your progress as you implement your 

program of research.

Exercise 1: Starting Points

Purpose: Identify the core dimensions of your program of research and find 
your niche.

For examples of how researchers described core dimensions of their 
programs of research, see chapters 5, 6, 7, 8, 9, 10, 11, 12, and 13.

Dimension Your program of research

Population of interest
What are the characteristics and  
setting(s) you intend to focus on?

Predicaments of interest
What topic area will your research  
focus on?

Theoretical or methodological inquiries
What approaches do you plan to use?

Where are the gaps in the field? 
Where are the knowledge gaps and over-
laps in current research theory  
and applications? 

Identifying your niche in this larger field
What knowledge gap will you focus on?
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Exercise 2: Research Goals and Objectives

Purpose: Define your objectives and the longer-term goals for your program 
of research. What kinds of impact do you want to achieve, and what is a 
realistic time frame in which to accomplish them? 

For examples of research goals and objectives for individual programs of 
research, see chapters 6, 8, 9, 10, 11, and 12.

What are the research objectives for your program of research? Build on 
your answers in Exercise 1. 

Objective 1

Objective 2

Objective 3

What are your impact goals in each of the following areas?

Impact Area Your Goals Approximate time 
frame to achieve goal

Health outcomes

Practice 

Policy 

Education 

Health systems

Other

Exercise 3: Your Program of Research “In a Nutshell” 

Purpose: Concisely and clearly describe your program of research to others 
in one sentence. Convey your program of research in thirty seconds and 
pique a colleague’s interest—for example, when you meet a potential collabo-
rator at a conference or find yourself in an elevator with a research funder.
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Note  Work together with your supervisor (or a senior mentor) for this exer-
cise. Set two meeting dates, about 1–2 weeks apart. In advance of each 
meeting, share your concise statement and request feedback at the meeting. 
Build on the elements you identified in Exercises 1 and 2. 

Part 1: Before you meet with your supervisor  Write a concise state-
ment (maximum fifty words) of your program of research that you will pitch 
to your supervisor.

 

Part 2: Revised statement after Meeting #1   Make use of your supervi-
sor’s feedback to revise your concise description (maximum fifty words) and 
share with the supervisor in advance of your next meeting. 

 

Part 3: Refined version after Meeting #2  Again, use feedback from 
your supervisor to further refine your concise statement. Test out your 
statement with a colleague and incorporate any input received. 

Exercise 4: Create a Structured  
Abstract for Your Program of Research

Purpose: Build on your concise statement and research objectives in the 
previous exercises and expand it into a one-page structured abstract. Write 
one paragraph for each of the headings below.

Background: (why is this topic important, what knowledge gap exists that 
you plan to address?):
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Purpose (what is the overall aim or goal of your program of research?):

 

Methodology/Approach  (what research design(s) and methods or combi-
nation of methods will you use to operationalize your program of research? 
Consider the range of methodologies you will use for individual research 
projects):

 

Potential Partners and Collaborators  (what organizations do you plan to 
work with to undertake your research? and what types of expertise—disci-
plinary or other—do you need to successfully develop and undertake your 
planned research projects?): 

 

Exercise 5: Conceptual Framework for Your Program of 
Research

Purpose: Create a visual illustration of the core dimensions, relationships, 
and contextual factors that compose the conceptual framework for your 
program of research.

For examples of how researchers developed and used conceptual frame-
works to ground their programs of research, see chapters 5, 7, 8, 9, 10, 11,  
and 13.

Note  Graphically depicting your framework can be challenging. You may find 
it helpful to use an approach such as concept mapping. Use a whiteboard or 
large blank piece of paper as your drafting board, without worrying that you 
have to get it right in one go. Keep the visual of your framework in a prom-
inent place in your workspace so that you can come back to it as your ideas 
crystallize. 
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Part 1: Identify the core dimensions and relationships in your framework 
and its theoretical foundations.

Core dimensions and concepts 

Contextual factors 

Moderating influences 

Mediating influences 

Outcomes 

What theory(ies) are you building on? 

Part 2: Sketch a diagram depicting these elements/concepts and the rela-
tionships among them. 
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Exercise 6: Aligning Your Program of Research

Purpose: Identify how your program of research does or does not align 
with other programs of research, and/or with strategic research funding 
opportunities. 

For examples of strategically aligning individual programs of research 
with institutional, funder, and decision-making partners’ priorities, see chap-
ters 5, 6, 7, 8, 10, 11, 12, and 13.

Potential 
alignments

Strategic dimensions Does your program of research 
align? If yes, how (be specific)?

Research funders Who are potential funders?
List their current strategic 
funding priorities.

Programs of 
research of aca-
demic colleagues 
in your depart-
ment or faculty

List programs of research of 
colleagues with whom you 
might work.

Research units, 
centres, or insti-
tutes of your 
university or orga-
nizational setting

List relevant research units, 
centres, and institutes. List 
their research priorities.

Decision-making 
partners

Who are potential deci-
sion-making partners? List 
their program or policy 
priorities.

Other

Exercise 7: What Infrastructure Support Do You Need?

Purpose: Identify the infrastructure support you will need for your program 
of research. Be able to make a case for support of your research program 
with the administrative head of your department or faculty. 

For examples of the kinds of infrastructure supports that are important 
at different points of establishing a program of research, see chapters 1, 2, 4, 
5, 8, 10, 11, 12, and 13. 
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Instructions: Illustrative examples are provided in the matrix. Complete the 
matrix according to your needs for your program of research.

Infrastructure 
support

What do I need? Time frame 
(e.g., next 
1–2 years, 5 
years)

What might the 
support yield? 
What can I offer 
in return?

Space Example: Office space for research staff Example: 
Within 1 year 
when exter-
nal research 
funds 
obtained

Example: Grad-
uate student 
completing 
research assis-
tantship with the 
project can also 
use this space.

Personnel Example: 1 research coordinator and 1 
interviewer who will primarily do field 
work outside the office

Example: Hire 
staff in 1 year 
coinciding 
with new 
project.

Example: Research 
staff are essential 
to conduct project. 

Graduate 
students

Example: 2 graduate students Example: 
Recruit grad-
uate students 
immediately.

Example: Graduate 
student may assist 
with collecting 
pilot data that can 
be used in applica-
tion for funding. 

Research time Example: Shift teaching load, providing 
one semester with a lighter load and 
another semester with a heavier load. 
Semester with lighter load coincides 
with intense writing time required for 
completion of research application.

Example: 
Specific 
semester 
when lighter 
teaching load 
required.

Example: Sub-
mission of 
application for 
research funding.

Methodologi-
cal or technical 
support

Example: Statistical consultant Example: 
During design 
phase for 
research 
project

Example: Sta-
tistical input 
will strengthen 
research proposal 
and increase 
likelihood of publi-
cation(s) from this 
research. 

Other
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Exercise 8: Interdisciplinary Planning 

Purpose: Looking ahead, identify which colleagues from other disciplines 
might need to be involved to advance your program of research. How would 
you attract individuals from these disciplines to get involved in your program 
of research? What would attract trainees and students from these disci-
plines to get involved in your program of research?

For examples of how researchers developed interdisciplinary networks 
and undertook interdisciplinary collaborative research as part of their 
program of research, see chapters 4, 5, 6, 7, 8, 10, 11, 12, and 13.

Other disciplines that 
are needed to advance 
your program of 
research

Why is this disciplinary 
focus important?

What can you offer to 
attract individuals from 
these disciplines to get 
involved?

Example: Political scientist Example: Understanding 
the perspective of poli-
cy-makers is a core facet 
of research program.

Example: Opportunity to 
participate in a funded pro-
gram of research and to 
extend/test political science 
interests in a new policy 
domain
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Exercise 9: Milestones to Gauge  
Your Program of Research

Purpose: Identify milestones that can be used to monitor your progress 
towards the goals of your program of research, such as those you identified 
in Exercise 2.

For examples of the kinds of milestones that individual researchers used 
in their programs of research, and how monitoring progress kept them on 
track, see chapters 2, 5, 7, 8, 10, and 11.

Domains Example Milestones Your milestones?

Funding Examples:
Personnel award by xxx

Two applications submit-
ted for funding by xxx

Funding obtained for at 
least one project by xxx

Research impact Example:
Provide input from 
research findings on  
evidence-based guidelines. 

Research products Example:
5 publications annually

Mentorship Examples:
Minimum of 3 graduate 
students working in my 
program of research 
annually

International post-doctoral 
fellows recruited to work 
in my program of research

Personal life goals Example:
Take music lessons and 
schedule time to practise 
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Exercise 10: Mapping Your Program-of-Research Goals
Purpose: Map your short- and long-term program-of-research goals along-
side other personal plans. Consider how to choose and stage projects, and 
how to balance more intense work periods with other facets of your life.

For examples of planning goals for a program of research, and balancing 
research and personal goals, see chapters 2, 3, 4, 5, 6, 7, 8, 10, and 14.

Instructions: Consider your life as a whole in five-year segments, and build 
that into the timeline for your program of research. Include personal and 
non-family goals that you want to accomplish (travelling the world, running 
a marathon, learning a new skill). 

Research Goals In 1–5 years In 6–10 years In 11–15 years

Projects

Publications

Personnel awards

Key networks and/or 
decision-makers

Working with grad-
uate students and 
post-doctoral fellows

Integrating research 
into graduate courses

Policy impact

Personal Goals

Personal goals

Home/family goals

Leisure/sports goals

Community goals
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Navigating the Post-PhD  
Transition to Independent 

Researcher

M A RY  A N N  M U R R AY  
A N D  C O L L E E N  DAV I S O N

Introduction

The fox has many tricks, and the hedgehog  
only one, but that is the best of all. 

Archilochus  Carmina Archilochi, 1963

M
oving beyond graduate or post-doctoral studies to establish your- 
	 self as an independent researcher can be challenging. For many,  
	 this is a key time to develop a program of research. This chapter 

is born out of our experiences as we transitioned from being graduate stu-
dents, post-doctoral fellows, and practitioners to becoming independent 
researchers. We developed the ideas in this chapter, using a reflective 
approach, informed by “partial and situated” personal narratives (Ellis & 
Bochner, 2000, p. 750). Our narratives pivoted around issues and ques-
tions such as: What have our research trajectories been? How does context 
inform our conceptualizations of our programs of research? How did we 
actualize these conceptualizations? What has helped or hindered the 
development of our research program? 
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The overall aim of the chapter is to describe and discuss key issues fac-
ing new investigators as they transition from the unitary focus of a PhD 
research project to becoming independent researchers with a cohesive 
program of research grounded in a unifying core concept and executed 
through a set of projects. 

The chapter features four themes: (1) solidifying and articulating your 
research focus; (2) expanding your networks beyond traditional academic 
and clinical groups to include stakeholders, decision-makers, thought 
influencers, and organizational leaders; (3) seeking funding to support 
your research; and (4) balancing research with other responsibilities at 
this early time in your research career. Themes are explored and described 
using practical examples from our experiences, from our emerging pro-
grams of research, and from research and scholarly projects we have been 
involved in. 

Evolving Your Program of Research: The Hedgehog Concept

In thinking about developing a thriving program of research, we found the 
parable of the hedgehog and the fox (Gould, 2003) helpful. In the parable, 
when hunted, the fox uses many crafty ways to escape, compared with the 
hedgehog, who always rolls up into a tight ball. While predators such as 
the fox may be quite clever or agile, few are able to overcome the hedge-
hog’s simple, repetitive response. Typically, the antagonists give up and go 
on their way, leaving the hedgehog to emerge a bit stressed and stretched 
by the encounter, but fundamentally unscathed and ready to resume his 
path. The hedgehog rolls with the punches and consistently maintains 
his inner integrity and focus (Gould, 2003). In other words, the hedgehog 
focuses on one defining idea. In the research world, this defining idea 
becomes the basis for an organizing framework for inquiry that moves the 
idea from conceptualization to concrete action (i.e., problem identifica-
tion, target intervention, intervention evaluation, practice change, and/
or patient/system outcomes). Articulating and using a guiding organizing 
construct seems to be the essence of a successful program of research. 

When I think about the work of those I consider to be great researchers, 
they, like the hedgehog, remain grounded by a central idea that seems to 
become more parsimonious as time goes on. That parsimony is fuelled by 
the diverse ways they have chosen to explore their concept—through dif-
ferent clinical situations, methodologies, and theoretical approaches—yet 
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at all times the central concept is kept crystal clear as the guiding force 
of the inquiry. (Personal narrative, Murray) 

Collins (2001), who studied companies that emerged as leaders in their 
field, used the hedgehog principle to illustrate the power of focused sim-
plicity. A singular focus and unrelenting attention to clearly articulating a 
passion, and then being the best in the world in meeting the need asso-
ciated with that passion, were the defining criteria for success in “great 
companies.” From there, Collins (2001, 2005) proposed the creation of a 
personal “hedgehog concept,” which includes having a passion and being 
excellent at pursuing that passion. 

We see Collins’s ideas as a fundamental starting point in making the 
transition to independent researcher and staying the course as you evolve 
a sustainable program of research. As a new researcher, you must learn to 
clearly articulate your passion, communicate how your passion can lever-
age contributions to science and humanity through research and personal 
and practical excellence, and thoughtfully derive a plan to sustain your pro-
gram of research through partnerships and funding. We have learned that 
the transition to independent researcher can be smoothed by recognizing 
the intersection of your passion and fundamental desire to use research 
findings for health and social improvements, your drive to do exemplary 
research, and your ability to sustain exemplary research through practical 
supports and relationships. A complementary set of linked projects will 
create a momentum to advance your central line of inquiry. The challenge 
and goal for a new researcher is to engage successfully in an evolving set 
of fundable, coherent research projects that will move forward a specific 
area of knowledge creation. 

Solidifying Your Research Focus

While we realized that articulating our research focus was important, hon-
ing this focus was challenging. We believed that a researcher’s “research 
focus” should be grounded in some passion, clinical background, pro-
fessional lens, life experience, or intense curiosity to understand a 
phenomenon.

I know that I want to make a significant and positive impact with the 
research I do over my career, but I have often been pulled in many dif-
ferent directions with my research because I have varied interests. In the 
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past, I have been largely reactive to opportunity and then, once involved 
in a project, did the best I could with and in it. There have been a few 
cases where, after finding myself involved in something, I realized I 
wasn’t always looking forward to those morning meetings. Sometimes 
I ended up moving away from those activities. But what happened often 
was that I continued my involvement and over time was spreading myself 
quite thin over too many activities. (Personal narrative, Davison) 

Defining our research focus was, and continues to be, an iterative pro-
cess that requires reflection and hard self-questioning. Our first steps 
involved determining what mattered most to us as researchers and citi-
zens, followed by concisely articulating our passions and interests in a way 
that could focus our personal drive. We also realized that our programs of 
research needed to be adapted to, and somewhat reactive to, other drivers 
and facilitators, including research funding and emerging cutting-edge 
ideas. Furthermore, we needed to find our own niche in relation to others 
working in our research areas. It was challenging yet vital to identify what 
knowledge gaps might provide the basis for our research programs. Was 
there space for a new approach or methodology? What nuance(s) could 
be explored and illuminated? Was there an emerging paradigmatic shift 
about our research issue that would provide a promising direction for a 
program of research? 

As a practising clinician I never lose sight of the end goal: improvement 
in the way we care for patients, reduce suffering, and support patients to 
achieve their goals for care. Resources are stretched thin, so one needs to 
be effective and strategic to make the most of scarce dollars and tools. For 
my program of research to be relevant, patients’, families’, and clinicians’ 
perspectives on decision-making with regards to their health, personal 
preferences, and goals of care needed to be a central thrust to my work. 
The clinical context could change; however, this central construct was my 
guiding focus. This orientation for my program of research helped make 
it distinctive from others. (Personal narrative, Murray)

As I entered the research and academic workforce, it became my task to 
balance my own research and intellectual interests with the directions 
being set out by funders and the work of new colleagues. While I wanted 
to maintain a grounding in my own interests and the research questions 
that were closest to my own heart, when funding was being sourced from 
a particular place, when a network of researchers and a particular set of 
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research projects (including access to data and possible involvement in 
team publications) were being made available to me, I wanted to find a 
way to use these opportunities maximally all around. This is a balancing 
act I continue to work on. (Personal narrative, Davison)

Being able to situate your research interests within the reality of cur-
rent economic pressure points, health organization preferences, patient/
public expectations, professional bodies’ obligations, and the socio-politi-
cal climate can help different stakeholders understand the fit between your 
program of research and their own missions and goals. As such, practicality 
may necessitate adapting a project or idea so that it aligns with a funding 
call or fits within a group of colleagues’ projects. However, it is important to 
avoid having these external influences dictate the research focus or direc-
tion entirely, particularly because external opportunities will shift over time. 

Overall, we found it beneficial to identify our research focus first; this 
loosely defined programmatic thrust helped us examine emerging oppor-
tunities and make decisions about them. For instance, it became a basis 
for deciding whether or not to become involved as a co-investigator in a 
project or become a supervisor for a graduate student. 

In one situation, examination of a grant’s deliverables suggested that 
the required time investment would detract from time spent on another 
project more aligned with my research focus. As well, the second project 
provided a clear stepping stone for moving my program of research for-
ward to another phase. (Personal narrative, Murray) 

Having a clear research focus also meant being able and prepared to say 
“no, thank you” when an opportunity arose. 

It feels as if there does have to be quite a bit of thinking to navigate this 
particular time in my career. Already I have had people approach me to 
consider joining their grant-writing teams and to consider supervising 
students with particular interests. Without having a plan of action or hav-
ing thought about what contribution I might want to make in the research 
world over the long term, it would be difficult to go about making these 
decisions with any confidence. (Personal narrative, Davison)

Davison reflects on the importance of taking chances with particular 
opportunities while a doctoral student, and on the fact that there does 
appear to be a right time to develop a research program:
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There were a few times I thought, “How (and inevitably why) did I get 
involved in this?” Of course, some of the activities ended up being fantas-
tic opportunities that I took a chance at and which really led to something 
else and strengthened my research experience, network, and curriculum 
vitae in many ways. It was a balance between focusing too early or too 
strictly and missing opportunities versus not focusing early or strictly 
enough. (Personal narrative, Davison)

Honing your research focus does not happen overnight. There is a con-
stant refining of your original ideas as the direction of your program of 
research becomes clearer. It is important to succinctly capture your pro-
gram of research description and the “so what” factor in plain language 
that works for other researchers as well as non-research partners. This may 
take numerous writing iterations. 

I (Murray) found that the use of a planned action framework, namely 
the Knowledge to Action framework (Graham et al., 2006) aimed at mov-
ing research into practice, was helpful to start articulating a program of 
research. The Knowledge to Action framework (Graham et al., 2006) 
considers not only how knowledge is created and synthesized but also 
how knowledge can be contextualized in clinical practice. Coupling 
this research action framework with mentorship and graduate supervi-
sion from Dr. Annette O’Connor, an internationally renowned expert in 
patient decision support (see chapter 8), provided a launching pad for me 
to develop a program of research focused on better supporting patients liv-
ing with a life-limiting illness. This orientation was clinically relevant and 
congruent with the shift towards patient-centred care that was beginning 
to surface in health policies. 

With Dr. O’Connor’s support, I (Murray) was able to build a structure 
that currently underpins my program of research. For example, I con-
ducted: preliminary studies examining patient decision-making needs and 
providers’ learning needs related to decision support; systematic reviews 
of various aspects of shared decision-making; an examination of practi-
tioners’ needs and perceived barriers to providing decision support; and 
an evaluation of the efficacy of practical strategies and tools designed to 
help address those needs and mitigate the barriers. I then began work on 
an externally funded pilot study to fit the intervention developed through 
the previous studies into a clinical care pathway for women with recurrent 
ovarian cancer. All of these undertakings enabled me to hone my research 
focus and more deeply understand how my program of research could 
impact patient outcomes and improve the design of care processes. 
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Describing your program of research in a clear, concise manner is 
harder than it sounds. You will have to get your ideas across to diverse 
audiences (e.g., research partners, funders, decision-makers, and other 
stakeholders). Having a clear conceptual understanding of your research 
focus (or “hedgehog concept”), coupled with different scripts to contextu-
alize it, can be useful in building inter-professional relationships that may 
help you put together your research team. 

As an advanced practice nurse, my clinical and research focus had been 
oncology patients. During my graduate studies, I became involved in the 
development of a Best Practice Guideline for adults with chronic renal dis-
ease. This was a turning point for me. I saw that these renal patients faced 
similar social, health, lifestyle, and practical decisions as cancer patients. 
I expanded my program of research to be disease agnostic and began to 
describe my patient populations as those living with a life-limiting illness. 
An outcome of my work on the renal Best Practice Guideline was an oppor-
tunity to take on an advanced practice and manager role for a large regional 
program. This in turn led to opportunities to lead decision-support 
research and quality improvement projects. This path set the ground-
work for and led to my involvement as a co-investigator on a national team 
that received a Canadian Institutes of Health Research grant. This grant 
focuses on end-of-life care pathways. In keeping with my research inter-
ests, my contribution centres on using a decision-support intervention to 
identify those who may benefit from the care pathways and to ensure that 
care is aligned to these patients’ goals of care. (Personal narrative, Murray)

I (Davison) articulated my program of research somewhat differently 
over time, reflecting the evolving nature of my academic appointment as 
well as the maturation of my ideas about my research focus. 

Immediately following my post-doctoral fellowship, I entered a research 
scientist and adjunct faculty position, joining an existing group of col-
leagues with many research projects and themes already established. 
Although I had some autonomy, I was also required to find a fit within 
their existing structure. Thus, I needed a research focus that could be 
applied as a value-added dimension to other topics or themes. I decided 
to structure my initial program around understanding health inequities, 
building knowledge about unfair and avoidable health differences and 
effective solutions to these problems. This was a distinctive element  
I could bring to other research projects that emanated from the colleagues 
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whom I was collaborating with and supporting. In this way, my own pro-
gram of research could realistically fit within the research environment, 
opportunities, and limitations of my employment at that time. My level 
of autonomy later changed as I entered a tenure-track appointment, but 
my early approach to developing a cohesive research direction served me 
well as an interim strategy. (Personal narrative, Davison) 

Practical Tips: 
Solidify your research focus
Succinctly articulate how your program of research will contribute to both 
knowledge creation and service delivery.

•	 Write a catchy script that describes your research ideas in three short 
sentences.

•	 Ensure your script includes a “so what” statement that describes how your 
research is relevant, meaningful, and impactful. Seek feedback about the clar-
ity of your script and whether or not it provides a compelling statement of the 
need to advance this research.

•	 Use your research focus to help you sort out where you should put your time 
and energy. 

•	 Be open to opportunities, while examining them through the lens of “what is 
the fit with my research program?”

•	 Be aware of opportunities and limitations that may exist for you in your own 
context and consider these when establishing your program of research.

Expanding Your Network  
to Support Your Programmatic Focus 

Networking is important to help you situate your program of research 
in the larger field of research; identify research initiatives that may align 
with your research foci; and leverage potential partnerships to advance 
your program of research. Reframing networking as a relationship-build-
ing opportunity may be helpful. We have found it useful to purposefully 
plan our approach to networking by asking what we want to get out of net-
working conversations. For example, are we approaching the networking 
opportunity to: 
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•	 share and receive ideas, suggestions, and advice on our program of 
research or a specific research project? 

•	 get recommendations for other stakeholders/organizations to approach? 
•	 ask for suggestions about developing particular research skills? 
•	 learn what is happening in the larger health care system or related sectors 

that may be pertinent to our research project(s)?
•	 determine research or evaluation opportunities within an organization? 

You likely have an established network(s) but may need to expand it as 
you evolve or extend your program of research. Diversity among the indi-
viduals and/or organizations in your networks is essential. While relating 
to people who do not share your background or who hold different per-
spectives can be uncomfortable, it can also be a potent tool. Embracing 
diverse networks allows you to challenge your assumptions and further 
clarify the relevance and relative contributions of your research. 

In transitioning to developing an extended and more diverse network, 
we found that identifying a core group of trusted colleagues with whom 
you can try out new ideas is useful. Thus, in addition to your broader net-
work of contacts in your professional, academic, and personal arenas, you 
may find it useful to also have a smaller group of close confidants with 
whom you can openly share your hopes, fears, and challenges and from 
whom you can receive frank if sometimes uncomfortable advice. One of 
Murray’s colleagues coined the term “your personal board of directors” to 
describe this type of small group. 

Networking opportunities include formal, planned meetings as well as 
informal “in the moment” encounters. Networking can occur in person; 
as part of social media exchanges; and through participation in associa-
tions, service clubs, and community outreach activities. Davison found 
that mentors can provide introductions and assistance in extending  
your networks. 

Developing my own program of research has been a process of bounc-
ing ideas around in my own head as well as in the heads of mentors and 
other colleagues. It has been important to connect with people at ear-
lier and later stages of their research careers. In the early development 
of my research program, I was guided by my post-doctoral supervisor, 
who encouraged me to consider how to streamline or organize my own 
research work. I also attended academic conferences, lunch-hour talks, 
community events, webinars, and workshops to connect with others, 
often with very different disciplinary and experiential backgrounds than 
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my own. Now I have a growing network of colleagues with whom I work 
and create ideas. These people help me keep my research focused on 
community concerns and experiences, and they continue to inspire cre-
ativity and innovation. More than ever, I realize that engaging with all 
kinds of “others” is key to a successful program of applied research. (Per-
sonal narrative, Davison)

The idea of developing and maintaining a strong collegial group is akin 
to the practical suggestion offered by Collins (2005). He described the 
practice among a number of leading-edge companies where a council con-
sisting of between five and twelve people meets with the company’s chief 
executive to discuss and gain insights on a regular basis. Applying this 
idea when developing a program of research could be helpful. For instance, 
when I (Murray) was considering becoming involved in a few research 
studies early in my academic career, the advice and counsel of a core group 
of trusted colleagues was invaluable, as were their feedback and insights 
regarding methodological approaches. I reached out to a broader network 
of clinicians and stakeholders to better understand the needs of a clinical 
population that was less familiar to me. People with other disciplinary 
backgrounds linked me to unfamiliar networks and individuals. They pro-
vided me with a point of entry to better understand clinical challenges, 
patient populations, clinical settings, and research teams. This helped me 
cultivate new ideas about projects that were relevant to my program of 
research, and constructively challenged my perspectives on what kinds of 
knowledge translation strategies might work. 

Involving end-users as research partners has been linked to improved 
impact and uptake of research findings (Grimshaw et al., 2004; Oliver, 
Innvar, Lorenc, Woodman, & Thomas, 2014; Tricco et al., 2016), so con-
sideration of how best to link potential stakeholders in a live, dynamic way 
that is pragmatic and addresses some of their needs is essential. 

Sometimes I find it very difficult to keep a diverse research team engaged 
in a project that is contributing to my program of research. This is 
particularly challenging when including clinicians on a project team, 
particularly front-line providers. However, their insights can be among 
the most valuable and I find them to be very grounding—keeping it real. 
When it seems tough to continue the momentum, I typically ask myself, 
“How have the team’s experiences and insights helped shape the proj-
ect?” This motivates me to keep them involved but also encourages me to 
think of other ways to engage them, to tap their insights, and to get their 
feedback on the project design and findings. (Personal narrative, Murray) 
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Practical Tips:  
Expand Your Network 

•	 Embrace both formal networking opportunities and chance encounters.
•	 Seek out boundary spanners: people who understand different disciplinary 

or practice worlds and can help bridge your access to new settings or 
organizations. 

•	 Spend time with your research partners; be curious about their needs and 
realities.

•	 Do not underestimate the amount of time needed to develop and sustain rela-
tionships with researchers and other partners or stakeholders in your network.

•	 Think of practical and efficient ways to keep partners engaged. 
•	 Read widely and talk with others both inside and outside your sector: many 

ways of thinking about problems in other fields can be useful in articulating 
your own ideas. 

Seeking Funding to Support  
Your Program of Research 

Successfully applying for funding involves assembling the right team, hav-
ing a track record, and developing grantsmanship skills. The transition to 
independent researcher may involve writing grants for personnel awards 
(examples are discussed in chapters 5, 8, and 10), preparing grants for 
research projects that ideally are congruent with your program of research, 
or working with others on related research. We found that joining a team 
as a co-investigator helped improve our grantsmanship skills, expanded 
our networks, and increased our exposure to other theoretical standpoints 
and methodologies that were complementary to our research interests. 

We have experienced two ways of integrating our own interests within 
the interests of the team: (1) bringing perspectives to a research team 
related to a central concept of your program of research; and (2) carving 
out a section of a research project where you can take the lead. In these 
ways, you can use the research experience as a co-investigator to foster 
synergies and set up a testing ground for some initial ideas.

We found that the first strategy was particularly important as we 
began to establish ourselves as independent researchers. It provided a 
platform whereby we could inform potential partners about our programs 
of research and demonstrate how our skills and knowledge could comple-
ment their research priorities. We also found that the first strategy helped 
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us build relationships with other researchers and service delivery partners, 
opening up other opportunities to carve out a portion of a larger research 
initiative and establish new research partnerships.

I want to maintain a basic grounding in my own interests, but I also want 
to work with a network of researchers linked to existing and emerging 
research projects with certain kinds of data, theoretical standpoints, and 
publication plans. One of the key aspects of a successful research person-
nel award application is to be able to show momentum towards a focused 
research program and a strong publication record. (Personal narra- 
tive, Davison)

Joining professional development activities may lead to unexpected 
research opportunities and a chance to build a new research network. For 
instance, I (Murray) was invited to lead a Best Practice Guideline devel-
opment panel for patient decision support for adults with chronic kidney 
disease (Registered Nurses’ Association of Ontario, 2009), which led to 
research opportunities that moved my program of research from proof of 
concept studies to intervention evaluation. 

You are the principal investigator of your research program and you will 
shape its direction. Nonetheless, it is important to garner experience not 
only as a co-investigator but also as a co–principal investigator on applica-
tions you submit for funding. A track record is important, and you need to 
be strategic in building this solid foundation. 

In our experience, assuming the role of co–principal investigator is a 
sound stepping stone to taking on a leadership role as principal investiga-
tor. To extend your learning and build your confidence, seek mentorship 
from more senior researchers when you take on such research roles. 

As a novice researcher establishing my program of research, there was 
the need to recognize where to place my energies and time. I found that 
organizational partners may see research as a means of effecting change 
across units or service delivery programs. But as a researcher, I some-
times found it difficult to maintain a balance between replicating projects 
in different clinical settings and meeting the need for new knowledge 
that would move our understanding and development of an idea forward. 
Furthermore, funders may consider the novelty and innovativeness of 
interventions to be important criteria for peer review assessments. These 
differences can be a source of tension. I think it is important to recognize 
that these tensions will occur at some point in a working relationship 
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between a researcher and a service delivery partner. Different expec-
tations have to be managed. There also seems to be an art to knowing 
when to move on, when to leverage funding priorities, and how to be 
strategic in refining your contributions to various projects. (Personal narra- 
tive, Murray) 

Practical Tips:  
Seek Funding for Your Program of Research

•	 Establish a track record and hone your grantsmanship skills by working with 
experienced investigators. A strong track record, solid grantsmanship skills, 
and well-defined roles for research team members are pathways to successful 
research grant applications.

•	 Discrete projects that are building blocks for your program of research will be 
the basis for your grant proposals.

•	 Clarify expectations of and potential support from partners when preparing 
applications for research funding. 

Negotiating Research Time  
for Your Programmatic Interests 

Balancing research with teaching, clinical, operational, community service, 
and other academic responsibilities (including supervision and mentor-
ship) is often a challenge for those making the transition to independent 
researcher. 

Currently, Canadian university tenure-track positions generally provide 
protected time for research. For those who are early-career researchers 
and entering a tenure-track stream, universities may provide some release 
time from the usual teaching load during the initial year(s) of employment, 
providing additional time for researchers to establish their program of 
research and submit grants.

We have seen other organizations take up this approach. For instance, 
in Murray’s role as an advanced practice nurse, there is an expectation 
that research is a core responsibility. Allotted time for research activ-
ity is articulated in the job description, and membership in a research 
institute aligned with her employing hospital further formalizes research 
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expectations. Furthermore, there is a formal arrangement for Murray to 
be seconded from her position to teach in the graduate program of a local 
university or to mentor/supervise graduate students. These opportunities 
helped to build bridges between clinical and academic institutions, bring-
ing reciprocal benefits to both organizations. 

In some positions, teaching responsibilities (for those in a non-ten-
ure-track stream or perhaps in a community college) or administrative 
responsibilities (for academic leaders) may be the key foci, leaving less 
time for research. Regardless of your employment status or employing 
organization, consider discussing time available for research when you 
are seeking a position. 

We think it is important to be transparent and forthright about your 
aspirations and expectations for conducting research when you are 
negotiating a new role or position. Be persuasive by making clear the 
links between your program of research and the mandate/goals of your 
employer. Articulate how your program of research will further the goals 
of your employing institution. 

You will need to operationalize your personal plans to further your pro-
gram of research. This includes blocking time in your calendar to action 
your research and grow your research networks. Calibrate your time, 
knowing there will be different pressure points for other organizational 
work priorities over the year. For instance, end-of-year budget reconcil-
iation and forecasting periods are administratively heavy work periods 
for many organizations. Be respectful of other pressures impacting your 
research partners, and work with them to generate practical solutions  
and timelines.

Practical Tips:  
Balance research with other responsibilities

•	 Designate, negotiate, and schedule time for your different roles on projects; 
honour your time commitments; avoid getting overstretched. 

•	 Understand that there will be challenges in developing a balanced work portfo-
lio, and seek guidance in developing strategies to address competing priorities 
and to have the time you need to advance your program of research.

•	 Be respectful of competing priorities in your organization or your research 
partners’ organizations.
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Conclusion

Making the transition from PhD graduate or post-doctoral fellow to inde-
pendent researcher is an exciting career phase, but it may also be daunting. 
Developing a program of research is an important step in this process. 
While the examples we have shared emerge from our own research inter-
ests and are therefore contextualized by our disciplinary and organizational 
frames of reference, we think they may be useful for others. We wish you 
the best as you live the transition.

Key Messages

•	 Transitioning from novice to early-career researcher is a process; mentors can 
help you make this transition. 

•	 Do not underestimate the power and potential of informal networks and 
encounters, especially as you begin to establish yourself as an independent 
researcher and collaborator.

•	 When developing and maturing your program of research, be true to your cen-
tral focus and passion, but remain open to emerging opportunities.
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“Life” and Your  
Program of Research 

Finding the Work–Life Balance  
that Works for You

SU SA N  RO E L O F S, N A N CY  E DWA R D S,  
C O L L E E N  DAV I S O N,  

A N D  LY N N E  M . M AC L E A N

Introduction 

Applied health and social sciences research are exciting fields, and a pas-
sion for research will serve you in good stead as you build your program 
of research and move forward in your career. At the same time, research 
is demanding and there will be times when balancing research work with 
other facets of your life will pose quite a challenge. In this chapter, we 
explore the topic of how to find a satisfying work–life balance. Our intent 
is to stimulate your thinking about personal considerations and possible 
approaches, recognizing that these will vary over the course of your life 
and research career. 

We begin with a brief summary of research that has examined work–life 
satisfaction. We then look briefly at different research career pathways. 
We present a number of strategies that we have found useful for achiev-
ing balance. Finally, we present our own stories, describing from varied 
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perspectives (professors, research consultant, and research associate) what 
our individual work–life balancing acts look like.

Research on Work–Life Balance

Many of us are interested in finding work–life balance because we want to 
live a fulfilling and satisfying life both through our work and in our day-
to-day living. Research helps us understand what contribution work can 
make to our overall life satisfaction and what contributes to or detracts 
from satisfaction with work. “Life satisfaction” is a key indicator of sub-
jective well-being, which is influenced by situational conditions across 
our different life domains: work, family, leisure/personal, health, finances, 
social relationships, and self-worth (Loewe, Bagherzadeh, Araya-Castillo, 
Thieme, & Batista-Foguet, 2014). Satisfaction in some domains can be 
more important than satisfaction in others when considering one’s overall 
sense of well-being. Which domains are most crucial depends in part on 
individual values but is also influenced by culture, life stage, and gender 
(Loewe et al., 2014; Rojas, 2007). 

Higher life satisfaction is associated with positive impacts in func-
tioning at different levels—personal (better sleep, less burnout), family 
(improved relationships), and organizational (lower turnover rates); while 
work–life imbalance has negative consequences in both the physical and 
mental health domains, as well as potentially negative relational and 
organizational outcomes (Erdogan, Bauer, Truxillo, & Mansfield, 2012; 
Gonzalez-Mulé & Cockburn, 2017; Kuehnl, Rehfuess, von Elm, Nowak, 
& Glaser, 2014; Maertz & Boyar, 2011; Wayne, Butts, Casper, & Allen, 
2017). Job satisfaction has been identified as an essential contributor to 
subjective well-being (Steel, Taras, Uggerslev, & Bosco, 2018; Theorell 
et al., 2015), interacting in a positive feedback relationship with life satis-
faction (Unanue, Gómez, Cortez, Oyanedel, & Mendiburo-Seguel, 2017). 
Erdogan et al.’s (2012) process model identified three other factors that 
proximally mediate how work influences life satisfaction: quality of work 
life (job and career satisfaction, perceived job stress), quality of non-work 
life (family and leisure satisfaction, health), and feelings of self-worth (per-
ceived control and competence).

Theoretical understanding of work–life balance has evolved from a 
focus on conflict/interference (or lack of it) between work and non-work 
domains as the defining feature, to include consideration of enriching 
influences of participation in multiple roles (Brough et al., 2014; Wayne et 
al., 2017). Terminology has also shifted, from traditional conceptualization 
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of “family” as the primary non-work domain of relevance, to more accu-
rately and broadly encompass reference to “life” as more than family 
(Brough et al., 2014). The more recent contribution of global balance 
approaches goes beyond interactions of conflict and enrichment, consid-
ering work–life balance as a subjective perception of balance satisfaction 
and balance effectiveness with how time is allocated across one’s various 
life domains (Sirgy & Lee, 2018; Wayne et al., 2017).

Two kinds of work–life balance conflicts have been most extensively 
studied: work-to-family conflict (where work demands such as long hours 
interfere with family roles) and family-to-work conflict (where family issues 
such as a sick child interfere with fulfilling work demands). Unsurprisingly, 
both kinds of conflict diminish overall well-being, especially work-to-fam-
ily conflict, which is influenced by factors such as exhaustion, job stress, 
job dissatisfaction, and non-work dissatisfaction (Byron, 2005; Erdogan 
et al., 2012; Yucel, 2017). 

Improving satisfaction may not be as simple as changing how much 
time one spends at work or trying to find more spare time. Having a 
degree of control over one’s time (e.g., flexibility in work hours, working 
a preferred schedule) has been identified as key (Matthews, Swody, & 
Barnes‐Farrell, 2012). This partly explains why work overload and long 
work hours may be positively correlated to job satisfaction among some 
researchers, such as academics, who have considerable control over their 
work schedule (Beigi, Shirmohammadi, & Kim, 2016). Other positive con-
tributors to work satisfaction include good relationships with colleagues, 
supportive supervision, and a positive work climate (Erdogan et al., 2012; 
Fox, Fonseca, & Bao, 2011; Mudrak et al., 2017). Successful individual 
approaches to work–life balance include segmentation (maintaining firm 
boundaries between work and non-work domains) and compensatory 
strategies (responding to conflict in the work domain by increasing time 
directed to non-work domains) (Sirgy & Lee, 2018; Wu, 2009). Organi-
zational practices shown to positively influence job satisfaction and work 
engagement include workplace empowerment strategies (structural and 
psychological), flexible work arrangements, and employee support pro-
grams (Cicolini, Comparcini, & Simonetti, 2014; Knight, Patterson, & 
Dawson, 2017; Sirgy & Lee, 2018).

Finding Your Own Balance

Determining your work–life balance aims is directly tied to your values, 
priorities, and life goals, and the multiple roles that you have across your 
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life domains, such as work, family, and community. Career ambitions, fam-
ily and other relationships, personal interests, spiritual pursuits, sports 
and physical activity, community engagement—the list of possible ways 
to use your energy is endless. “Balance” does not have to mean a 50/50 
split between time on and off your job. If you love your research work and 
can devote as much time to it as you wish, then long but fulfilling days of 
research work may be what balance looks like for you. Your specific person-
ality traits, life situation, and social and economic circumstances, as well 
as the demands and requirements of your work setting and the stage of 
your career, will be considerations in choosing how you spend your time.

What does work–life imbalance look like? If you feel stressed when 
you look at your to-do list, are constantly trying to run in opposite direc-
tions at the same time, or feel a failure or fraud for not being able to meet 
expectations (your own or others) of multiple roles, these may signal that 
something needs to change. Imbalance is usually spoken about as either 
work–life conflict (when work intrudes on other things you do) or life–
work conflict (when personal and family responsibilities intrude on your 
work). You might feel stressed and overwhelmed, trying to do everything 
but with little sense of progress, or feeling too tired and overwhelmed to 
tackle even simple tasks. 

A good way to begin assessing your work–life balance is by articulating 
your work and non-work priorities and goals. Use these to make deliber-
ate choices about how you will and will not spend your time. What do you 
need to do? What do you want to do? What do you feel you have to do but 
wish you did not? If you love your work and have minimal other commit-
ments, or have strong family and personal supports, then spending long 
hours on your research can be a wonderful thing. If you place a higher value 
on family, it may mean choosing to say “no” to extra work assignments; 
while this may slow career advancement, it is not inherently bad if it aligns 
with what you value. Your priorities do not have to accord with cultural 
expectations or someone else’s priorities, but you do need to respect and 
take into consideration your obligations. Where they conflict, consider how 
you can revisit expectations or transfer or share responsibilities.

Mapping Your Goals

Planning a program of research may provide a good opportunity to con-
sider your work–life balance as you map your goals. It may be helpful to 
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use a Gantt chart that integrates your program of research and personal 
plans. Exercise 10 (Mapping Your Program-of-Research Goals) in Chapter 
1 provides a template for this. 

Identify and plan for short- and long-term goals. Consider your life as a 
whole in five-year segments, and build that into the timeline for your pro-
gram of research. Include personal, family, and non-family goals that you 
want to accomplish (travelling the world, running a marathon, taking on 
a new hobby, climbing a mountain) and milestones you have set (having a 
child, renovating your home, supporting elderly parents). This can allow 
you to find ways to choose and stage projects, and garner supports both 
within and outside the workplace. 

Looking ahead, will there be periods when work might be especially 
onerous? For example, there may be semesters when you have a heavy 
teaching load; deadlines when research grants are due; or data collection 
periods that will require your intense involvement in day-to-day fieldwork. 
Similarly, identify periods in your family life when responsibilities may 
be heavier (for example, when you are raising young children or caring 
for elderly family members). Consider how to manage work–life bal-
ance during the ebb and flow of more and less intense work and family 
commitments. Will there be times when several goals will require simul-
taneous intense efforts? What family supports do you already have in place, 
where can you ask for more help, and with whom can you renegotiate 
responsibilities?

Your answers to these questions will change over the course of your 
career, as you develop, establish, and mature your program of research 
and as your personal activities and commitments change. Therefore, it 
is important to periodically review your goals and choices. This process 
can show you when it is time to make adjustments, take advantage of new 
opportunities and evolving interests, and commit to changing responsibil-
ities. Reflection can help you identify problem areas and discuss strategies 
with mentors and colleagues to resolve “sticky” work–life balance issues 
that may otherwise contribute to a sense of frustration, failure, and being 
overwhelmed. 

Importantly, putting considerations of work–life balance front and cen-
tre means that you will be more deliberate in making choices that are right 
for you and your circumstances. These considerations remind us that there 
are choices to be made and that there is no single right decision about 
what constitutes work–life balance. This orientation legitimizes discus-
sions with family, peers, and mentors about this important topic. 
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Research Career Choices

Research career pathways include but go beyond appointments to uni-
versity faculty positions. The range of options for research career tracks 
varies in terms of work setting, work autonomy, workload, travel expec-
tations, family benefits, and financial remuneration. Below, we outline 
work–life balance considerations for several different career paths, recog-
nizing that some individuals may combine paths and that other options  
are available. 

Academic Positions
Within academia, those seeking tenure must meet specific assessment 
criteria, with productivity measures that can lead to overwork to meet 
or exceed requirements in a short time frame. There are also non–tenure 
track academic alternatives such as research coordinator positions and 
non-research teaching-focused positions. 

Non-academic Research Positions
Research positions exist in many non-academic settings. Various levels 
of government have in-house research, science, and policy shops. Some 
industries and non-governmental organizations hire scientists. Program 
evaluation and audit work exist in public non-governmental organizations, 
corporations, and government departments. There may be less opportu-
nity for you to follow your own specific research passion or develop your 
own program of research in these positions, but the work can be reward-
ing and intellectually stimulating, and result in evidence-based change. 
While advancing to senior positions may involve workload trade-offs and 
travel, you can be strategic about your work–life balance approach. 

Independent Consulting
Consulting may be another option, particularly if you have specific 
expertise that is in high demand. If you are a new researcher, you may 
need to consider working for an existing firm until you have built up a 
reputation. Some companies may require as many hours as a university 
position but with better remuneration. Some organizations may offer 
flexibility in the number of hours you can contribute and/or provide schedul- 
ing options. 
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Strategies to Keep Things in Balance

The most critical commodity is always time, and it is challenging to bal-
ance work time and personal time. When one is passionate about one’s 
work, a large grey zone can blur distinctions between the two. But it is 
important to find personal time, to renew, to reflect, to take stock, and 
to find that clarity of mind and purpose that is so important for family, 
friends, and work. 

Since there is never enough time to do everything that is of interest, 
priorities must be set. A program of research provides a centring point to 
help decide whether the myriad of research opportunities that come your 
way are indeed a good fit with the programmatic course you have set. On a 
regular basis, review your priorities and say “no” to new commitments and 
opportunities that will interfere with them. While turning down requests 
may feel uncomfortable at first, practice makes perfect. Learn to take 
the time to say, “Maybe I can accept that invitation, but I’d like to think 
about it,” and then do so; you may change your mind once the endorphin 
high of being asked has worn off. Will undertaking this additional work 
advance your program of research? What will it cost you in energy and 
time away from other things? How long is the commitment? If it is a large 
undertaking, consider making a brief, written contract with yourself and, 
if necessary, with other important people in your life, outlining specific 
limits and end dates, and how you will adjust if expectations or require-
ments of the task change. 

Find your best writing time, and build your work schedule around 
that. Writing is both time-consuming and an essential part of a successful 
research career; it requires regular, dedicated time. Sometimes a writing 
project needs an extended period of immersion, and sometimes it can be 
broken up into discrete bits that are easily turned to in spare moments. If 
you are feeling blocked, set the timer for a short period of time, sit down, 
and start writing. Edwards and Davison both give suggestions later in this 
chapter from their own experience. Reduce travel time by making use of 
voice or video conferencing software to join meetings involving interna-
tional partners. Working in a specific space for particular tasks and setting 
up environmental stimuli to help you switch over from one activity to the 
next can help you close the mental door on the previous activity. 

Build in regular periods for rejuvenation. Take time to do things that 
you enjoy and that add richness and meaning to your life. As many of our 
authors have said, get away from your desk and do something completely 
different. Exercise, as well as being good for the body and essential for 
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health, is also good for the mind and spirit. Edwards (chapter 10), Raine 
(chapter 7), and Davison (later in this chapter) all describe how research 
ideas percolate and conundrums resolve while exercising or being out-
doors. Sometimes your fitness goals will require sustained effort, such as 
training for a triathlon (Raine, chapter 7). Sometimes the effort needs to 
be spontaneous and easy, and involve short periods of time, such as med-
itating, taking a walk, gardening, or wrestling with the kids. Both styles 
can help with long-term and short-term stressors. 

Speak to your human resources department about workplace resources 
that might be available to address work, personal, and family demands. 
National, provincial, and organizational policies are changing alongside 
growing societal recognition of the importance of work–life balance. 
Maternity and paternity leave may be available for both researchers and 
post-doctoral fellows. Your workplace may offer flexible hours or tele-
commuting, or allow you to compress your work schedule. There may be 
options to support childcare or eldercare. Health benefits may include 
access to counselling and mental health services.

Find a peer mentor group and join networks to get support and solidar-
ity from people experiencing similar work–life issues. As well as providing 
a source of emotional support, these are people with whom to brainstorm 
solutions, and who, according to many of our authors, may become life-
long friends as well as co-workers and collaborators. If you have a mentor 
with whom you have a good interpersonal and trusting relationship, that 
person may have wrestled with similar dilemmas and can share successes 
and struggles. Temper such revelations with good judgment if the mentor 
also supervises you. 

Messages from the Trenches:  
Personal Stories from the Authors

In the following narratives, we present personal perspectives on how 
we have dealt with work–life balance amidst research careers. While we 
have in common a passion for research, our situations vary. At the time 
of writing this chapter, two of us are university professors, one a research 
associate, and another an independent research consultant. Three have 
children, one does not. Two work full-time, two part-time. The diversity 
in our circumstances and approaches has informed the choices we have 
made, and may give you a sense of how to carve your own distinct path to 
work–life balance. 
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Nancy Edwards (tenured, late-career professor) 
How odd to be providing a contribution to a chapter on work–life balance 
given my obvious failure to achieve same. But perhaps some of the best 
lessons come from failures, so here I go.

I have always had workaholic tendencies, and a clear division between 
my passions in life and in work does not exist. Essentially, I value the 
opportunities to integrate my interests of life and work. Looking back, 
it is reassuring to know there are many paths one can follow to reach a 
destination. Few paths are direct, and I think many paths can serve as the 
right ones.

What have I learned:

Take Downtime
When I hit the wall, and the work becomes too intense, I take downtime. 
It may only be a day, but giving myself permission for this downtime is 
really important. 

Get Outside and Get Inspired 
I love nature; this is where I get my best inspiration, renew my energy, find 
my focus. It was on a bike ride beside the Ottawa River that I finally sorted 
out the key elements of the multiple intervention framework that guides 
my program of research (see chapter 10). Many an analysis conundrum has 
been resolved by getting up from my desk, strapping on my cross-country 
skis, and heading out into the woods. 

Dedicate Mornings to Valuable Writing Time 
I try to organize my day so that my clearest and best thinking is applied to 
those tasks requiring same. I have got much better at this over the years, 
and it became easier as my son grew older and family needs shifted. The 
early morning hours are precious ones for me, as these are my best writ-
ing hours. I have listened to many professional writers describe how they 
work. If there are any individuals who have figured out how to fit writing 
into their day, it must be those who have to earn their living by writing. 
And there is a distinct pattern to what they describe: they all write in the 
morning, they spend a few hours rather than full days at their craft, they 
give themselves distance between drafting and final writing, they approach 
writing as a process, and they do not allow e-mail messages to interrupt 
their writing. Using these techniques has helped me carve out the writing 
time that is essential for a research career.
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Create a Deliberate Pause Before Saying Yes
After many people told me that I needed to say “no” more often, I got the 
message. I set up a “no” file, into which I literally inserted the requests I 
received over a one-year period to which I said no. The size of the file was 
to be a gauge of my progress. Let’s just say that the file did not grow by 
leaps and bounds (i.e., it was empty at year’s end), so I set up a second file. 
This file was labelled “I should have said no, but I didn’t.” The size ratio 
of the two files told me how I was doing. And after six months, you can 
guess which file was larger. I realized I had to develop some very concrete 
strategies to squelch my “yes” tendencies. 

A couple of these strategies have made a difference. When I get a 
request (and most of these requests come via email) to take on some-
thing new, whether this be to assume a new administrative responsibility, 
provide a keynote presentation, write a chapter, or take on a trainee, my 
immediate response is often a positive one. These requests have a ten-
dency to stroke one’s ego, and they often appeal to my keen interest in 
new challenges. So, I often write a reply immediately, and I usually reply 
affirmatively, but I don’t hit the send button right away. I mull over the 
request for at least twenty-four hours, try to think through the pros and 
cons, consider how I am actually going to manage the time required for the 
request, and then revisit the email. I have changed my response to many 
(well, perhaps some) of those emails, turning them into “no’s.” 

I have also made the decision to automatically refuse certain types of 
requests during particular periods of my career. For instance, I have had 
periods of time when I decided to say “no” to all requests to review man-
uscripts sent to me by editors, to sit on thesis committees, or to provide 
external reviews for tenure and promotion requests. This was helpful, 
because it saved me the angst of having to think through each request, 
and it allowed me to be equitable (I was saying “no” consistently to every-
one, thereby reducing the guilt I have often experienced when I say “no”). 

Colleen Davison (mid-career, associate professor)
Whoever said that success is 1 percent inspiration and 99 percent perspi-
ration should probably have included the ability to juggle as an enabling 
characteristic in that equation. I am a mother of four children and I also 
lead a number of research projects, teach and supervise graduate students, 
supervise research staff, and have written various grants and peer reviewed 
publications. I am happy, and thus far I feel I have been relatively success-
ful at finding balance in a very demanding home and work life.
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Before deciding to try to combine a relatively large family with a career 
in research and academia, I did go looking for some exemplars to emulate. 
Unfortunately, this was more difficult than I expected. I was almost scared 
into thinking that women in academia just couldn’t have it all, and I saw 
many examples of academic researchers, mostly women, whose family life 
was suffering. Most people I asked thought I was crazy or naive or would 
be compromised in both aspects of my life, if I decided to juggle four chil-
dren as well as an academic appointment. But with my very supportive 
(and maybe just as daring-yet-naive) partner, we decided to go forward 
regardless and attempt to find a way to make it work. In fact, when we 
had only two children, I felt as if life at home was so manageable that I 
worried the requirements of my work roles might overshadow my role as 
mother, and I did not want it that way. Two more children later, I can say 
the balance is more equal now. Both home and work commitments are 
demanding but rewarding in the same measure. I love my job, and I love 
being a mother and spouse as well.

Probably one of the key reasons this balance is possible for me is that I 
have a very strong support network: a spouse willing to take on an equal 
share of active parenting; a very good child care and housing situation; and 
supportive family and friends. My personality also lends itself to this kind 
of life; I tend to be organized and structured in my thinking and approach 
to tasks, I enjoy writing, and I am not easily overwhelmed. I am, in general, 
able to make a conscious separation between my work time and my time as 
a spouse and mother. When I am playing with my children or watching a 
movie with my partner, I am not generally thinking or worrying about work. 
When I am writing a paper or at a conference or meeting, I am not gener-
ally thinking or worrying about my home life. In this way, the time spent on 
one is not wasted in worrying about the time stolen from the other. I aim 
to be fully present in what I am doing. The key, of course, is to be happy 
in what you choose to do in your work and personal life, and to know that 
both aspects of your life are fulfilling and making important contributions.

In order to maximize my time spent in home and work roles, I have put 
a number of structural things in place to assist me:

Child Care Assistance In-Home 
We made the personal and financial decision to have a child care helper 
come to our home when the children were in the preschool stage. With 
four children under the age of five, this was not only cost-effective but 
also improved time efficiency, with no pickups or drop-offs and no stress 
in the morning about getting everyone out the door at a specific time. We 
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created a private and quiet office space, and I often worked from home. 
When I was able to work from home, I was near the children for special 
moments and did not waste precious time in a long commute. We all got 
used to me going to my home office in the morning and afternoon. While 
I did not often have coffee breaks or informal chat sessions with colleagues 
during that period, most days I did have lunch with my children.

Be Selective about Work Travel
I limit my work travel to as few trips a year as possible, and limit the dura-
tion of my travel as well. When making the decision to travel, I take those 
opportunities that have benefits in a couple of areas, or try to double up on 
my activities while away. For example, I might decide to attend a confer-
ence if I am also meeting colleagues with whom I write papers or grants, or 
I might spend time in a research community if we are rolling out a project 
and orienting staff and students. I often use the time away for writing or 
getting extra sleep so I can come back refreshed and able to shoulder more 
of the household load from my partner for a while. 

Make Use of Remote-Communication Modalities 
I have become comfortable and proficient at using communication tech-
nologies to help me connect remotely to colleagues, meetings, and 
conferences, and many of those I work with successfully also feel comfort-
able communicating this way. These platforms are getting better and easier 
to use with remote Canadian and international collaborators. If I must do 
evening or early morning conference calls, I make sure that I balance this 
with other personal and family time.

Use Audio Dictation to Make Writing More Efficient
More recently, I have begun to use audio dictation apps and software 
when crafting emails, text messages, or even sections of writing for grants 
and papers. This technology has recently improved significantly, and the 
process of speaking the text and then editing it is sometimes faster than 
typing the original draft. Sometimes speaking the ideas or thoughts is 
easier than writing or typing them, especially on a busy day with many 
distractions. When I record an audio dictation, I don’t worry about getting 
it perfect the first time around, but instead concentrate on simply getting 
it down. I gravitate easily towards editing tasks, so I know that if I at least 
get something on paper, I will tend to naturally want to go back later and 
work on it. Many times a brief dictation will become the backbone for  
a longer paper or report.
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Print Documents You Might Need to Review at Home 
I do not like spending time on my computer while at home, yet it is often 
a reality that at certain times of the year especially, I must do some extra 
marking or editing of student work. In these cases, I often print the mate-
rials I am to be reviewing so I can read them off-line while sitting on the 
sofa or deck, or while supervising my children’s homework sessions.

Life Strategies 
I am organized and keep detailed lists (daily and weekly) and an agenda.  
I am goal- and deadline-oriented. We do not own a television. I sleep and 
eat well, and try to fit in at least a little exercise (often it is walking, which 
also helps me write and percolate ideas and strategies). I laugh as much as 
I can. I take vacations that rejuvenate me, and I do not fixate on the fact 
that I may have had a bad day or my “balance” might be a bit off just now. 
There is always tomorrow to pick up those juggling balls and try again.

Lynne M. MacLean  
(research consultant and fiction writer)
I am one of the few authors involved with this book who does not have 
a program of research. We wanted to present that option to you, with 
both its challenges and it benefits. The reality of a long-term, high-level, 
sustained research career as a principal investigator in academia is that 
of intense work over long periods, and an ongoing challenge in terms 
of coming to a work–life balance that works for you and the people in 
your life. But there are other options for research careers that, while intel-
lectually challenging and useful, may not be as onerous. If application of 
your results into real-world programs and policies is very important to you, 
some of these positions may be even more satisfying than academia. Some 
will be more lucrative, others less. To name a few of the most common, 
there are government scientists, non-governmental organization and cor-
porate researchers, government and corporate program evaluators, private 
research consultants, and academic research associates. My career path 
has followed these trails.

I am not now, nor have I ever been, a workaholic; I spent too much 
time as a mental health practitioner helping people overcome these ten-
dencies and repair their relationships. I work hard, but I do not want work 
to consume me. Originally, I was a counselling psychologist, and never 
planned to have a life involving the kinds of hours I see the people around 
me in academia logging. I decided, however, to stop working with clients 
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directly (after about ten years) and pursue a research career in psychology 
and mental health. 

My first full-time research position after my PhD was as a family vio-
lence researcher in a federal government department research unit. There, 
I put in what I thought were long hours, longer than those of a typical 
full-time job. Although the work was more policy-directed than I liked, 
the hours were fine until we had our first child. I decided to leave the 
government and try to find an academic research position with highly 
structured hours until my child was no longer a toddler, and then aim for 
an academic career. The position I obtained was not in mental health, but 
in community and public health, which I thought was close enough for 
me. It was a research associate position as a methodologist. I have always 
enjoyed research design and analysis. It fulfilled two main criteria: it was 
contributing to society through applied health research and it was intel-
lectually stimulating. I would launch myself from there into where my 
passion lay: mental health. 

Adjust Work Commitments When Other Priorities Take Precedence 
Why didn’t I leave to pursue an academic career in psychology? I made 
a purposeful decision to stay where the demands were fewer once my 
second child arrived. At that point, we discovered I have an autoimmune 
disorder, which reduces energy and is exacerbated by stress. Thankfully, 
this has remained relatively mild over the years, in part, I think, because I 
limit my work involvement. I decided that if I have only so much energy, 
then it was my work that I would limit, not my time with my children and 
husband, nor my time with other activities that are important to me, such 
as volunteer work and creative arts. 

In retrospect, I am grateful for this requirement to think through where 
I want to put my time; otherwise, for me, life would be much less rich and 
balanced. I have many people in my life who have quite senior positions 
in the public and private sectors who do not put in the hours I see with 
academics. 

I have been consistently impressed by my academic colleagues over the 
years. Almost all of them are truly dedicated to making the world a bet-
ter place, and are not just driven by a desire to perform work that excites 
them and for which they are intellectually suited. Many of them have mis-
sion-like zeal in dealing with very serious problems and groups with few 
resources. To make an impact in these areas does indeed require sustained 
effort over many, many years. 
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Consider the Pros and Cons of Different Research Positions 
The drawbacks to my choice of staying as a research associate included 
not being able to call the shots in determining what projects I would be 
working on. At times this lack of autonomy rankled, but then, if I was rac-
ing to fulfill a zillion commitments, would I have felt fully autonomous? 
Probably not. Still, research on work–life balance makes it clear that having 
control over your hours and projects does make a big difference in quality 
of work life. As senior staff, often working on multiple projects, I admit 
that sometimes I felt like those stressed-out middle managers and execu-
tive monkeys who have much accountability but no control. I was also not 
often able to work in the field of mental health. I was not very successful 
in getting it on the agenda of our unit and investigators, even though it 
has an obvious connection (at least to me) to public and community health.

Despite not having a program of research, I was very fortunate. I 
was able to work on many interesting projects, serve as design and anal-
ysis consultant, publish, make presentations at conferences, serve as a 
research facilitator with practitioners and decision-makers, sit on a peer 
review grant committee, lecture on methods and analysis software, lead 
an amazing research team that stayed together for fifteen years, help men-
tor students and post-doctoral fellows, and, I hope, contribute to a better 
world. The most satisfying part has been seeing research move into prac-
tice and policy, and helping practitioners move into research activities. 

Follow Opportunities to Pursue New Horizons 
Eventually, after seventeen years, I did leave the research associate posi-
tion. It was past time for a change. After enjoying some success in writing 
fiction and getting it published, I decided I wanted to pursue that more 
fully, which I am finding very rewarding and which I love. I decided to 
keep my hand in research as a consultant. With a consultant role, I can take 
on applied, impactful research projects that interest me and refuse projects 
that do not; this is not a program of research, but it certainly allows me 
more autonomy. I am lucky that I am now in a financial position to do this. 
If I needed to work full-time, I would have to be much less selective about 
the projects I take on. As a senior researcher in this community, I had suf-
ficient networks to allow me to spend less time soliciting work and more 
time doing it. For me, the decision to leave the academic environment was 
the right one at the right time. I have also returned to working in men-
tal health direct clinical service as a volunteer. Sometimes life takes you 
full circle in surprising ways. New paths beckon, and life is only so long.
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Consider Personal Priorities and Do What Excites You 
My advice to emerging (and re-emerging) researchers would be to stop and 
really consider your priorities and needs, and those of the people you love. 
What is it that will make you feel you have contributed in this world? What 
is your passion? If it is research, and if you can get employment pursuing 
the discipline that really moves you, then perhaps a program of research 
in academia may be for you. Or perhaps you might wish to consider other 
research policy and practice environments where you may have a different 
lifestyle, will perhaps receive a higher salary, and will probably see more 
direct impact of your research, but will have less autonomy. Do you have 
close, supportive people physically nearby? Do you have children, aging 
parents, a partner truly willing to pick up at least 50 percent of the child 
and elder care? Think it through, and then do what excites you and works 
for you and your loved ones. There are many ways to make this world a 
better place. Research is only one of them.

Susan Roelofs (senior research associate)
Perhaps ironically, as an author of this chapter, I find the phrase “work–
life” doesn’t quite fit with how I have understood and approached my life, 
as I don’t view “work” and “life” as being in opposition to each other. Life 
arises in so many different ways and as many kinds of experiences. Much 
of it is work, though it does not necessarily involve a paycheque. I would 
describe work as the effort expended to take care of what needs to be done, 
whether that looks like writing up research findings, balancing budgets, or 
washing the dishes. What has been a touchstone for me over the years is 
that the work I do should be meaningful and useful, and make a positive 
difference in the world. 

I have worked part-time, by choice, since before I began my research 
career over two decades ago. Initially, this was because I was active as an 
unpaid volunteer in the social justice movement, and paid work had to 
fit in around that, so I chose to minimize the resources I would need to 
accumulate and consume. Then came another life turning point, when I 
became a practising Zen monastic. Each day, by the time I arrive at the 
university in the morning, I have already spent several hours in formal Zen 
practice and taken care of various monastic responsibilities. Rather than 
viewing research as a different world from the monastery (work versus 
life), I experience it as an extension of Zen practice and an opportunity to 
learn how to apply mindfulness as I write manuscripts, analyze data, and 
prepare research budgets. 
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While being master’s- rather than PhD-prepared may not be the norm 
among research associates, I have been actively involved in a range of 
interesting international research projects and gained many skills on the 
job. I was fortunate to participate in an intensive research internship, 
which Nancy Edwards offered at the time; it was a tremendously eye-open-
ing, capacity-building, and confidence-boosting research boot camp. 

My area of interest is global and community health, and my first posi-
tion was as a research coordinator for a bilateral Canada–China maternal 
and child health project. I discovered that I have an aptitude for organizing 
and coordinating tasks and people, and my detail-oriented and perfec-
tionist tendencies (which I sometimes need to keep in check in order to 
maintain balance) dovetail well with what is needed for successful research. 
I also saw that two essential skills for managing funded research proj-
ects—grappling with the ins and outs of project budgets and financial 
management—were among the least-favourite tasks of many research-
ers, while these proved to be among my strengths. I have also had the 
opportunity to work with research colleagues in China, the Caribbean, 
sub-Saharan Africa, and Europe and to travel to these regions for collab-
orative work. 

Unusually, I have worked at the same organization (University of 
Ottawa) and with the same director (Nancy Edwards) for over two decades. 
Part of what has made this work enjoyable, and allowed it to fit with my 
monastic priorities, is the flexibility I have had to take my annual leave to 
coincide with periods of intensive practice at the monastery. It was also a 
bonus when, several years ago, our office relocated; now, instead of being 
at the end of a 45-minute bus ride, my workplace is an easy ten-minute 
jaunt away. Walking to work in the morning is often when, without try-
ing hard to think about it, my work priorities will clarify or I will have an 
inspiration about how to tackle a particular idea I am having difficulty 
writing about. In the same way, walking back to the monastery at the end 
of the day is part of the transition from one sphere of activity to another. 
This walk affords just enough time at the start and end of the day to  
switch gears. 

I realized early on that trying to fit into what others expected of me and 
more typical career roles would not work. As my circumstances changed 
and I clarified what it was that I loved to do, I was not afraid to change 
how I lived my life. I am now very clear about my priorities and which 
domains of my life are most important and contribute most to life satisfac-
tion. When work-related opportunities and challenges come up, I consider 
these in the light of my commitment as a monastic; this not only gives 
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me perspective but makes it easier to agree (or not) to take on additional 
research responsibilities. 

Schedule Sunshine and Fresh-Air Breaks 
It is too easy to stay inside hour after hour, eat lunch in front of the com-
puter, and feel driven by tasks or stuff that “should be done first.” I have 
found that the feeling “there is too much to do to take a break” is often 
strongest precisely when I am becoming less and less effective, and thus 
exactly when I need to pause. Standing, stretching, taking a fresh-air break, 
and even fifteen minutes of walking outside wakes me up and refreshes 
my mental energy. 

Time Management
I often use the Pomodoro Technique at work: twenty-five minutes focused 
on one task followed by a five-minute break; after four Pomodoro cycles, 
a ten-minute break. I will use an online Pomodoro timer when needed 
so I can’t “forget” to stop when it is time to stop (both work and breaks!). 
During breaks, I make a point of standing up and walking around (water 
my plants, make a cup of tea, wash a dirty teacup). I find this especially 
helpful when overwhelmed by a sense of too much to do (chunk it down 
into Pomodoro-sized tasks, then pick one, any one, and begin), or when 
I am procrastinating on getting started on boring or less pleasant tasks (I 
commit to twenty-five minutes, then start the timer without waiting to 

“feel like it”). 

Make “Done by Today” Lists Rather Than To-Do Lists 
To-do lists can easily get overwhelmingly long and become impossible 
monsters instead of aids. Since I like to have a sense of accomplishment 
and do not like ending the day with the feeling that important things have 
been left undone, I find it more helpful to flip the to-do approach on its 
head. I use a to-do list to keep overall track of all the things that need to be 
done, and will keeping tossing things onto the list without thinking about 
it too much (if I am thinking about it, it needs to move from my brain to 
the list). For this, I will either hand-write on paper (sometimes nothing 
beats paper and pen) or use a simple online tool like MeisterTask. Then, 
to fix my priorities at the start of each day, I identify what I will have fin-
ished by the time I walk out the door at the end of the day. With a specific 
time frame, it is easier to come up with a realistic and pertinent list. Then 
I cross things off as I get them done (personal satisfaction). I do this for 
both my paid work and my responsibilities within the monastery. There 
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are numerous “get things done” and to-do list programs available, but  
I don’t tend to use those; for the most part I find they require far too much 
overhead in terms of time spent formatting and entering the tasks, and 
they end up becoming a project in their own right instead of being helpful. 

Getting Back on Track after Days Off 
On the last afternoon before a long weekend, and especially before leav-
ing for extended time off work, I build in a few minutes to write a note to 
myself that I will see on the morning I return. I list top priorities for my 
first day back, often on a Post-it note that I stick on my computer screen. 
This makes the back-to-work transition much easier and means I do not 
waste time trying to remember what was so important before I went away.

Finding Your Work–Life Balance

•	 Each person faces their own work–life balance situation, so it is important to 
take some time to reflect on your own challenges and resources.

•	 Numerous concrete strategies can be used to maintain a better work–life bal-
ance. Try out a number of them to find the ones that work best for you.

•	 There are many research career paths, and the choice of a particular path plays 
a very large part in the type and volume of work demands you will face. Con-
sider and reflect on your options as your career and personal life progress.

Conclusion

Deliberately considering how to find your work–life balance can help you 
identify how best to pursue your program-of-research goals alongside 
other life priorities. While issues of work–life imbalance have individual, 
organizational, and cultural dimensions, the toll of persistent imbal-
ance can negatively affect job satisfaction, health, and well-being. Some 
of the strategies we have shared in this chapter may help you mitigate 
and adapt to the pressures that can arise as you build a fulfilling research 
career and carve out your own program of research. Finding a satisfy-
ing work–life balance takes time, and there will be changes over time. 
Reflecting on this process can help you put in place professional, personal, 
and family strategies and workplace supports that will assist you in your  
research journey.
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4

Entering an Interdisciplinary 
Research Career  

It Takes More Than Rhetoric

L O U I S E  P O T V I N  
A N D  C A RO L E  C L AV I E R

Overview of the Program of Research

We wrote this chapter as a shared reflection on the difficulties of launching 
research careers in an interdisciplinary environment while maintaining a 
disciplinary perspective on a complex object. One of us, Potvin, held a 
research and mentoring chair that was aimed at developing knowledge 
on strategies to reduce social health inequalities and attracting, within 
the field of population health, newly minted social scientists through 
post-doctoral fellowships. The co-author, Clavier, holds a PhD in political 
science and spent three years as a post-doctoral fellow with the Chair to 
learn the ropes of population health intervention research while continu-
ing to publish in political science journals. As the chair holder, I will start 
this chapter explaining the theoretical foundations of the research pro-
gram and my vision about the learning environment I wanted to create for 
research. Carole has written the second part of the chapter.

In 1999 and in partnership with the Canadian Institutes of Health 
Research (CIHR), the Canadian Health Services Research Foundation cre-
ated the Applied Health Services and Nursing Chairs program as a flagship 
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initiative to build Canadian capacity for applied, developmental, and 
evaluation research as a strategy to strengthen the Canadian health care 
system (Morrison & Conrad, 2013). Twelve mid-career academic research-
ers successful in a national competition were provided resources to create 
ten-year training and applied research programs in partnership with deci-
sion-makers from the health sector. The Chair in Community Approaches 
and Health Inequality was one of those twelve original chairs. I held this 
chair at the Université de Montréal between 2001 and 2011 (Canadian 
Institutes of Health Research/Canadian Health Services Research Foun-
dation CPI-0526-05). 

As a program requirement, each chair had to have a health system’s 
decision-maker partner. I chose as a partner the director of the Montreal 
Public Health Directorate, who was also the regional medical officer of 
health for the Island of Montreal, an area that comprises a population of 
about two million people. In 1998, the first-ever director’s annual report 
was entitled “Social inequalities in health” (Direction de la santé publique, 
1998), leading the way in Canada for identifying interventions on the 
social determinants of health as a top priority of action for public health.1 
This report showed that the distributions of life expectancy, morbidity, 
and the prevalence of risk factors in Montreal’s neighbourhoods were 
highly correlated with various socio-economic status indicators, such as 
the level of education, the percentage of unemployment, and the percent-
age of people living in poverty. The Director of Public Health’s message 
was clear: “As Medical Officer of Health for Montreal, I have one patient, 
the city of Montreal. My patient is sick and what makes my patient sick is 
mainly poverty and lack of resources for daily living. As a doctor it is my 
duty to act on what makes my patient sick.” The strategy for acting on this 
priority has been mainly inter-sectoral. It aims at developing partnerships 
and collaborations with various regional organizations and institutions 
to support policies and programs that address the social determinants of 
health locally, where people live. Examples of such determinants are hous-
ing, child development, and strengthening of local capacity. 

We developed the Chair’s research program in close collaboration 
with the Montreal Directorate of Public Health. Its aim was to produce 

1	 Although this report was published eighteen years after the Black Report in the United Kingdom, 
it was published six years before the first report of the Quebec Director of Public Health on the 
social determinants of health, nine years before that of the Canadian Public Health Officer on health 
inequalities in Canada, and ten years before the Report of the World Health Organization Commis-
sion on the Social Determinants of Health.  
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research evidence about public health practices and interventions to 
reduce social health inequalities in urban settings. In doing so, we hoped 
to enhance public health organizations’ capacity for reflexivity in the 
planning, implementation, and evaluation of interventions that support 
and strengthen local development (Potvin, Lessard, & Fournier, 2002). 
The program comprised three interrelated components: a research pro-
gram, a training program, and a knowledge translation and exchange 
strategy. The research program developed with the Public Health Direc-
torate and its partners, such as the City of Montreal, the United Way of 
Greater Montreal, regional offices of relevant ministries, and coalitions 
of community organizations, provided the applied context for graduate 
students and research fellows to develop and carry out research projects. 
For example, the Lea-Roback Centre on Social Inequalities in Health of 
Montreal that I established together with Dr. Marie-France Raynault from 
the Montreal Observatory on Social Health Inequality (http://www.cen-
trelearoback.ca) gathers researchers from several disciplines interested in 
understanding how environments influence physical and mental health, 
and how this knowledge can be used to reduce social inequalities in health  
in Montreal.

The research practices we promoted were founded on two equally 
important principles. The first principle calls for the active presence of 
partners from community organizations and public institutions in all 
aspects of the research (Bernier, Rock, Roy, Bujold, & Potvin, 2006). The 
second principle is the integration of social scientists in interdisciplin-
ary teams. Because of its participatory nature, the research program itself 
provided the platform for knowledge translation and exchange. Thus, my 
research program was conceived to enable trainees to experiment with 
collaborative and interdisciplinary research in an environment made 
safe and supported by the structures and programs we created with the  
Chair’s resources. 

In this chapter, we shall concentrate on this second principle as it 
is one of the original features of the training program I wanted to offer 
through the Chair: attracting newly minted PhDs from the social sciences 
and supporting their desire to develop a research career that would inte-
grate applied population health research while still maintaining strong 
links with their original disciplinary perspective (Hamelin & Paradis, 2018; 
Potvin & Chabot, 2002). In addition to fellows originating from population 
health domains, my research program provided post-doctoral fellowships 
to candidates coming directly after doctoral studies in any one of the social 
sciences concerned with the organization of societies, such as sociology, 
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anthropology, and political sciences.2 In this chapter, we want to explore 
how a strong research program is a necessary but not a sufficient condition 
for the development of applied health research careers for people who hold 
PhDs in social sciences.

Rationale for a Post-doctoral Research Training Program

The research program I developed for the Chair aimed at illuminating how 
innovations in public health practices, such as inter-sectoral partnerships 
and support for local development, were created and contributed to reduc-
ing social health inequalities. The public health innovation lay primarily in 
conceptualizing public health interventions as attempts to alter the social 
conditions that are producing and reproducing health inequalities. Public 
health interventions that address the social determinants of health are 
social interventions for which the biomedical approach to problem solv-
ing is of limited relevance (Potvin, Gendron, Bilodeau, & Chabot, 2005; 
Potvin, Petticrew, & Cohen, 2014). The fundamental hypothesis of my 
work is that the knowledge base for effective public health interventions 
to reduce health inequalities should then come largely from the social sci-
ence disciplines, which emerged at the beginning of the twentieth century 
as the body of theories that make the world we live in, and participate in, 
intelligible for humans, and consequently amenable to planned changes. 

During most of the twentieth century, after the erosion of the hygienist 
movement (Schneider & Lilienfeld, 2011), public health in the Western 
world was mainly developed out of biomedical knowledge. In light of the 
challenges associated with the impact of the increasing incidence and 
prevalence of chronic diseases, the health field was reconceptualized as 
composed of four domains (Lalonde, 1974). Two of these domains (life-
style, and the physical and social environment) confirmed the necessity to 
complement original biomedical knowledge with knowledge about what 
makes people behave the way they do, including the broader role of social 
conditions. In 1996, in his book Unhealthy Societies, Richard Wilkinson pro-
posed that “health has become a social science” (Wilkinson, 1996, p. 13). 

Long before this insightful proposition, social scientists had turned 
their interest to health phenomena. Lively research domains of health and 
medical studies developed in all major social sciences, to such an extent 

2	 I deliberately excluded from this program graduates from economics, geography, psychology, and 
other social sciences disciplines not directly concerned with the study of the process by which col-
lective living arrangements are produced and reproduced.
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that major national and international social science associations are the 
homes of thriving health and medical study sections. These scientific pro-
grams usually construct health as a social institution, as a series of social 
practices, or as a sector of the public life that is constitutive of society and 
as such deserves attention in comprehensive theories of societies. These 
are social sciences of health or medicine, to use the expression coined by 
the sociologist Anselm Strauss, which emphasize the distance that social 
scientists establish with health as an object of science. This very distance, 
however, makes it incredibly difficult for the knowledge produced in social 
science disciplines to be accessible to public health practitioners and sci-
entists, who often resent the critical perspective that social scientists can 
offer on the transformative agenda of public health practitioners.3 Whereas 
the former find that the critics of the latter are too harsh and paralyzing, 
the latter often express their surprise at the lack of reflexivity they discover 
in public health practice (Rock, 2012).

With the recognition that health is a product of social conditions, there 
has been an increasing demand for integrating knowledge about how 
society works into the development of public health interventions. Social 
science became a useful body of knowledge for developing strategies to 
increase the health of the population. The integration of qualitative meth-
ods and psychosocial theories as tools to conduct public health research, 
as well as the development of interdisciplinary graduate programs in 
public health or other health-related domains that recruited candidates 
with social science backgrounds, is a sign of this transformation of public 
health. Social scientists were no longer distant from action; they became 
embedded and entrenched in public health, often at the price of losing 
their credibility among their fellow social scientists. As a sign of this loss 
of identity, graduates of PhD programs in public health who came from 
social disciplines built a new public health “academic identity” and rarely 
continued to publish in their disciplines of origin once they embarked into 
a public health research program.

Thus, in between our colleagues from the social sciences who are study-
ing us and those with whom we rub shoulders on a daily basis and who 
become instrumental in our action, I strongly felt that there was a need to 
find a way for public health to develop a relationship with the social sci-
ences that would allow for the development of a critical perspective and a 

3	 There was an interesting debate in the Australian and New Zealand Journal of Public Health at the 
end of the 1990s in which Simon Chapman and Deborah Lupton argued from both sides about 
the interest and relevance of the postmodernism critique for public health (see Chapman, 1998;  
Lupton, 1998).
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better integration of social theory to inform public action. This was made 
necessary and unavoidable by the rediscovery by public health scientists 
that health is also a population phenomenon (Rose, 1994) resulting from 
the social conditions that societies create and reproduce (Syme, 1994), 
and from the translation of this knowledge into actions that should aim at 
enabling communities and individuals to take greater control over those 
conditions (World Health Organization, 1986).

Thus, the research program that I carried out through the Chair was to 
provide opportunities to experiment with new ways for social scientists 
and public health researchers and practitioners to interact. I thought that 
if public health was to openly become a relevant actor in the social and 
political arena, there was an increased need to develop sound evaluation 
programs for its own interventions in order to increase its reflexive capac-
ity. This was needed on two counts. First, there was a need to account 
for the health benefits of spending health money in other sectors. Sec-
ond, there was also a need to develop the relevant knowledge base to 
inform the public health expansion into the social domain. There was also 
a need to renew the social theories that were seen as relevant for public 
health. Unaware of the radical transformation of social theory brought by 
the renewed conceptualization of the structure–agency dualism (Williams, 
2003; Veenstra & Burnett, 2014), public health practitioners were often 
caught in an unsolvable dilemma, between interventions to change struc-
tures that shape the conditions of daily life, or interventions that provide 
individuals with relevant and timely information to help them make better 
choices (McLaren, McIntyre, & Kirkpatrick, 2010; Adams, Mytton, White, 
& Monsivais, 2016; Marmot, 2017). 

Research Programs as Pools of Problems for Scientists-to-Be

There exist many models of science development, and there are still ample 
debates regarding their relative merits. The biomedical model is often 
seen as most entrepreneurial, with a lab director whose role is to main-
tain a high-performance team of experts in order to make the most use 
of the enormous investments in material that are needed to run a lab. At 
the other extreme, social scientists are often perceived as working alone, 
developing ideas and explanations of an interpretative nature, which does 
not necessarily require a significant research infrastructure of data collec-
tion and analysis. 

When I was thinking of the kind of mentoring and training models 
I wanted to create for the Chair, both the biomedical and social science 
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models were unsatisfactory. The model that I chose to inform the Chair’s 
mentoring program was situated in between those two extremes and is 
akin to that of the craftsman apprenticeship. In the Middle Ages, appren-
tices travelled and visited craft masters in order to develop their craft. The 
master was an individual recognized as having attained mastery of his craft 
and being involved in the creation of a “masterpiece.” Typically, master-
pieces were of such scale that they required extensive time and expertise, 
raising numerous problems for apprentices to solve in their contribution 
to both their apprenticeship and their master’s piece.  

Inspired by this model, my research program provided a range of 
problems, among which trainees had to find one of interest to them, the 
solution of which was key for program progress. Given the assumption 
underlying the research program that public health actions to address 
social health inequalities are essentially attempts to transform the social 
conditions, there was a need to equip this program with strong expertise 
in the social sciences. So it was expected that my research would provide 
newly graduated PhDs from the social sciences with a supportive environ-
ment, allowing them to develop projects on the social processes involved 
in transformation of the social determinants of health; and, conversely, 
these projects would form building blocks in my research program and 
knowledge exchange strategy with my public health interventionist part-
ners. Learning objectives for the post-doctoral fellows within the Chair 
were related to acquiring the skills and language to develop productive 
research collaborations with public health researchers (research in), while 
using the objects of their research to further a disciplinary reflection on 
the constitutive role of health in modern societies (research of ) (Gelius & 
Rütten, 2017; McQueen et al., 2007). 

From the very beginning, the Chair on Community Approaches and 
Health Inequality was set up to study innovative public health practices 
and programs that address the social determinants of health; or, to put it 
differently, what happens when public health organizations invest the pub-
lic space to change local social conditions that produce health? In order 
to develop knowledge about those practices, I took on a variety of roles:

•	 delineate the contours of this space by identifying relevant actors who 
shape that space;

•	 develop and maintain collaborative relationships with those actors in order 
to provide a welcoming environment for trainees to work in;

•	 ensure the funding of research projects that are relevant to actors and that 
would contribute to the body of scientific knowledge on public health 
practices and the local production of health; and
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•	 ensure that research results are communicated to relevant actors in a for-
mat that is intelligible to them and with which they can interact.

The research space was thus a political arena in which a variety of 
actors would interact and pursue interests that were also germane to 
those that characterize their relationships outside this research space 
(Guichard & Potvin, 2017; Mantoura, Gendron, & Potvin, 2007). This 
space provided research problems for two types of trainees. PhD students 
who were enrolled in an interdisciplinary program in public health and 
post-doctoral fellows who were coming from a health science background 
developed projects that aimed at studying public health interventions and 
their impact on health. Public health intervention research was in direct 
continuity with my own research expertise. This space also provided prob-
lems for trainees whose expertise was definitively outside mine: newly 
minted PhDs from the social sciences. Indeed, entering the controversial 
space of policy and social transformation, public health has to innovate 
and transform its own practice. The biomedical rationality is not directly 
transferable to social problems. It is those transformations in public health 
practices and the deep network of political stakes that were offered as a 
research problem to those social scientists who were interested in devel-
oping a health research career. Their role was to develop knowledge on the 
transformation of public health practices, which is a social object, and also 
on the transformation of research practices that are necessary to study this 
space. Through their association with my program, I hypothesized that 
they could not maintain a distance from their object of study that would 
put them outside the issues. Conversely, their position outside a public 
health organization provided them with enough distance to protect them 
from the hazards of a totally embedded research practice.

Coming In from Outside: Obstacles for Social Scientists in 
Developing a Relevant Health Research Career

A Clash between Epistemic Communities
As a post-doctoral fellow, I (Clavier) had found that the main obstacle to 
entering an interdisciplinary research career was the clash between social 
sciences and biomedical/clinical sciences. This clash manifests in most 
of the key aspects of research, whether the questions asked, the theories 
used, or the research methods employed. 
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First, and even though funding agencies increasingly call for inter-
disciplinary public health research, the social sciences are not always 
considered legitimate among the public health research community. Cul-
tural boundaries between the health and social sciences contribute to the 
reluctance of biomedical and clinician scientists to include social science 
research, and to a lack of higher-level representation of social scientists 
within Canadian Institutes of Health Research (CIHR), a major Cana-
dian research funding agency (Albert & Laberge, 2017; Albert, Laberge, 
& Hodges, 2009; Albert, Paradis, & Kuper, 2015). Although not all health 
scientists have a clear-cut position on this issue, a majority still define 
legitimate science in the field of health in terms of experimental and 
quantitative biomedical research. They may detrimentally appraise social 
science research by applying criteria of scientific excellence from the 
health sciences (for instance, publication or experimental requirements). 
This has considerable impact when they are in a position to regulate social 
scientists’ entry into the field by granting them research funds or not. In 
addition to social and health scientists favouring different epistemologies, 
social scientists also struggle for legitimacy (Albert et al., 2015). Not all 
social sciences are granted the same perceived legitimacy. For instance, 
those researchers concerned with issues of health care services and insti-
tutions, management, efficiency, or economics have long established their 
leadership in the “politics of health” sub-field. The same cannot be said of 
social scientists concerned with the social determinants of health. 

Second, in a context where interdisciplinary public health research is 
encouraged, Canning, Hird, & Smith (2010) warn against an “add-and-stir” 
integration of the social sciences, that is to say, a use of the social sciences 
that would merely complement mainstream epidemiological studies with-
out making room for new ways of knowing about health issues (Mykhalovskiy 
et al., 2018). The differences between positivist and critical epistemol-
ogies are a major obstacle to interdisciplinary research in public health. 

This clash between epistemic communities makes it difficult for social 
scientists to be integrated into the field of public health research while 
maintaining their links with their discipline of origin. For a social scientist, 
a question is: just how far should I go? When do you start being perceived 
as a public health researcher and not as a social scientist working on health 
issues—a necessary condition for keeping one’s legitimacy within the 
social sciences? Among the post-doctoral fellows who have trained with 
the Chair, some have remained close to their discipline, sometimes even 
finding jobs in social science departments. If one or two may have found 
a perfect balance, the position of others within public health departments 



84  Developing a Program of Research

is neither clear nor comfortable, because the balance with the social sci-
ences is hard to find. 

Different Visions of the Research Objects 
This opposition between epistemic communities has an impact on the 
definition of legitimate research programs in public health research. The 
literature presented above demonstrates that the different cultures and 
epistemologies of public health and social science research lead to dif-
ferent ways of framing research questions. According to public health 
researchers, the rationale for integrating social scientists into public 
health research often stems from the object of study. That is to say, social 
scientists are required to study socially determined health and health 
inequalities. However, social scientists bring more than an expertise on 
the social dimension of health; they also bring interest and expertise on 
the processes of public health practice, namely how policies, programs, 
or interventions are carried out. An issue for social scientists entering 
the public health research field is therefore to make explicit the rele-
vance for public health research of their social science perspective on  
a given problem. 

As an example of this, I set my emerging post-doctoral program of 
research within the sub-field of policy studies in political science. It dealt 
with the processes of policy-making in public health, namely: the policy 
choices underlying health interventions, the political strategies and power 
relationships between health actors, and the factors that influence the 
implementation of a health program or the formulation of a health strategy 
at the regional level. The relevance of this work for public health research 
was not obvious, as such studies do not highlight a direct impact on the 
health of the population. For example, as I studied local implementation 
of a national public health program aimed at creating supportive environ-
ments for young vulnerable families, my main concern was not to study 
the projects actually implemented by local health institutions and commu-
nity organizations to create healthy environments. Rather, using theories 
on the policy process, I was able to uncover insights about how the pro-
gram itself and the processes of networking and co-operation between 
local health institutions and community organizations shaped the scope of 
the healthy environment projects actually implemented (Clavier, Gendron, 
Lamontagne, & Potvin, 2012). 

In sum, the policy studies perspective on public health programs sheds 
light on how a given health issue is being “governed” across government 
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levels. The rationale behind my program of research—shared with fellow 
political scientists working in public health departments—is that poli-
cies are more than just laws or strategic documents, and more than just 
decisions that public health researchers and practitioners should aim to 
influence (Bambra, 2018; N. F. Bernier & Clavier, 2011; Breton, 2015; 
Breton, Dupin, & Dorsey, 2016; Clavier & de Leeuw, 2013; de Leeuw, 
Clavier, & Breton, 2014; Gagnon et al., 2017). Public policies are made 
of all the actors, institutions, resources (including funding, incentives, or 
regulatory resources), programs, adjustments, and values involved in the 
process of placing a problem on the political agenda, making decisions to 
act or not to act, implementing, and evaluating. Using theories that explain 
such policy processes furthers the understanding of how public health pol-
icies can bring about social and political change, beyond the statement of 
aims and strategies. It is, for example, necessary to understand processes 
of agenda setting so that health can compete with economics or environ-
mental issues and thereby raise its profile on the international scene (Lee, 
2010; Chircop, Bassett, & Taylor, 2015). As it is now, however, theories 
on the policy process are little used in public health research, and this 
hampers the efficiency of research influences on policy choices (Breton & 
De Leeuw, 2011; Jones, Clavier, & Potvin, 2017).

Though these processes are usually theorized as “political determinants 
of health” and it may be argued that they are included in the rationale for 
bringing in the social sciences, this inclusion is most often implicit. There 
might be an opportunity here for social scientists to create a “niche,” but 
mostly it is an obstacle, since reflecting on policy processes is not a prior-
ity area for public health research and practice. Social scientists working 
in the field of public health research must therefore put considerable effort 
into “marketing” the advantages and interests of social science research. 
Just as for researchers specialized in methodology or statistics, developing 
one’s own program of research is a challenge for social scientists because 
they are often looked upon merely as resources for other, more main-
stream, research projects.

A Balance between Research In and Research Of? The Material  
Challenges of the Scientific Positioning of Post-doctoral Fellows 
The Chair’s training program was aimed at social scientists and deliber-
ately undertook research within a public health department rather than 
within a social science department, in partnership with health practi-
tioners and decision-makers. As part of this experiment, the program of 
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research developed for the Chair provided mentoring so that social sci-
entists could learn the “tacit craft skills” (Delamont & Atkinson, 2001; 
Kothari et al., 2012) of interdisciplinary research according to North Amer-
ican public health academic standards. As a political scientist trained in a 
French university, I had a lot to learn about the skills and theoretical and 
epistemological underpinnings of applied public health research. 

In the spirit of the craftsman apprenticeship, the mentoring consisted 
of learning by doing the variety of activities involved in participatory pub-
lic health research (e.g., framing an issue, writing and reviewing reports 
and articles), getting involved in research projects and getting feedback 
on this work, and developing productive research collaborations with 
public health researchers and practitioners. The challenge of integrating 
social scientists into the field of public health research was, for us and for 
our mentors, to find a balance between social science research and pub-
lic health research—that is to say, a balance between “research in” and 

“research of.” While producing knowledge that can be useful and available 
for public health researchers, practitioners, and decision-makers, as social 
scientists we were also required to carry on generating knowledge and 
theories on, for instance, the processes of public health policy-making 
and the values underlying health policy choices or professional practices. 
This represented a practical challenge for post-doctoral social science fel-
lows, who had to simultaneously invest their time in two fields of research. 
Concretely, this meant staying abreast of and publishing in social science 
arenas and journals while investing in a new field by developing new con-
tacts and research collaborations, and publishing papers. Both stimulating 
and uncomfortable, this dual positioning required both intellectual agil-
ity and material resources—the primary ones being time and money—to 
invest in both social science and public health fields of research. 

It follows from the three challenges described above that, as a social 
scientist entering an interdisciplinary research career in public health, I 
also, de facto, entered a reflexive process on my role and contribution 
as a social scientist. In order to highlight the relevance of social science 
research (in my case, policy studies) for public health research, I had to go 
back to the fundamentals of my discipline of origin as well as learn those 
of public health research. Coming in from the outside, I was neither an 
insider nor completely an outsider in either the public health or the social 
science research fields. The main challenge for me was elaborating my own 
program of research in a way that provided a constructive balance between 
the social sciences and applied public health research. 
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Conclusion

The Chair’s training program was part of an infrastructure that aimed 
to support the social sciences’ contribution to public health research. 
Post-doctoral social scientists in this training program deliberately entered 
the margins of the public health research field. However, both the training 
program and the trainees affiliated with the Chair were confronted with 
the norms and values that regulate public health research as a field (e.g., 
established research leaders, research objectives, and research methods). 
These norms and values may constitute obstacles to the integration of 
social scientists within the field of public health research. While they are 
beyond the reach of a single training program, they must be acknowledged, 
discussed, and considered in developing an interdisciplinary program of 
research. To overcome these obstacles and build the legitimacy needed 
for an interdisciplinary research career, our shared experience shows that 
it takes more than rhetoric, goodwill, and determination. Some of these 
issues can be constructively addressed for trainees by providing fellow-
ships, mentoring, research opportunities, and a reflexive space. All these 
supports appear central for research fellows to reach beyond the borders of 
the training program’s microcosm and, in turn, develop their own original 
and interdisciplinary program of research. 
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Introduction

It is perplexing how the health care system costs us billions of dollars yet 
there is very little research or indication of evidence-based policy deci-
sion-making about who should be delivering care in this billion-dollar 
system, and how they should be going about doing it. Even more perplex-
ing is that we tend to solve some persistent Canadian health care delivery 
problems—particularly health worker shortages in rural and remote 
locations—by creating even more critical crises in other countries. It is 
astounding that over one billion people in the world do not have and may 
never have access to a health worker. These are some of the reasons why  
I study health workforce policy.

In this chapter, I describe both accidental and active creation of a 
research career pathway in health workforce research. This narrative is 
based on my own research program undertaken with a specific Cana-
dian focus, which has been complemented with examples of comparative 
research with other developed and more recently developing countries. 
Before outlining the evolution of my own program of research in health 
workforce, it is important to briefly outline what is meant by this research 
domain and the typical areas of concentration so as to provide a context 
for my particular case study.
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What Is Health Workforce Research?

Health workforce as a focused area of research answers the questions of 
who should do what, where, and how in the provision of care. It typically 
addresses the workforce needed within a health care system. This often 
focuses on the work of various health professions and other cadres of health 
workers, their relations both within groups (intraprofessional) and between 
groups (interprofessional), and how regulations and policies affect these 
tasks and relations. Another concern within this literature has been the 
number of various cadres of health workers, and by extension, planning or 
forecasting the numbers needed to address current and future health care 
needs. Often neglected in this research is the workforce for health care that 
is provided more informally. More recently, and perhaps for more interna-
tional audiences, the term has become human resources for health—which, 
as it suggests, focuses more broadly on the workforce necessary to improve 
the health of a population. This brings into the discussion a broader pop-
ulation health perspective that highlights not only the outputs of health 
workers in terms of services provided but also the outcomes in terms of 
improving health and preventing illness of individuals and populations.

The Development and Evolution of  
My Program of Health Workforce Research

Origins of My Program of Research 
I initially became interested in what I now identify as health workforce 
research through my overlapping interests in women’s health, health 
professions, and health policy. My doctoral thesis on the integration of 
midwifery into the Ontario health care system represented an intersection 
of these interests. My research interests not only intersected with each 
other but also intersected with my private life in that, just prior to starting 
my doctoral program, I had my first daughter, Lauren, with the assistance 
of a midwife and a midwifery-friendly family physician in a major teaching 
hospital in downtown Toronto. This was 1991—just prior to any formal 
legislation for the midwifery profession. Being pregnant with and having 
Lauren enabled me to undertake a sort of accidental or ad hoc participant 
observation in the midwifery community. This helped me identify key 
researchable questions and better ground my thesis within the context of 
the Ontario midwifery community. I subsequently had another daughter, 
Tyra, at a home birth in Toronto during my doctoral training—conducting 
interviews while fully pregnant—but this time under fully regulated and 



Creating a Research Career Pathway in Health Workforce Research  97

funded midwifery. My son, Adam, would be born during my post-doctoral 
fellowship—making each of my children connected somehow to each of 
my advanced academic qualifications.

My doctoral thesis supervisor, David Coburn, is an internationally rec-
ognized scholar in the sociology of the professions, so under his tutelage 
this became the theoretical foundation for my research on midwifery. This 
area of sociology has a long-standing tradition within the field of sociology 
more broadly, concerned with the way in which societies embody the for-
malization of esoteric knowledge in particular occupational groups, and 
medical sociology most specifically (Coburn, Torrance, & Kaufert, 1983). 
Indeed, research on the health professions—and the medical profession 
in particular—has dominated this literature. One of the founding scholars 
of medical sociology, Talcott Parsons (1954), mapped out the special and 
powerful role and function that physicians play within society, situated in 
his broader theory of the structures and functions of society. Another key 
figure in medical sociology, Eliot Freidson (1970a, 1970b), outlined how it 
was that the medical profession came to have this power and the outcome 
in terms of medical dominance. Magali Sarfati Larson (1978) described this 
process in the case of medicine as a professional project, something that 
specific actors within the broader, class-stratified structure of society (that 
is, medical leaders) undertook. Anne Witz (1992) expanded upon Larson’s 
concept in her description of gendered professional projects, which intro-
duced me to the unique way in which female professions like midwifery 
have to navigate within a society stratified by gender. Witz, Larson, and 
Freidson became my absent-yet-pervasive theoretical mentors throughout 
the conduct of my thesis and subsequent to it. I was pleased to contribute 
a chapter on Larson’s and Witz’s contributions to social theory in a recent 
reader (Bourgeault, 2015).

Concurrently with my thesis research, I worked as a research assistant 
with David on a study for which he received Social Sciences and Human-
ities Research Council funding, on the interrelations between medicine, 
nursing, and the state, drawing upon data from policy shifts in Ontario 
in the 1990s. Participating in this research project helped me in three key 
ways. First, I gained knowledge from the study that enabled me to more 
broadly contextualize my thesis research and better appreciate the pol-
icy context for related professional communities. Second, I learned some 
key lessons about the management of a large research project, as David 
employed three of his students, each with a specific focus on medicine, 
nursing, or the state. This included coordinating the massive amount of 
documentary data we collected, conducting the key informant interviews 
and arranging them for transcription, and collaborating in the data analysis 
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process. Third, being involved in this project provided important oppor-
tunities to present preliminary findings and to publish from the resultant 
policy analysis case studies that emerged as critical from this research. 
This taught me how to work with colleagues and co-authors with compet-
ing time schedules for their own thesis completion and, by the time we 
got to the writing phase, ongoing post-doctoral fellowships.

David’s international recognition also enabled connections to be 
established with scholars of the health professions outside Canada. I was 
introduced to the International Sociology Association Research Committee 
on Professional Groups, a small but tight-knit group of scholars who meet 
biennially in various international locales. The first of these conferences I 
attended was held in Paris in 1994, where Eliot Freidson was one of the key-
note speakers. I presented preliminary findings from our joint research that 
challenged some of the conclusions of Freidson’s earlier writing, and I also 
presented some background historical research from my own midwifery 
research program. I can remember quite clearly the perplexed looks on 
the faces of some audience members when I described midwifery in Can-
ada as akin to an alternative health profession; particularly bemused were 
those scholars from countries where midwives were fully recognized mem-
bers of the health care division of labour. This experience made me keenly 
aware of the importance of a comparative perspective on the professions 
to challenge taken-for-granted assumptions of locally focused research. It 
also provided me with a ready network of like-minded and theoretically 
situated scholars with whom to collaborate on these comparative projects.

A key piece of advice I would emphasize is the importance of choos-
ing your supervisor wisely. I benefited greatly from a supervisor with an 
international reputation from whom I was able to build my network of 
collaborators, an active research program from which I gained research 
experience in working and writing with others, and a strong reputation 
for involving students in publishing research results. I cannot say I had 
all these things in mind when I asked David to be my supervisor, but in 
retrospect he was an excellent choice for all these reasons.

Underlying Theoretical Inspirations and Conceptual Framework 
The theoretical lens of sociology of professions literature within which 
I situated my work was Anne Witz’s model describing gendered profes-
sional projects. Briefly, her model teased apart the gendered nature of 
the intraprofessional (within a profession) and inter-professional (between 
professions) strategies of professional projects. Because her work drew 
upon historical projects—specifically, in Great Britain at the turn of the 



Creating a Research Career Pathway in Health Workforce Research  99

twentieth century—I needed to build upon and embellish this model by 
more fully contextualizing it and with reference to the more contempo-
rary Canadian context (1980–95). My thesis was also informed by Andrew 
Abbott’s (1988) concept of a “system of professions” and the various 
descriptive concepts that it included (such as conflict over jurisdictions). 
Abbott’s work has been criticized for not fully conceptualizing broader 
contextual influences of the public and the state (considered simply as 
audiences for jurisdiction claims of professions). Witz paid greater atten-
tion to context, though this was somewhat circumscribed to the particular 
historical and gendered context of her case studies.

Figure 5.1 is a visual depiction of the model I developed from my 
thesis (Bourgeault, 1996) and the book published with McGill-Queen’s 
University Press some ten years later (Bourgeault, 2006) that draws 
upon concepts from both Witz and Abbott. From Witz, I drew upon the 
gendered professionalization strategies of usurpation and resistance of 
demarcation undertaken by midwifery vis-à-vis medicine and the strat-
egies of usurpation and exclusion vis-à-vis nursing. This is depicted as 
occurring within the system of health professions. From Abbott, I drew 
upon but more strongly emphasized the importance of what he referred 
to as the key audiences for changes within the system of professions—the 
public or clients and the state.

Figure 5.1  Theoretical Model Developed in Push (Bourgeault, 2006).

Adapted from Push! The Struggle For Midwifery In Ontario. (Vol. 25, p. 261), by I.L. Bourgeault, 2006, 
Montreal, QC: McGill-Queen’s University Press. Copyright 2006 by the McGill-Queen’s University Press. 
Reprinted with permission.
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My Evolving Program of Midwifery Research 
I built upon the foundational policy-based research on midwifery from 
my doctoral research with a Social Sciences and Humanities Research 
Council post-doctoral fellowship in the Centre for Health Studies at York 
University. I was very fortunate to receive a fellowship, as I was initially 
on the waiting list, and even more fortunate to receive a fellowship in the 
same city where my then-husband was employed and where my kids went 
to school and daycare. I applied for the Social Sciences and Humanities 
Research Council fellowship while working on my thesis; current policy 
does not allow for this. This is unfortunate, because this older system 
enabled a more seamless process of moving from doctoral to post-doctoral 
studies, whereas now the gap in funding of young investigators makes 
continuity of their research program challenging. Had I not received the 
Social Sciences and Humanities Research Council fellowship, the only 
other option available to me was to take up another fellowship in another 
city in Ontario, which would have required significant commuting or a 
family move. 

While a post-doctoral fellow at York, I took advantage of the oppor-
tunity that was then available to post-doctoral fellows to apply as a solo 
principal investigator for a small Social Sciences and Humanities Research 
Council standard research grant (the earlier version of the Insight grants). 
The study proposed to examine midwifery implementation comparatively 
across Ontario and British Columbia, employing a more experiential 
qualitative approach involving interviews with midwives, nurses, and 
physicians. I was awarded the grant largely due to the Social Sciences 
and Humanities Research Council’s supportive policy for new research-
ers. This grant provided the funds not only to undertake my post-doctoral 
research program but also to attend conferences to disseminate my thesis 
findings and build my research network. My fellowship had only entailed 
a stipend, which I ultimately had to draw upon to support my research; 
while not particularly affordable, this was an important investment to bet-
ter position me for upcoming applications for tenure-stream positions, and 
it honed my presentation skills.

This grant also afforded me the opportunity to develop skills in the 
supervision of research assistants. I was most fortunate to have two senior 
doctoral students, Margaret MacDonald and Jacquelyne Luce, work with 
me as research assistants at York University, though they were more like 
colleagues. They were doing their doctoral research on midwifery-related 
topics, and thus brought a wealth of knowledge and experience to the proj-
ect that yielded a number of publications. Since post-doctoral fellows can 
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no longer independently apply for Canada’s Tri-Council research funds, I 
would encourage the seeking out of other small planning grant opportuni-
ties with an established research partner. In retrospect, had I applied with 
a more experienced researcher, I would have benefited from having the 
direct mentorship of research grant management, given my tendency to 
be, in the words of one grant reviewer, “overly ambitious” in my research 
proposals. Moreover, I would have received sage advice on how to deal 
with having my proposed budget cut in half, which left me scrambling for 
additional funds to pay Maggie and Jacquelyne for their time in helping to 
write up the results.

My budding research program also brought me into contact with other 
midwifery researchers—largely within the social sciences. I cannot recall 
to whom to attribute the following advice, but I came to understand 
that, as a new researcher, one needs to participate in shameless self-pro-
motion. To this end, I drafted a short three-page summary of my over 
300-page thesis and posted it with a covering letter to some of the key 
scholars in the field, nationally and internationally, some of whom even 
replied. One colleague, Jane Sandall, offered to post it in the newsletter of 
the British Medical Sociology Association, which got the word out even 
further. Another colleague, Robbie Davis-Floyd, invited me along with 
several other Canadian researchers to a conference panel to present on 
the Ontario midwifery case study. Together with members of this panel 
and other scholars we knew, we successfully applied for a Social Sciences 
and Humanities Research Council meeting grant (the Social Science of 
Midwifery in Canada). The event included speakers from across the coun-
try and from a range of social science disciplinary perspectives, including 
history, political science, anthropology, sociology, and women’s and gen-
der studies. 

Part of the success of the conference grant was linked to our plan to 
do an edited volume of the papers presented with McGill-Queen’s Uni-
versity Press (Bourgeault, Benoit, & Davis-Floyd, 2004). I benefited 
from the mentorship of scholars who had published edited volumes 
before: Cecilia Benoit and Robbie Davis-Floyd. Even without the meet-
ing grant, we would have persisted with the edited volume given our 
commitment to the growing social science scholarship on midwifery. 
Another lesson I learned from this project is that working with others can 
make you more attentive to meeting deadlines. Thus, the work on this 
book tended to supplant any of the revisions to my solo-authored book 
based on my thesis research, and it therefore came out two years prior,  
in 2004.
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Broadening the Comparative Dimensions of My Program of Research
Much of my time as a post-doctoral fellow was devoted to securing a cov-
eted tenure-stream position, made all the more difficult in a market that 
at the time was not particularly conducive to this (the dreaded mid-1990s). 
Thankfully, I was able to extend my post-doctoral period with a subsequent 
award from the National Health Research Development Programme. I was 
able to link my midwifery program of research to the newly developed 
Centres of Excellence in Women’s Health, of which the social science–
focused centre (the National Network on Environments and Women’s 
Health) was to be housed at the York Centre for Health Studies under the 
stewardship of my post-doctoral adviser, Gina Feldberg. Because Gina’s 
energies were primarily focused on the establishment of the Centres of 
Excellence, I undertook my post-doctoral fellowship in a largely indepen-
dent fashion, creating my own research networks within the community of 
midwifery scholars. Shifting to the centre afforded me yet another commu-
nity of women’s health scholars with whom to collaborate. Many focused 
on issues of women’s care work, a typically neglected aspect of health 
workforce research and scholarship.

It was at this point (2010) that I began to work on the research team 
headed by Pat and Hugh Armstrong, both affiliated with the York Cen-
tre for Health Studies, which focused on women’s formal and informal 
caregiving. They had been working together with a small team of research-
ers focused on nursing and were keen to include other professions. I was 
invited to join their group because of my background, gained through 
the project with David, working across issues affecting both the medi-
cal and nursing professions. As a team, we prepared and successfully 
secured funds from the Social Sciences and Humanities Research Coun-
cil to undertake a comparative qualitative study of physicians’ and nurses’ 
experiences with the increasing management of their care. The compara-
tive dimension we employed was not just across the medical and nursing 
professions but also across Canadian and US contexts. This international 
comparison was included because Pat and Hugh had realized in their ear-
lier research that many new care policies affecting Canadian nurses were 
being imported from the US. This was the first explicitly comparative and 
first team-based research project in which I became involved. 

We had identified four key comparative sites to undertake this research: 
Ontario and British Columbia in Canada and New York and California in 
the United States. Because of my expertise in the medical profession, I 
contributed largely to the interviews with physicians. We did not have 
a large pool of funds, so we tried to double up on travel to conferences. 
For example, I attended a midwifery-related conference in Vancouver to 
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present preliminary findings from my post-doctoral research, and added 
a week before and a week after to conduct interviews with physicians. 
Similarly, when the American Sociology Association meeting was held 
in California, I again tacked on a week before and a week after to conduct 
interviews. One trip instead of two was not only more viable financially, it 
was also easier to arrange with two young daughters at home. 

The apprenticeship of sorts that I received through my work with Pat 
and Hugh introduced me to team-based research and the sharing of data 
collection, analysis, and report writing. They were not just research team 
leaders, they were intricately involved in all aspects of the research, includ-
ing the coal face of data collection. They were excellent models of how 
principal investigators stay involved in all aspects of the research process. 
They had also developed a system whereby the team regularly met face to 
face to keep the project moving forward and to discuss presentation and 
dissemination opportunities and other key contextual developments in 
Ontario health care. This way of working meant that we all contributed to 
publications and everyone had an opportunity to take the lead on at least 
one (e.g., Bourgeault et al., 2001; Bourgeault, Peters, et al., 2004). Although 
multi-authored pieces are typical in the health sciences, this is a less typical 
way of working in the social sciences, but it did reflect a true team effort, and 
as a result we were especially productive in terms of presentations and pub-
lications—another important lesson learned for future collaborative efforts. 

My First Academic Position and Its Impact  
on My Program of Research and Scholarship
After two years and probably more than two dozen unsuccessful applica-
tions, I finally transitioned, towards the end of my post-doctoral fellowship, 
to a position at the University of Western Ontario. It was a new hybrid 
position held jointly across the established Department of Sociology and 
a newly developed interdisciplinary undergraduate program in health 
sciences. Although I was offered a grant contract position to work with 
pre-eminent health workforce scholars and health economists (Morris 
Barer at the University of British Columbia), I opted out after weeks of 
agonizing over the decision, largely due to family responsibilities and 
spousal work opportunities. It was possible, even if unpleasant, to com-
mute between London and Toronto, where we were living at the time; 
after a year we shifted to Woodstock, somewhat equidistant between our 
two positions. I am most thankful that this decision did not result in a 
completely burnt bridge with Morris, as he became an important colleague 
and collaborator later in my career. 
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Being in a joint position not only meant twice as many administrative 
meetings (and social events) to attend, but also offered a unique per-
spective on two different research communities and academic cultures. 
This was particularly apparent in the advice I was given on how to focus 
my research and scholarly activities. While the health sciences program 
clearly encouraged publication of peer reviewed articles, the Department 
of Sociology reflected a more social science–oriented culture, encouraging 
(indeed, necessitating) the publication of a book manuscript for tenure. 

Although there were attempts to allay my concerns about having to 
meet both requirements, to be safe I attended to both. While this was 
stressful, it did spur a higher level of productivity. Because peer reviewed 
publications are shorter in length and typically come out more quickly 
than books, the former is where I invested the bulk of my time. Books 
require a long period of concentrated time to make progress. This, in addi-
tion to the edited volume I was working on, collectively resulted in a much 
longer period of time to revise my thesis into a book manuscript; it took 
nearly ten years from thesis completion to publication. Publishing a Cana-
dian book typically requires a Canadian publisher, involving a minimum 
of seven thousand dollars in funding with the Aid to Scholarly Publishing 
Program. Although I was successful in securing funds for the publication 
of the edited collection, I was not successful in securing funds from them 
for the publication of my solo-authored book.

One challenge to my research productivity was developing and teaching 
a number of very large undergraduate courses. In the midst of this, social 
scientists and health services researchers were encouraged to engage in 
the newly established Canadian Institutes of Health Research (CIHR), 
reflecting its broader mandate. I applied for the first round of CIHR New 
Investigator Awards. I proposed another ambitious study that built upon 
my midwifery research and research conducted with my doctoral super-
visor, David Coburn. I proposed to take the theoretical model developed 
in my thesis and apply it to collaborative, interprofessional initiatives in 
maternity, primary, and mental health care. I decided to look at particular 
health care sectors (maternity, primary, and mental health care) rather than 
focus on specific professions, reflecting a more system-oriented approach 
that was only initially sketched out in my thesis model. This focus was also 
consistent with Health Canada’s policy directions through the Primary 
Care Transition Fund (which supported collaborative initiatives also in 
maternity and mental health care). I clearly realized that I would have to 
better situate my program of research within the policy context to meet 
the requirements of a CIHR audience. At the same time, I wanted to make 
apparent that theoretical models informed by the sociological literature 
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were useful for addressing these policy issues. This has always been a pre-
carious balancing act, requiring clearly described arguments persuasive 
to an interdisciplinary audience of reviewers. I nevertheless maintain that  
I was lucky to receive the award.

My new investigator award afforded the time to devote to research, 
funds to conduct research, and more opportunities to supervise research 
assistants and involve graduate students in my ongoing research program. 
With one of the graduate students, Gillian Mulvale, we began to map out 
how the different levels of contextual influences, largely within the state 
and system of health professions, fed into an expanded conceptual model 
for the interprofessional initiatives we were researching (see figure 5.2). 
This added another dimension to the more theoretical model developed 
in my thesis, something that we attempted to link more clearly to the 
policy context. At the same time, we made important theoretical contri-
butions to the sociology of professions literature. Specifically, in an earlier 
piece (Bourgeault & Mulvale, 2006), we described how the largely macro-
economic, regulatory, and legal barriers encompassed a sort of structural 
embeddedness of medical dominance that made it more difficult to expand 
the scope of practice of neighbouring professions. 

Figure 5.2  Theoretical Model of Contextual Influences on Interprofessional 
Initiatives: The Case of Mental Health Care Teams (Mulvale & Bourgeault, 2007)

LHIN = Local Health Integration Network; FHT = Family Health Teams

Adapted from “Finding The Right Mix: How Do Contextual Factors Affect Collaborative Mental Health 
Care In Ontario?” by I.L. Bourgeault, 2007, Canadian Public Policy, 33, p. S53. Copyright 2007 by Cana-
dian Public Policy. Reprinted with permission from University of Toronto Press (https://utpjournals.press).

COLLABORATIVE
MENTAL HEALTH

TEAMS
Mix and Quality

CENTRAL MINISTRY

•  Economic
Funding, Financing, Remuneration

•  Regulatory and Legal
Scopes of practice, Registration 
requirements, Provider accountability, 
Prescription privileges

•  Education and Training
Interdisciplinary training
opportunities

WITHIN TEAM

LOCAL FACTORS

GLOBAL FACTORS

LOCAL HEALTH
INTEGRATION NETWORK

Population health needs,
Geography, Provider supply,
Technology, Local health system

FAMILY HEALTH TEAM

•  Degree of hierarchy
Communication, Team vision,
Professional cultures, Practice styles

FIGURE 5.2  /  Contextual  In�uences

O P T I O N  B



106  Developing a Program of Research

Beginning to Define My Research Area as Health Workforce
Garnering a CIHR New Investigator Award was instrumental in my being 
offered a faculty position at McMaster University and receiving a nomina-
tion for a Tier II (junior) Canada Research Chair award. When the provost 
at McMaster asked me during my interview how I had managed to secure 
such a prestigious award, I responded simply, “I applied.” Logistically, it 
was relatively easy to move from the University of Western Ontario to 
McMaster, as it did not involve moving my family but rather meant com-
muting east as opposed to west. Nonetheless, the decision to leave my 
first tenure-stream position was difficult, given relationships established 
with colleagues and supervision of doctoral students. Thankfully, two of 
the latter were early enough in their programs that they were able to shift 
to McMaster and continue to work with me as their supervisor.

I came to use the language of “health human resources,” an earlier 
term for “health workforce,” to describe my area of research expertise 
when I applied for the Canada Research Chair, as this term had become 
more widely used in the policy literatures. I also came to appreciate the 
contributions that a medical sociologist, and a sociology scholar of the 
professions more specifically, could make to a field that had and continues 
to have an economic and quantitative orientation. One event crystallized 
this appreciation: I was in the audience at a sociology conference where a 
guest speaker quipped that he had never been to a sociology conference 
and was unlikely to attend one again. To our credit, he noted his impres-
sion that although sociologists tend to muck about using (as he put it) 

“messy qualitative methods” in contrast to the precise and elegant quanti-
tative models used by economists, in his experience the sociologists tend 
to get it kind of right, whereas the more precise economists typically get 
it precisely wrong.

The Canada Research Chair encouraged—in fact, demanded—even 
more international collaborations, building upon those I had established 
with midwifery scholars, in order to include midwives in health workforce 
more broadly. The program of research I developed for this chair clearly 
situated health workforce within an international context through an 
examination of the international migration of health professionals—with 
a specific focus on physicians, nurses, and midwives. While ambitious-
ness in the application was encouraged, it proved problematic when the 
time came to apply for funding for a specific, feasible research project, and 
I therefore had difficulty securing funds for the research program I had 
outlined for my Canada Research Chair—with one unsuccessful Social 
Sciences and Humanities Research Council and two unsuccessful CIHR 
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proposals. I was thinking too big, and the reviewers were responding 
accordingly (in retrospect, thankfully). 

I thus opted to tease apart my overly ambitious project, narrowed its 
scope, and brought in an international team of co-investigators, collabo-
rators, and advisers, with greater success. For my second Social Sciences 
and Humanities Research Council submission, I focused on the migration 
and professional integration experiences of internationally educated health 
professionals (doctors, nurses, and midwives) in Canada (rather than com-
paratively with the United States, the United Kingdom, and Australia, as 
I had originally outlined). My third CIHR submission focused on the 
comparative policy analysis of the role of internationally educated health 
professionals in Canada, the United States, the United Kingdom, and Aus-
tralia. These (finally) successful, overlapping research grants resulted in a 
growing cadre of graduate students and research assistants to supervise—
and for the first time I had the task of managing multiple, large, multi-year 
grants. Organizing administrative issues, meeting deadlines, and provid-
ing evidence of productivity and impact through various dissemination 
and knowledge translation activities became challenging—it still is—yet 
at the same time it was rewarding, as the importance of this program of 
research was becoming recognized.

The clearest designation of my role in the health human resource 
policy research community came when I was encouraged to apply for a 
specifically allocated CIHR chair in health human resources with funds 
from Health Canada. The decision to apply for this new chair award 
was, at least in part, because of its applied health research focus, which  
I hoped would bring a stronger connection to the decision-maker com-
munity, and to Health Canada in particular as the sponsors of the award. 
The award not only included salary support, as my Canada Research 
Chair had, but also a yearly research allocation to assist in the Chair’s 
capacity-building mandate. This helped me support those students pur-
suing health workforce–related research that was not necessarily related 
to any of my project-specific research grants on health worker migration. 
An additional reason to apply for the Health Human Resources Chair 
award was the funder’s stricter set of rules for protected research time. 
Although many Canada Research Chair holders have few teaching com-
mitments, this is not stipulated as strictly as it is for a CIHR-funded  
research chair. 

The application process comprised two steps: first a letter of intent and 
then, if successful, an invitation to submit a full application. Following a 
successful letter of intent, my then-husband and I, after twelve years of 
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commuting in opposite directions, decided we wanted to make another 
attempt to at least work in the same city. We were fortunate to be short-
listed and offered two open positions at the University of Ottawa. Thus, 
although the letter of intent was based on the environment at McMaster 
University, my full application was made with reference to the University 
of Ottawa context. I had also purposively framed my CIHR chair program 
of research to build upon my Canada Research Chair program—in large 
part to reflect the ongoing nature of the research grants I held. There-
fore, two programs of research were concurrently undertaken with this 
award: the extension of my research program on the migration of health 
professionals to look at source country issues, and a revisiting of my New 
Investigator work on interprofessional, collaborative models of practice 
as this area of policy and practice had expanded. In both cases, the envi-
ronment in Ottawa was most conducive to these foci, as it meant easier 
connection with key federal ministries involved in the internationally edu-
cated health professional initiative. Also, the Ottawa–Champlain region 
was a recognized centre of innovation for interprofessional education and 
practice initiatives.

The Involvement of Others in My Program of Research 
Several collaborators have been involved in my evolving research program, 
arising from earlier participation in the research program led by my super-
visor (David Coburn) and initial connections he helped foster with the 
international community of scholars in the sociology of professions. I con-
tinue to be involved with this group, not only attending meetings when 
possible but also sitting on its board. During my post-doctoral period  
I did not work as closely with David, partly due to academic mores that 
one must make one’s own way as an independent scholar. But it also had 
to do with the fact that David’s work had shifted to focus more on broader 
issues of population health. Moreover, it was my focus on midwifery that 
I most actively pursued after my thesis, and although this was informed 
by David’s work and research project, it was not a community of scholars 
with which he was involved.

Thus, the group that I have been most actively involved with and sus-
tained by for over twenty years has been made up of the international 
colleagues who have undertaken midwifery research either separately or 
together in what we have labelled the International Working Group on 
Birth, Culture and Society. This includes largely sociology scholars from 
Canada (Cecilia Benoit), the United States (Raymond De Vries and Gene 
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Declerq), the United Kingdom (Jane Sandall and Edwin van Teijlingen), 
and Finland (Sirpa Wrede). Although we have never held funds as a group 
(other than small amounts for meetings), our group has always found the 
time to collaborate on an edited volume, numerous book chapters, and 
several peer reviewed articles in high-impact journals, including Social 
Science and Medicine and Sociology of Health and Illness. My advice to oth-
ers would be to find or build such a collaborative group of intellectually 
stimulating and generous scholars. Beyond the professional collaboration, 
the members of my group have also become dear friends. 

Reflecting on the critically important benefits I gained from involve-
ment with the research team headed by Pat and Hugh Armstrong (a 
model of working that intricately involved graduate students) and with 
David’s research, I have actively and fully involved graduate students in 
my research program, from development to implementation and dissem-
ination (at conferences and in peer reviewed publications). Two graduate 
students from my first grant (when I was a post-doctoral fellow)—Jac-
quelyne Luce and Margaret MacDonald—have become collaborators on 
publications and projects. Other productive relationships have been forged 
with students in the areas of complementary health (Kristine Hirschkorn), 
maternity care workforce (Liz Darling), and primary and mental health 
workforce (Gillian Mulvale). The large team of graduate students involved 
with my migration research program has been critical to the production 
of numerous presentations, reports, and publications in the past and 
in progress; Elena Neiterman and Jelena Atanackovic are most notable 
within this team. I credit their extensive involvement in my research pro-
gram with the successful awarding of my CIHR/Health Canada–funded 
Research Chair in Health Human Resources Policy, given that a key com-
ponent of this award is to build capacity in health human resource policy 
research. Indeed, the number of students whom I taught and supervised, 
and their involvement in disseminating our research, was noted by one of 
the reviewers of the award.

Although members of the midwifery profession have been involved 
in my research program from the start, this shifted a bit when I pursued 
other health workforce scholarship. I took the opportunity to write a piece 
reflecting on how I had shifted from being seen as a member of their com-
munity to being more of an arm’s-length critic (Bourgeault, 2002). Perhaps 
because of my continued success in securing funds that have typically 
included a focus on midwifery, and my continuing pursuit of interna-
tional comparative work with the International Working Group on Birth, 
Culture and Society, I am intermittently drawn back into the midwifery 
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community. Because of the historical work compiled in my thesis on inte-
gration efforts in Ontario, I have been invited to present a synopsis of 
this to midwifery students in their final year. I have also been invited to 
participate in workshops put on by the Association of Ontario Midwives 
on lessons learned for midwives’ participation in interprofessional collab-
orative models of practice. I have been contacted by midwifery colleagues 
to study local hospital efforts to reduce Caesarean section rates and to 
investigate the evidence base for distance-to-birth rules. In both cases, 
we were successful in securing CIHR planning grants but unfortunately 
not full operating funding. Both initiatives actively involve doctoral and 
post-doctoral fellows. More recently, I have been invited to provide evi-
dence in support of Ontario midwives’ bid for pay equity, drawing upon 
my gender-focused health workforce research program. 

I have a long history of including decision-making partners in my 
research program. The sponsorship of my research chair by the Health 
Human Resources Policy branch of Health Canada and my now being 
situated “just down the street” in Ottawa affords me greater opportuni-
ties for connectivity. Holding an applied health research chair in health 
human resources, I am also acknowledged as having relevant expertise 
for advisory committees at the federal, provincial, and territorial lev-
els. I have been involved in workshops on productivity issues in health 
workforce, consulted on the World Health Organization (WHO) code 
for the ethical recruitment of health professionals, and provided a review 
of promising bilateral and multilateral agreements to better mitigate the 
negative effects of the migration of health workers from low- to high- 
income countries. 

My chair has also enabled me to leverage funds for the development and 
establishment of the Ontario Health Human Resources Research Network 
with funds from the Ontario Ministry of Health, and more recently from 
Health Canada to build on this Ontario network with a view to establish-
ing a pan-Canadian Health Human Resources Research Network. These 
networks allowed for development and conduct of applied health research 
of keen interest to different decision-maker stakeholders, which I hope 
will afford greater knowledge translation and update. Through the Ontario 
Health Human Resources Research Network and the broader Population 
Health Improvement Research Network that I also directed, we created a 
range of knowledge dissemination tools, from an interactive website to a 
database of health workforce and population health researchers, as well as 
a national webinar and working paper series with short, bilingual glossy 
summaries to improve knowledge uptake. 
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Impact of My Program of Research

Accurately assessing the impact of one’s research program is difficult. In 
typically Canadian fashion, it seems that you first have to make an impact 
internationally before you are recognized locally. For example, my com-
parative research on the health workforce issues of task shifting and skill 
mix initiatives can be seen as an example of international impact. In 2007, 
I was asked to prepare a policy brief for the European Office of the WHO 
comparing European approaches to defining and implementing optimal 
skill mix. To assist me with this brief, I invited colleagues from the interna-
tional sociology of professions’ group (Ellen Kuhlmann and Sirpa Wrede) 
and a doctoral student working with me (Elena Neiterman) who was not 
only knowledgeable on the issues but also had a working knowledge of 
Russian—the language of one of our case studies (Bourgeault, Kuhlmann, 
Neiterman, & Wrede, 2008). I was later invited by my colleague Jane San-
dall (from the International Working Group on Birth, Culture and Society) 
to contribute to the examination of the brief ’s specific application to the 
provision of maternity care in the United Kingdom by the King’s Fund 
(Sandall et al., 2011). Building on this and earlier theoretical work with 
Gillian Mulvale, I was invited to undertake a major assessment with the 
Canadian Academy of Health Sciences on optimizing health professional 
scopes of practice in innovative models of care (Nelson et al., 2014). That 
report has garnered national recognition, including strong endorsement 
by Dr. David Naylor, chair of the Advisory Panel on Healthcare Innovation, 
in the 2015 report Unleashing Innovation: Excellent Healthcare for Canada 
(Advisory Panel on Healthcare Innovation, 2015), in which he underlines 
the importance of utilizing the conceptual framework and scaling-up the 
recommendations to achieve a health care reform strategy that fosters 
long-term benefits.

It is even more difficult to assess the impact of my work on primary 
and mental health care workforces—the former because of the sheer size 
of that community, and the latter because this impact is more appro-
priately attributed to Gillian Mulvale, who has worked with the Mental 
Health Commission of Canada on this and other topics. When I was her 
post-doctoral supervisor, the ministry representatives were most inter-
ested in having her study all aspects of the model we had developed for 
mental health care (see figure 5.2) and apply it to primary care. My earlier 
work with David Coburn on the primary care nurse practitioner initiative 
in Ontario (Angus & Bourgeault, 1998/99) and my continued work on 
the topic are what led Alba DiCenso, CIHR/Canadian Health Services 
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Research Foundation Advanced Practice Nursing Chair, to invite me to 
join her team to prepare a decision support synthesis, jointly for the Cana-
dian Health Services Research Foundation and Health Canada’s Office of 
Nursing Policy, on advanced practice nurses (DiCenso et al., 2010). Under 
Alba’s leadership, this project garnered increased attention from a range of 
knowledge users and stakeholders. Canada seems perplexingly resistant 
to health workforce change.

My comparative health workforce research has garnered attention, 
though not necessarily action. In 2006, I was contacted by the Ontario 
Ministry of Health to undertake an environmental scan of the regulation 
of non-medical prescriptive privileges in the United States, the United 
Kingdom, Australia, and New Zealand, given my expertise on these other 
health care systems. Perhaps the information I provided in this report 
became a consideration in the ministry’s decision to extend these privi-
leges in the case of optometrists and to revise these privileges for midwives 
and nurse practitioners through Bill 171 (Health Systems Improvement Act, 
2007) and Bill 179 (Regulated Health Professions Statute Law Amendment Act, 
2009). As the Scientific Director of the Ontario Health Human Resources 
Research Network, I was involved in coordinating an interdisciplinary 
team of health human resource scholars charged with evaluating this 
new legislation in light of its intended objectives in the case of optome-
try, pharmacy, physiotherapy, and kinesiology, though we seemed to be 
working prematurely as many of the accompanying regulations had not 
yet come into place.  

It is perhaps my research on the migration of health workers that has 
had more impact because it aligned with ongoing policy agendas. One of 
the comparative projects I undertook with an interdisciplinary team of 
demography and migration scholars in the United Kingdom, the United 
States, and Ireland addressed the critical yet neglected issue of the role of 
migrant care workers in the older adult care sector. These colleagues had 
already mapped out a study, for which I applied to the Social Sciences and 
Humanities Research Council International Opportunities Program to add 
on the Canadian component. With these funds, we undertook an interna-
tionally coordinated multi-method project that included interviews with 
migrant care workers and their older adult care recipients, surveys with 
employer groups, and econometric projection models of requirements of 
care workers. The results of this study were of critical interest to a range 
of stakeholders: provincially (the Ontario Long Term Care Association), 
nationally (including Health Canada and Citizenship and Immigration 
Canada), and internationally (including the International Organization of 



Creating a Research Career Pathway in Health Workforce Research  113

Migration, with whom we published the four-country synthesis report 
[Spencer, Martin, Bourgeault, & O’Shea, 2010]). I was also asked to con-
tribute a specific piece showcasing Canada’s Live-in Caregiver Program 
to the International Organization of Migration’s World Migration Report 
and the Institute for Research in Public Policy Report (Atanackovic & 
Bourgeault, 2014), which in turn resulted in a series of articles in the 
Canadian press.

So I am increasingly recognized as having expertise in health workforce 
issues by a range of stakeholders, and am invited to participate in a range 
of research and knowledge exchange activities. This is due in part to the 
recognition that comes from holding a research chair award, but also from 
a concerted effort to make important connections with key knowledge 
users and policy decision-makers. A colleague, Jim Buchan, commented at 
the WHO Global Forum on Human Resources for Health that academia 
is not very good at rewarding researchers for effective and innovative 
knowledge exchange activities, often privileging publication in sometimes 
obscure venues, but that we must nevertheless strive to do so. This has 
reinforced my sense of obligation, and having achieved tenure and full 
professor status, I can now afford the time to devote to such endeavours.

Key Issues 

In terms of developing, implementing, and sustaining a research pro-
gram, three issues have been key. The first is the nature of opportunities 
and challenges associated with moving from one university to another. It 
involves a time-consuming process of realizing that where one is presently 
situated may not be the best professional or personal context; then iden-
tifying available opportunities and negotiating a move; and finally actually 
moving office and home. It takes time and effort to wrap up at one’s former 
university, integrate into a new academic community (with new people, 
administrative policies and procedures, and courses to teach), and make a 
contribution in the new setting and establish one’s reputation. There can 
also be a need to devote additional time to administrative and service com-
mittee work. Moving also results in an additional set of challenges when 
mentoring students by distance or, when deemed necessary, relinquishing 
supervisory responsibilities. 

A second salient issue has been that of straddling disciplines. I have 
worked with and have supervised students in both the discipline of sociol-
ogy and a range of interdisciplinary programs within the social sciences, 
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and even more broadly across the social and health sciences. This is both 
challenging and rewarding. I have found it satisfying to be in a disciplinary 
setting where it is not necessary to describe what a sociological perspec-
tive will lend to an issue; to have the opportunity to use a set of shared 
concepts without having to define them; and to be in an interdisciplin-
ary health sciences setting where health and health workforce issues are 
more readily recognized. At the same time, the unique circumstances 
and importance of issues in health and health care may not be obvious to 
those in a new setting, and the challenge of meeting multiple expectations 
is persistent. Mentoring students in interdisciplinary health workforce 
research can be challenging. Many do not come with a background of the-
oretical knowledge in sociology, let alone the sociology of the professions, 
while conversely, those who do may lack an understanding of the health 
policy context. Students working with me must enter into the world of 
interdisciplinarity, a sometimes difficult and time-consuming process. 

The third issue is the constant tension of maintaining work–life balance. 
I am the proud parent of three children and actively involved in their lives. 
I credit their existence to my important, grounded experiences in mid-
wifery and maternity care and the expertise for which I am increasingly 
recognized. At the same time, decisions to move households related to 
two academic careers was disruptive to my children’s social networks. For-
tunately, my daughters and son are now of an age where they realize what 
I was doing all that time in my office, they understand the importance of 
the work, and they know that was why I was not always as accessible to 
them throughout their childhood as perhaps they would have liked. As 
the saying goes, life is what happens when you are making other plans, 
and to-do lists can be more depressing than helpful. As a female academic 
researcher who had children throughout my training, I have become some-
thing of a magnet for other young female scholars, and there was almost 
always a student working with me who was pregnant or on maternity leave 
with a young baby. I tell them that it is important to create time and space 
away from work, that one needs to be in the moment with, and available 
for, your family. Thank goodness there are now at least funded maternity 
leaves, and that such leaves are taken into consideration in the Canadian 
Common CV1 for grant applications.

1	 The Canadian Common CV is a generic curriculum vitae template that is a required part of grant 
applications to a number of Canadian research funding organizations.
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Conclusion

Much of what I know now and who I am is a result of the mistakes I have 
made along the way. I have learned that it is important to be persistent 
without being bullheaded, especially when others’ interests are involved, 
to openly admit to mistakes, to be honest about my limitations—what I 
can and cannot do—and to always be transparent even in time-sensitive 
situations. This, I have come to realize, is what others are referring to 
when they talk about “crucial conversations.”

Lessons Learned

1.	 Work with others, but choose wisely those with whom you work. As they 
say, many hands make light work, but team-based approaches also keep you 
on track in terms of meeting deadlines, as other people are counting on you. 
You will also benefit from a wider network of scholars, which is important 
for the dissemination of your work for greater impact. When working with 
teams, be sure to negotiate and take on the responsibility of being lead 
author on at least one publication, since that indicates a more integral role 
on the overall team.

2.	 Always apply. If you do not apply, the answer is always no. Also, be per-
sistent; it is rare now to get funding with just one application. The more you 
apply, the more you influence the process, which at some point will respond 
with the necessary resources—an appropriate peer reviewer or an appropri-
ate peer review committee.

3.	 Do not be afraid to move, but be aware that the grass is not always greener 
on the other side. Be careful not to burn bridges when moving; Canada’s 
research community is very small. Many connections can be continued by 
distance. Be aware that moving institutions, and especially moving house, 
will significantly interfere with your research productivity but will also 
expand your network and in most cases your opportunities.

4.	 Schedule your time appropriately, for work, for family, and for yourself. 
Move the stuff “off the side of your desk” onto your desk; or, if it is not that 
important to you, get rid of it.
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I have learned to be open to new opportunities, but also to recognize 
the point where I risk becoming overcommitted to the extent of not being 
able to deliver quality work. An important cue to that tipping point is when 
you find yourself starting too many email messages with the statement, “I 
am sorry it has taken me so long to get to this . . .” or if the same item is 
on your to-do list for months. Another important cue is when you have 
difficulty sleeping; that is when you have to listen to your body and do 
something about your workload. I have also come to realize that the more 
tasks I take on, the more tasks I need to either shed or delegate. Learning 
to delegate appropriately and to develop trust in others’ work are crucial 
skills. What has also started to work for me is taking time (actually sched-
uling time in my daily calendar) to think and write. Sometimes it is best 
to schedule this time while you are walking or driving to and from work 
(depending on how long or pleasant this is). Other helpful times are first 
thing in the morning (before opening email) or just before bed. Letting 
problematic issues “percolate” in this way has always been very helpful 
for me.

Finally, being a sociologist—which means being well versed in the 
tenets of Goffman’s (1959) The Presentation of Self in Everyday Life—it is 
difficult for me to avoid the feeling that there is a smoothing out of the 
presentation of my program of research in this chapter. For example, I 
have alluded to, but have not dwelled on, how difficult it was to decide 
to go to Western instead of the University of British Columbia, and to 
move from Western to McMaster, and then on again to the University of 
Ottawa. These decisions had repercussions for others, most notably my 
students and, when it involved moving house, my children. So what may 
be interpreted in this presentation as being rather “matter-of-fact” most 
certainly was not.
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Towards a More Social and  
Political Health Psychology 
Reflections on a Program of Research

M I C H A E L  M U R R AY

Come, come, whoever you are,
Wanderer, worshipper, lover of leaving,
It doesn’t matter.
Ours is not a caravan of despair.
Come, come even if you have broken your vows a thousand times.
Come—come yet again, come.

W
ith these words from the ancient Persian poet Rumi, Rich-
ard Holloway (2012), the former Bishop of Edinburgh, opens his 
autobiography. In it, he provides a magnificent reflection on a 

life of faith, doubt, and social action from which the health researcher can 
learn much. In this chapter, I attempt in a much paler light to reflect upon 
some aspects of my research life in which I have tried with others to ori-
ent health psychology in a more social and political direction. While there 
have been many setbacks, I hope to show that a conviction to creating a 
better world can overcome many doubts when coupled with support from 
like-minded colleagues. 

Looking back, we shape our story and make connections that may not 
have been there. History is not written contemporaneously but rather at 
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a distance, after many ideas have been discarded or hidden. In his book 
on narrative and memory, Mark Freeman (1993) distinguished between 
a chronicle of past events and a history. Whereas the former is sim-
ply a listing of past events, the latter requires the exercise of narrative 
reconstruction of those events. In reflecting on the word “recollection,” 
Freeman states: “While the ‘re’ makes reference to the past, ‘collection’ 
makes reference to a present act, an act . . . of gathering together what 
might have been dispersed or lost” (1993, p. 47). 

In writing this account, I am aware that I have put forward connections 
that are tenuous at best. I have tried to limit my comments to specific 
research projects and initiatives in which I was involved over a thirty-year 
research career in different parts of the world. These include projects 
concerned with such topics as smoking among young people, cancer 
screening practices, baby boomers’ health beliefs, occupational safety, and 
the social life of older people. Each of these projects was concerned with 
an important public health issue that I have attempted to explore from 
a more social psychological perspective. I have also conducted smaller 
empirical projects on a wider range of topics. In addition, I have been 
involved in sustained discussion about the nature of health psychology in 
terms of theory and practice. 

In this chapter, I draw attention to a selection of theoretical, method-
ological, and practical issues that have informed my work. Each of these 
overlaps with the others such that it is difficult and sometimes artificial 
to disentangle. In developing my account, I highlight certain events that 
at the time may have seemed of little consequence and ignore others that 
then seemed much more momentous. In doing this, I hope to draw atten-
tion to the importance of attending to both theory and method, as well as 
attempting to connect with broader social issues.

The sociologist C. Wright Mills (1959) has provided some excellent 
advice in his famous Appendix “On Intellectual Craftsmanship” to his 
larger work The Sociological Imagination. In it, he advises the trainee 
researcher to engage in an ongoing process of reflection on his or her 
research. His work remains essential reading for someone embarking on a 
career in research. It is useful to start with some of his opening comments 
on the need for self-awareness:

Scholarship is a choice of how to live as well as a choice of career; whether 
he knows it or not, the intellectual workman forms his own self as he 
works toward the perfection of his craft; to realize his own potentialities, 
and any opportunities that come his way, he constructs a character which 
has as its core the qualities of the good workman. (Mills, 1959, p. 196)
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This would have been important advice if I had read his work at that time. 
Instead, I begin this process of reflection somewhat belatedly. In doing so, 
I am also aware of my audience, who may be looking for some guidance 
and also some connections with their own work. Persistence and support 
can overcome many obstacles, but a reflexive and questioning stance is 
necessary to ensure flexibility and the ability to handle many setbacks.

The Program of Research

Origins
While the early influence of family is important in shaping our charac-
ter and beliefs, I will start with some later public influences. The 1960s 
and 1970s was a period of great social change including the movements 
for civil rights, women’s rights, and Indigenous rights. Growing up in 
Northern Ireland, I was acutely aware of these social and political realities. 
Those early events had a lasting impression in terms of both my awareness 
of the importance of the broader social and political context and a desire 
to connect my work with a broader movement for social justice. In those 
exciting times the radical ideas of such figures as the Irish socialist James 
Connolly (“Our demands most moderate are—We only want the earth”) 
mixed easily with the poetry of Seamus Heaney (“Even if the hopes you 
started out with are dashed, hope has to be maintained”). 

The momentous changes of the sixties and seventies were felt within 
academia with debates about the adequacy of theories and methods. 
Within psychology, this change was felt particularly within social psychol-
ogy with its aim to understand everyday social processes. As a graduate 
student of social psychology at the University of Stirling in Scotland in the 
mid-1970s, I recall enthusiastically reading the early critical debates within 
psychology. For example, the collection Reconstructing Social Psychology 
edited by Nigel Armistead (1974) begins:

This book has arisen out of our dissatisfaction with much of what is called 
psychology. That dissatisfaction is felt most acutely in relation to the lives 
we are leading and the world that we see around us. We feel that social 
psychology should be making some sense of our experience and that it 
doesn’t; we feel disappointed. (1974, p. 7) 

Another example of this dissatisfaction was reflected in the edited 
collection The Context of Social Psychology: A Critical Assessment (Israel & 
Tajfel, 1972). Tajfel, in his opening remarks, threw down the challenge: 
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“We must ask whether, as social psychologists, we have succeeded in mak-
ing a significant contribution to the debate about human social life” (Israel 
& Tajfel, 1972, p. 1). In his contribution to this volume, Serge Moscovici 
asks: “What is the aim of the scientific community. Is it to support or to 
criticize the social order? Is it to consolidate or to transform it?” (Israel & 
Tajfel, 1972, p. 23). Moscovici also implicitly called for a more discursive 
and qualitative psychology, and one that not only tackled the big issues in 
society but deliberately considered how social psychology could contrib-
ute to a better society. 

As well as attending to these critical ideas, my graduate supervisor, 
Ivana Marková (see Marková, 1982, 2003), encouraged my reading of the 
more cognitive social psychologist Fritz Heider, who promoted the devel-
opment of “common-sense” or “naive” psychology. As he argued:

The ordinary person has a great and profound understanding of himself 
and other people which, though unformulated or only vaguely conceived, 
enables him to interact with others in more or less adaptive ways. (Heider, 
1958, p. 2) 

Heider called for detailed analysis of language, namely, “the fact that 
we are able to describe ourselves and other people in everyday language 
means that it embodies much of what we have called naive psychology” 
(Heider, 1958, p. 7). 

This concern with everyday language in the social psychological study 
of health and illness was made explicit in the classic work that was pro-
duced at this time by Moscovici’s research associate Claudine Herzlich 
(1973). Her book set out to clarify the meaning of health and illness in the 
everyday lives of ordinary people. In contrast to other social psychologists 
who were keen to use standardized questionnaires, Herzlich relied upon 
semi-structured interviews, an approach that seemed very attractive to me 
and which was encouraged by Ivana Marková. These ideas were the starting 
point for my own program of research. I developed an interest in under-
standing, through a study of everyday language, the character of health and 
illness as a social and personal phenomenon, coupled with an attempt to 
embed this understanding within the broader social and political context. 

Working in health research, it is of paramount importance to consider 
the relevance of our research. While it may be of interest to explain how 
illnesses and diseases are distributed, there is always an interest in how to 
prevent their onset and promote a healthier society. In the public health 
arena this means that researchers become quickly aware of the distribu-
tion of health and illness in society and the broader social and political 
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factors that determine the quality of people’s lives. This awareness led 
Rudolf Virchow (1821–1902) to state more than a century ago that “med-
icine is a social science, and politics is nothing more than medicine on a 
grand scale.” Today this political awareness is often hidden by attempts to 
present public health research as apolitical. However, as Dan Beauchamp 
(1976) and others have argued, the demand for social justice lies at the 
root of public health. In that respect, I am no different from other health 
researchers who are concerned not only to draw attention to the social 
basis of health and illness, but also to focus on the need for various forms 
of social action to address the social inequalities in health. 

In the late 1970s I took up a research appointment in a national pub-
lic health research unit (St. Thomas’s Hospital Medical School, London, 
UK). There I was involved in a research group conducting the analysis of 
a large longitudinal survey of smoking among young people. While this 
research led to many publications, I was frustrated by its underlying pos-
itivist assumptions and excessive reliance on quantitative questionnaires 
as the primary research method. This survey-based research adopted the 
traditional epidemiological approach and was concerned with identifying 
a range of risk factors. I was aware of the inadequacies of this approach 
and sought to develop an alternative way to investigate smoking as not 
only personally meaningful but also socially immersed. This alternative 
approach sought to explain the social variations in smoking not as repre-
senting certain individual deficiencies but rather as being understandable 
within the immediate and broader social context. Initially, I attempted to 
analyze the comments the young people had written on the questionnaires 
but then decided to apply for funding for a more detailed study. I aimed 
to combine a large survey with detailed interviews with a sample of young 
people—an approach that today would be described as mixed methods. 

It is useful to look at some of the remarks I made about the more exten-
sive epidemiological work on smoking that was being conducted at that 
time. Although I do not have the original grant application I wrote in 1980, 
I did quote from it in a subsequent publication: 

While epidemiological surveys have provided a wealth of detail about 
the characteristics of young smokers and about the situations in which 
they smoke their methodology has tended to reify smoking. Smoking has 
been considered a fixed individual attribute rather than an ongoing social 
psychological process. (Murray, Jarrett, Swan, & Rumun, 1988, p. 10) 

Such a critique would still apply to much contemporary health psychol-
ogy. As an alternative, I wanted to develop an approach that moved away 
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from simply describing the correlates of smoking to one that considered 
its social meaning. In addition, I wanted to consider the broader socio- 
political context within which young people were living and within which 
the benefits of smoking were elaborated. This desire to link the personal 
with the social and the political in understanding health and illness con-
tinues to be a theme in my research. 

Underlying Conceptual Framework 
Underlying my work were a number of overlapping theoretical and meth-
odological concerns. On the one hand, there has been a continuing interest 
in developing an understanding of the everyday worlds of health and illness. 
Theoretically, I have been influenced by a number of social psychological 
approaches—in particular, social representation and narrative theory. This 
influence was a reflection of the so-called turn to language that occurred 
across the social sciences in the 1970s and 1980s. This theoretical ori-
entation was coupled with an interest in qualitative research methods. 
Both of these concerns were nested within a broader awareness of the 
inequities of structural inequalities and a commitment to social change.

Social representation theory was developed by Moscovici (2000) and 
is concerned with the shared meanings held by any community or soci-
ety. This approach is distinct from the individualistic approach, typical of 
attitude theory, which has become the dominant approach within health 
psychology and much other health research. As Moscovici (as cited in 
Herzlich, 1973) explained in his foreword to Herzlich’s work:

Social representations do not represent simply “opinions about,” “images  
of,” or “attitudes towards,” but “theories” or “branches of knowledge” in 
their own right, for the discovery and organization of reality (Herzlich, 
1973, p. xii). 

I have been interested in exploring social representations of various 
health-related phenomena such as cancer and aging. In addition, I have 
explored the connections between social representation theory and narra-
tive psychology, of which I became more aware when I moved to Canada 
in 1991 (Mathieson & Stam, 1995). Narrative psychology is concerned with 
exploring the storied nature of everyday life. Whereas much research into 
the character of narratives has focused on the accounts provided by the 
individual narrator, I have been especially concerned with the collective 
accounts shared by members of a community or neighbourhood, and how 
individual and collective narratives intermingle (e.g., Murray, 1997, 2002).
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In working to explore the character of these social representations and 
narratives, I have been keen to use qualitative research methods. Initially 
this involved individual interviews and focus groups, but has widened over 
time into exploration of the media and use of the arts. However, at the 
same time, my extensive training in survey methodology has ensured that 
I realize the value of questionnaires and support the growing acceptance 
of mixed methods of research.

In addition, I have been involved in not just describing these social 
representations but working with communities to challenge oppressive 
social representations through various forms of social action. Examples 
are our work on promoting awareness of safety in the fishing industry 
(Murray & Tilley, 2006) and another on promoting social engagement 
among older residents of disadvantaged communities (Murray & Crum-
mett, 2010), which are detailed below. Here my ideas overlap with those 
of critical literacy and participatory action research. Social representations 
not only bind communities together but can restrain them from engaging 
in innovative activities. Thus attempts to engage communities in a process 
of change need to consider the character of their social representations 
(see Campbell & Murray, 2004). Examples include the “Call Me” project 
(http://keele.ac.uk/callme), exploring the potential of community proj-
ects to promote social engagement among older people in disadvantaged 
communities, and the “Ages and Stages” project (http://www.keele.ac.uk/
agesandstages), which promotes social engagement and the role of theatre 
in representations and constructions of aging. 

How the Program of Research Has Evolved 
While I have been interested in developing a more socially meaning-
ful approach to understanding health and illness, where does this lead 
in terms of practice? Consider again the large study of smoking we 
conducted in the early 1980s. At that time, we were unsure where our 
research would lead in terms of practice. We could describe how smok-
ing was meaningful when we considered the character of the lives of the 
young people we interviewed. The challenge was to go beyond that under-
standing to develop forms of health action. This contributed to the urge to 
develop a more social and materialist approach to health promotion. We 
concluded rather cautiously:

Young adults live in a society that condemns many of them to dead-end 
jobs, to unemployment and to social isolation. It is a society in which 
the tobacco industry exerts tremendous influence on the government 
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to ensure that they have maximum opportunity to promote sales of their 
products. It is within this wider societal framework that smoking remains 
a valuable activity for many young adults. If the effectiveness of anti-smok-
ing campaigns is to be increased, they must develop their strategy with 
an awareness of this societal framework. (Murray et al., 1988, p. 166) 

The course of one’s research program is affected by the realities of 
research funding and jobs. After funding for this research project on smok-
ing and young adults had finished, I moved back to Northern Ireland to 
take up a faculty position there. It is not unusual for researchers at various 
stages of their careers to experience such disruption, which leads not only 
to frustration at interruptions to research programs but to a range of per-
sonal challenges. In my case, the move to Northern Ireland was followed 
by another move to Canada and then back to the UK. With each move, I 
started new research projects but also attempted to maintain some con-
sistency by reflecting upon the underlying theoretical assumptions and 
methods. In Northern Ireland I obtained funding for a large mixed method 
study of cancer-related practices and attitudes. With only a small part of a 
large corpus of data analyzed, I moved to Canada, where I obtained fund-
ing for several projects—the largest being studies of safety in the fishing 
industry and baby boomers’ health beliefs.

Looking back, I can impose a certain narrative coherence and highlight 
the opportunities provided by the changes to explore new ideas, but at the 
time these moves created substantial personal and academic disruptions. 
Nevertheless, it was these moves that not only provided new collaborators 
but also an urge to formalize these shifting connections. The opportunity 
to formalize these disparate connections came with the establishment of 
the International Society of Critical Health Psychology. 

This society was formed after an initial meeting in Newfoundland in 
1999 and since then has met regularly, providing a forum for extended 
discussion and debate about theories and methods and also to consider 
different forms of health action (e.g., Murray, 2004). This more extended 
discussion about theories and practices followed on from discussion about 
where qualitative research was leading (e.g., Murray & Chamberlain, 1999). 
While it might provide a more detailed understanding of the experience 
of health, illness, and health care, we asked how it was contributing to 
health action. As part of this discussion, my colleague Catherine Campbell 
and I wrote some polemical pieces about “living in a material world” and 
the need to consider various forms of social action to promote health (e.g., 
Murray & Campbell, 2003). 
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Following on from ideas raised at the St. John’s meeting, in 2000  
I obtained funding from the Canadian Institutes of Health Research 
(CIHR), which in its transition from the Medical Research Council was 
keen to support initiatives to address gaps in training for health research-
ers. The project was designed to explore the character of a “community 
health psychology.” In setting up the working party, I deliberately ensured 
that it was interdisciplinary, involving not only psychologists but also 
sociologists and health geographers. The working party members sought 
to develop a wider social agenda for health psychologists. In particular, we 
contrasted the individualistic approach of much of health psychology with 
one that was more social in its orientation. 

Many of the ideas behind this more social approach were derived 
from work within community psychology that had developed in North 
America in the 1960s and promoted various forms of local social action, 
although the focus was more on mental health. This approach emphasized 
the importance of reflecting on the values underlying such an orientation, 
considering the importance of social justice, and providing support for the 
marginalized and underprivileged and respect for diversity. To this was 
added the more political ideas of liberation psychology, which have pro-
vided an inspiration to many psychologists in Latin America. A key figure 
was Ignacio Martín-Baró (1996) who had urged psychologists to redesign 
their research from the standpoint of the poor and oppressed. 

This working party produced a report that was widely circulated, but 
initially I received limited feedback indicating the importance of a more 
sophisticated dissemination strategy. We published some articles (Mur-
ray, Nelson, Poland, Maticka-Tyndale, & Ferris, 2004; Murray & Poland, 
2006) and presented the ideas at meetings. Today it is pleasing that the 
term “community health psychology” is more widely accepted (Campbell 
& Cornish, 2014). We subsequently applied for support from CIHR for 
the establishment of a multi-university graduate training program to take 
these ideas further. Unfortunately, we were not successful in our appli-
cation, but we published more details on potential training programs 
(Murray & Nelson, 2007; Nelson, Poland, Murray, & Maticka-Tyndale, 
2004), and gradually, individual researchers in different universities drew 
on some of these ideas in their teaching (Jacobs & Murray, 2010).

An important influence on the working party was the work of Paulo 
Freire, who promoted a critical approach to education and literacy (Freire, 
1970). In 2001, I convened a meeting in Newfoundland to discuss literacy 
and health issues deliberately to engage with Freire’s ideas. This aimed to 
be an activist meeting rather than an academic event. For this reason we 
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deliberately invited not just academic researchers but literacy educators 
and social activists, and designed the event to maximize discussion. As I 
stated in the report on that conference (Murray, 2001):

If it is to achieve its full potential of contributing to a reduction in the 
substantial social inequities in health, a comprehensive health and liter-
acy action program needs to locate itself within the broader movement for 
social justice. As such, health and literacy action becomes part of the pro-
cess of critical consciousness raising or, in Freirean terms, conscientizacao 
which is defined as “learning to perceive social, political and economic 
contradictions and to take action against oppressive elements of reality.” 
(Freire, 1970, p. 17).

This meeting opened up a wide range of potential collaborations and 
also applications for funding to take forward this work on literacy action 
and health. While these ideas were not successful at that time, more 
recently they have independently been taken forward by other health psy-
chologists (e.g., Estacio, 2013). 

I have pursued this debate further, reflecting on the different forms 
of health psychology. In particular, reflecting upon the limitations of 
local social actions, I am interested in developing a more public health 
psychology that engages in a wider range of actions to promote health 
and well-being, and contributes to action to reduce the widening social 
inequalities in health (Murray, 2010; Murray & Marks, 2010). Promoting 
change is not easy, and there is an ongoing need to connect practical expe-
rience with theoretical reflection (Castro & Batel, 2008).

Like most researchers, I have experienced many disappointments in 
obtaining funding. I found that there is a need for flexibility in the conduct 
of research such that when funding is denied from one source it may be 
possible to obtain funding for a related project from another source. While 
the theoretical and value orientations of my research projects remain 
unchanged, the actual focus of the research can vary. This flexibility and 
interdisciplinary orientation has also opened up new opportunities, such 
as my current research on aging (see below). 

Collaboration

All of my research has been collaborative and interdisciplinary, involving 
work not only with psychologists but also with sociologists, epidemiolo-
gists, health professionals, and others. This can be challenging, as there 
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is sometimes a tendency to focus more on method than on theory. This 
became apparent to me when I began to sit on interdisciplinary health 
research review panels that involved up to ten different disciplines. While 
the members of the panels had a good idea of the focus of the research, 
they were less knowledgeable about particular theoretical concerns. For-
tunately, social psychology has always had an interdisciplinary and applied 
orientation that can be disorienting for some but is also a strength. It 
requires wide reading outside the immediate discipline and an openness 
to new ideas and methods. From the outset, the International Society of 
Critical Health Psychology has deliberately fostered this more inclusive 
approach that promotes connections between social theory, methods,  
and practice. 

My research has always sought to engage non-professionals in my work 
through a range of collaborations. I recall in my early work on smoking the 
enthusiasm of the young people we interviewed to become active partic-
ipants in the research. Unfortunately, at that early stage of my career, I 
was unsure of how best to involve them and instead, like many qualitative 
researchers at that time, I restricted my role to describing their experi-
ences. Later, my grasp of the principles of participatory action research 
provided more opportunity to involve community members actively in the 
conduct of various projects.

In Newfoundland, we developed an exciting group of participatory 
projects designed to promote awareness of safety in the fishery. We 
were keen to engage not only fish harvesters but also the whole commu-
nity in discussion and debate about safety at sea. We began this project 
with detailed interviews with fish harvesters about their lives (e.g., Mur-
ray, 2007). I then had the good fortune to team up with Neil Tilley, a 
renowned community development worker. Together with local residents 
we developed a range of arts activities to raise community awareness of 
the hazards of fishing (Murray & Tilley, 2006). These activities included 
dramatic productions, exhibitions, and concerts that were enthusiastically 
supported. Indeed, a short program on our work was repeatedly shown on 
local television. This program of research was exciting not least because 
of the enthusiasm shown by the many residents who worked with us in 
developing the project.

Recent Developments

I have continued to pursue this program of work both practically and con-
ceptually. Since returning to the UK, I have become involved in several 
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collaborative projects researching the lives of older people. In contrast to 
my work in Canada, where I was working in remote rural communities, 
in the UK much of my work has been in disadvantaged urban commu-
nities. However, the participatory action design of the research follows 
strongly from my work in Newfoundland, such as a more recent proj-
ect concerned with developing and evaluating a number of community 
initiatives designed to promote opportunities for enhanced social inter-
action among older people. The component of the project that I was most 
involved with explores the value of community arts, which in the short 
term has produced very positive results (Murray & Crummett, 2010).

Moving to a new institution and research setting is a regular challenge 
for academics today. Indeed, it has become the subject of ongoing dis-
cussion in higher education journals (Coey, 2018; “Shifting Landscapes: 
Meeting the Staff Development Needs of the Changing Academic Work-
force,” 2015). These moves can sometimes lead to pressure within one’s 
family and a sense of disengagement from broader society. While there 
are calls for balance in one’s work and social life, the young academic can 
feel the pressure to focus on his or her career. It is the “carelessness” pro-
moted with the separation of scholarly work from emotional thought and 
feeling within modern higher education, and the constant measurement 
of research outcomes by management can also contribute to a feeling of 

“carelessness” (Lynch, 2010; Smith, 2017). Academics need to identify 
sources of support and reflection if they are to manage these demands. In 
my case, the maintenance of a circle of research friends through confer-
ence participation and Internet discussion has provided opportunities for 
personal support, but there is also the need to attend to family concerns. 
Fortunately, I have had the constant support of my wife.

On the conceptual level, I have continued to pursue my interests in 
developing a socially activist health psychology infused by ideas from 
social and community psychology and from participatory action research. 
It is perhaps this work that is the most enjoyable, but it would not be pos-
sible without actual engagement in various empirical projects. It is through 
conducting empirical work in a reflexive manner that we can begin to 
develop a more sophisticated understanding of social processes and social 
change. The closing advice of Mills (1959) is still prescient:

Before you are through with any piece of work, no matter how indirectly 
on occasion, orient it to the central and continuing task of understanding 
the structure and drift, the shaping and the meanings, of your period, the 
terrible and magnificent world of human society in the second half of the 
twentieth century. (Mills, 1959, p. 225)
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It can be a challenge for the young researcher who is actively involved 
in research to balance the demands of conceptual reflection with social 
engagement. This requires time and support from others that may not 
be always be there with the demands for greater volume of publication. 
However, such conceptual reflection is essential if new insights are to be 
developed and new approaches elaborated. Identifying like-minded col-
leagues with whom one can informally share ideas is an essential part of 
this process.

An important part of my work has been the process of sustained dis-
cussion with many like-minded researchers throughout the world. This 
has provided me with the opportunity to take forward these ideas at a 
more conceptual level. This has included work on the character of qual-
itative health psychology (with Kerry Chamberlain in New Zealand; see 
Murray & Chamberlain, 1998, 1999), on social representation and narra-
tive psychology (with Uwe Flick in Germany; see Murray & Flick, 2002), 
on community health action (with the wonderful and sadly missed Neill 
Tilley in Canada as well as with Catherine Campbell in the UK), on the 
role of the arts in health action (with Ross Gray in Canada; see Murray & 
Gray, 2008), and on the need for a more public health psychology (with 
David Marks in the UK, who established the Journal of Health Psychology 
in 1985, which became a very receptive forum for critical and qualitative 
health psychology). Developments in this area would not have been possi-
ble without these exciting discussions and debates that have taken place in 
many parts of the world at meetings organized through the International 
Society of Critical Health Psychology and in the pages of the Journal of 
Health Psychology. Together, we have produced a series of reflective pub-
lications and contributed to the larger debate about strategies for health 
action. They have also fed into developments in graduate education in 
health psychology, where it is now more common to have advanced train-
ing in qualitative and participatory research methods. 

Contribution of Research Program

Today, researchers are asked by funding agencies to identify the impact of 
their research. It can be difficult to identify where your research program 
has had a particular impact. In my case, it is rather grandiose to draw atten-
tion to an individual contribution in what has always been a collaborative 
endeavour and when my work has been part of the broader zeitgeist. To the 
young researcher it might seem strange that thirty years ago there was so 
much resistance to qualitative methods. Today there is increasing interest 
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in critical approaches within health psychology and qualitative methods 
are widespread. To have participated in this debate about ideas and prac-
tices over several decades has been exciting. 

As with much health research, it is difficult to identify the contribution 
of particular projects to practice. For example, large studies of smoking 
and of cancer screening that I have conducted have contributed to a larger 
corpus of research on these topics. They have been taken up in reports 
by government and other bodies, but large-scale social change is slower. 
Sometimes more small-scale projects can have more immediate impact. I 
recall a small unpublished study on breastfeeding practices among young 
mothers that I conducted with a midwife in Northern Ireland. When we 
reported that the hospital in which there was a very low rate of breast-
feeding did not provide new mothers with the opportunity to breastfeed 
but instead took the new babies to the nursery, this led to an immediate 
change in policy at that hospital. However, such rapid impact is unusual.

Our more focused participatory health action projects have involved 
people in a range of activities. In the case of the safety-at-sea project, hun-
dreds of people participated at the time, but it is difficult to identify the 
impact ten years later. This highlights the importance of identifying the pro-
cesses involved in maintaining changes. While it may be possible to initiate 
certain local changes, the maintenance and sustainability of such change 
depends upon a variety of factors, not least of which are everyday resources 
and support, in terms of policy and practice. In our case, the project was 
enthusiastically received by individual members of the fish harvesters’ 
union and others involved in workplace safety and safety at sea. However, 
without the supporting infrastructure such support can easily dissipate.

In our current project on social engagement for older residents of disad-
vantaged urban communities, we have been delighted at the local success 
of various projects, but the challenge is in sustaining these initiatives. This 
has led us to discussions with the local council and other agencies to clarify 
what steps need to be taken at both the policy and practical level to take 
forward these initiatives. These discussions can sometimes be challenging 
since researchers and policy-makers have different views and methods. 
This illustrates the ongoing tensions between research and practice, which 
are not easily resolved.

Involvement in collaborative research is not one-way but involves recip-
rocal and mutual learning by all involved, not least myself. This form of 
research requires sustained involvement with participants, through which 
I have learned so much about people’s lives. This form of learning is not 
easy to translate into journal publications but may lead to more imaginative 
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contributions (see, for example, Rogler, 2008). There can be many frus-
trations, but as I was reminded in one community, research participants 
are not at your beck and call. They have their lives to lead and we need to 
be humble and respectful if we are to be open to new ideas. I used a quote 
from a poem by Derek Mahon (1979) about the lost and forgotten on the 
inside cover of a report we prepared about our work on accidents in the 
fisheries (Murray & Rodgers, 2005) to try to convey this need for respect 
for others:

Let the god not abandon us
Who have come so far in darkness and in pain.
We too had our lives to live.
You with your light meter and relaxed itinerary,
Let not our naive labours be in vain.

Derek Mahon, “A Disused Shed in Co. Wexford” 

Lessons Learned

1.	 While it is not possible to read everything on any subject, it is important 
to read widely and to be aware of debates in the field in terms of theories 
and methods. In particular, read outside your discipline, discuss with others, 
and look for potential connections and collaborations. Being on the edge of 
a discipline can open you to new ideas and approaches.

2.	The topics you research and the ways you research are all influenced by a 
range of social processes. Reflect upon these processes and clarify your 
values and ensure that these pervade your research. Consider how your 
research can contribute to enhancing the health of society, particularly 
those most in need.

3.	Take time to talk to others outside academia about the issues they think 
important. Explore ways of involving them in your research and always be 
respectful of your research participants. 

4.	 In doing research, you will frequently encounter setbacks. Recognize that 
these are part of the research process and that persistence can reap divi-
dends. Step back and take the longer view of your research. 
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5.	 Identify colleagues with whom you can share your successes and problems. 
Interpersonal difficulties in the conduct of research are not uncommon, and 
it is important you have someone to discuss these with and to learn from 
others. We all encounter challenges and make mistakes, but personal reflec-
tion and support from others can help you get back on track. 

6.	There is an ongoing need to attend to and cultivate your personal interests 
outside academia and attend to the needs of your family. Take time away 
from your research such that you recharge yourself, especially at times of 
challenge.

Conclusion

Health research is not a technical exercise. While we may refine, discuss, 
and critique our methods, there is a need for ongoing reflection upon our 
theories and on the purpose of our research. Freire, in his development of 
a critical approach to education, argued that through the process of debate 
and challenge we can collaboratively begin to become aware of the struc-
tural forces that shape our lives and to challenge repressive institutions. In 
the same way, health research can draw attention to the structural injus-
tices that condemn people to unhealthy lives, and it can form alliances to 
enhance the quality of life for all. There have been many changes over the 
past thirty years, but while we are now in the twenty-first century, many 
of the political challenges that were prominent in the 1970s have returned. 
Awareness of the theoretical and methodological debates around a more 
social and political health psychology provides an opportunity to more 
actively engage in these challenging times. 
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A Program of Research  
to Promote Healthy Weights  
and Prevent Chronic Disease 

Perspectives of a Triathlete

K I M  R A I N E

Being an applied public health researcher is like being a triathlete: you need to 
be proficient in more than one skill to be competitive! 

Overview of the Program of Research

My program of research promotes healthy weights and prevents chronic 
diseases through interventions targeting community-level environment 
and policy determinants of unhealthy diet. Thus, the health focus is diet 
and its relationship to chronic disease. However, for me, the interest is not 
primarily in understanding how different dietary components affect health 
and disease, but rather what factors influence patterns of dietary change 
in people and populations. While my colleagues in human nutrition study 
the metabolic processes of how food functions as nutrients after it has 
been consumed, I have always been more interested in understanding why 
foods are consumed in the first place. Then, recognizing that, in spite of 
huge knowledge gains in nutrition and metabolism, many of our modern 
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dietary patterns place us at increased risk of chronic diseases, such as 
obesity, Type 2 diabetes, heart disease, and many cancers, how can we 
best intervene to promote healthy diets? In a society with an abundance 
of nutrition information and misinformation and multitudes of reasons 
(economic, social, marketing) to consume foods that are less than ideal 
for our health, my bias is towards broad upstream public health efforts to 
create environments supportive of healthy eating. 

Throughout this chapter I will use the metaphor of the triathlon, an 
endurance sporting event in which the athlete swims, bikes, and then runs 
in a continuous race. My intellectual choice to focus on the upstream not 
only evokes the challenge of swimming for me, but it reminds me that I 
like to focus on the big picture, the goal down the long road. While oth-
ers may prefer to focus on only one aspect of the race, my challenge and 
satisfaction is in putting the pieces together. 

The Program of Research: Origins

Prior to my first academic appointment at a small, predominantly under-
graduate institution, I worked as a registered dietitian. As a dietitian I had 
many questions about practice, particularly how to motivate changes in 
people’s diet behaviours. I was working in a research environment with a 
gastroenterologist, where the diets I prescribed and taught were impor-
tant to the research outcomes. Yet many of the people I taught did not 
follow my instructions. I think if I had been working in a clinical situation, 
I might have been quick to make a chart note, “patient non-compliant.” 
But because the research outcomes were dependent upon the patients’ 
behaviours, my interest in finding ways to improve those behaviours  
was piqued. 

I had the opportunity to integrate my own research interests with my 
professional employment when I was hired to develop a cardiovascular 
risk reduction education program, while I pursued my master’s degree 
on a part-time basis so that I would learn the theoretical foundation for 
developing the program and the research skills to evaluate it (Travers, 
Tan, MacCleave, Murphy, & Whiting, 1992). I was hooked. As much as 
I learned about theory and research during my master’s, I had more new 
questions when I finished. The people I worked with for my master’s proj-
ect were highly motivated to reduce their risk of cardiovascular disease, 
and most had resources to help them succeed—adequate money, time, 
and family support. Yet many of them struggled to make change. They 
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talked about how their “healthy” behaviours required significant effort 
in contexts where temptations were always present. I began to wonder 
about the difficulties faced by people with significantly fewer resources . . . 
What if you had no social support, insufficient money to buy the special 
foods, or no time to shop or prepare meals? Even more fundamentally, I 
started to question the way in which society was structured to promote 
healthy or unhealthy “choices.” How much choice do people really have in 
an environment polluted with stimuli promoting socially acceptable indul-
gence? If the environment is the source of nutrition problems, how can 
that environment be changed? As this is not a particularly easy question 
to answer, so began my life’s work as an applied researcher out to change 
the world. In my triathlon, I was still near the beginning. For me, the most 
challenging leg is the swim; I do not have a lot of confidence in the water. 
So, at this point in my career I was just coming out of the water. The bulk 
of the distance was yet to come, but I had found my starting place, and the 
tough part of finding a passion for my research was behind me. 

Underlying Conceptual Framework 

The underlying conceptual framework for my research program since the 
mid-1980s has been an ecological perspective, acknowledging the complex 
and reciprocal interactions among people and their environments. My first 
exposure to ecological perspectives was in human ecology (my master’s 
training), which was heavily influenced by Bronfenbrenner’s (1979) ecology 
of human development. Bronfenbrenner asserted that human behaviour is 
embedded within multiple and changing environments; that people are 
influenced not only by immediate environments in which they live but 
also by broader social environments. Humans also reciprocally influence 
their environments. Bronfenbrenner conceptualized four nested “levels” 
of environmental influence: 1) the microsystem is the sphere of immedi-
ate influence—family, home, school, etc.; 2) the mesosystem comprises 
relationships of microsystems—the interactions between family, school, 
community, etc., that are relevant at different life stages; 3) the exosys-
tem extends beyond direct influence on individuals—major institutions 
in society (e.g., media, government agencies) that encompass and affect 
the mesosystem but are not immediately evident within the daily experi-
ences of people; and finally 4) the macrosystem comprises the patterns of 
educational, political, and legal systems that institutionalize culture and 
ideology, convey meaning, and shape the micro-, meso- and exosystems. 



144  Developing a Program of Research

Ecological approaches to health promotion began emerging at about 
the same time, with several authors suggesting that individual factors and 
broader environments serve as targets for health promotion, implying 
multi-level public health strategies to promote health (Green, Richard, & 
Potvin, 1996; McLeroy, Bibeau, Steckler, & Glanz, 1988; Stokols, 1996). 
Ecological approaches can help to organize strategies that work both to 
support healthy lifestyles among individuals and to influence environ-
ments and policy to create opportunities for social and cultural change. 
The ecological model for health promotion proposed by McLeroy et al. 
(1988) “addresses the importance of interventions directed at changing 
interpersonal, organizational, community, and public policy, factors which 
support and maintain unhealthy behaviors” (p. 351). This model, depicted 
in figure 7.1, became a core way of conceptualizing complex health issues 
as I progressed through my doctoral training and embarked upon devel-
oping my program of research as a career. 

Figure 7.1  Ecological Model of Health Promotion (McLeroy et al., 1988)

One of my attractions to the social ecological model of health promo-
tion lies in the acknowledgement of the embedded nature of behaviour 
within increasingly complex environments, each further from the indi-
vidual’s immediate knowledge or control, while recognizing the capacity 
of individuals to reciprocally influence their environments. I have always 
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struggled with the worry of “blaming the victim,” yet I am uncomfortable 
with the idea that people are helpless pawns of manipulative environ-
ments. The social ecological model can help in understanding the factors 
structuring behaviour, and that understanding can help in prioritizing 
interventions. In my program of research, I have worked with individu-
als and small groups (intrapersonal and interpersonal levels) to influence 
change in broader social environments at organizational, community, and 
public policy levels. Currently, the emphasis in my program of research is 
on environmental and population-based strategies targeting entire com-
munities and public policy. The social ecological model is an organizing 
framework, not a theory-driven prescriptive sequence of action steps. 
The limits of using a model that makes explicit divisions between mul-
tiple levels of the environment is that, in reality, the social world is not 
neatly divided into levels or categories, but the boundaries are blurred and 
shifting as society changes and individuals contribute to those changes. 
Sometimes the object of the intervention is truly a moving target, but that 
is what makes this work so interesting! Like a triathlon, the conditions 
change in every race. The weather, the landscape, and even the other com-
petitors all create a unique environment. It is important to be proficient 
with swimming, biking, and running skills, but it is also necessary to make 
changes to the race plan as the situation unfolds.

Evolution of the Program of Research 

Since my master’s training, where I integrated study with my full-time 
work as a dietitian, I have continually modelled and advocated for integra-
tion of research, practice, and policy for health-promoting social change. 
My concern with how to promote changes in diet behaviour led me to an 
exploration of the social contexts within which people make choices and 
to doctoral studies in applied sociology and adult education. I became 
particularly interested in the social determinants of health (although we 
did not call them that then!), particularly poverty, gender, and culture, and 
the barriers experienced by disadvantaged populations to taking control 
of their own health (cf. Travers, 1995, 1996). I learned new methodologies 
(particularly qualitative methods) so that I could understand more fully the 
experiences of the people I worked with. I also learned about communi-
ty-based participatory research as a research strategy that enabled me to 
keep an action-oriented social change approach towards the determinants 
revealed through my work (cf. Travers, 1997). 
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My research career developed in part due to taking advantage of unique 
and compelling opportunities that presented themselves at the right time. 
For example, in 1988, shortly after finishing my master’s research on car-
diovascular risk reduction, I served as a representative of the dietetic 
profession on the Coordinating Committee of the Nova Scotia Heart 
Health Project at its inception, and volunteered to chair the public edu-
cation committee. This project was part of the Canadian Heart Health 
Initiative and brought the concept of community-level population health 
interventions for chronic disease prevention to the fore in Canadian public 
health. Having the opportunity to not only learn from the initiative but 
also steer the direction of local interventions has shaped the direction of 
my career to this day. My work in food insecurity and nutritional inequities 
during my doctoral degree paralleled efforts of the Nova Scotia Nutrition 
Council (of which I was an active member) to bring to public light the 
inadequacies of the welfare system to meet the needs of those reliant upon 
it. Shortly after securing my first academic appointment I was approached 
by a nutritionist working with First Nations communities about an oppor-
tunity to apply for research funds to examine the problem of diabetes in 
Aboriginal Canadian communities. I immediately saw the potential for 
qualitative methods and community-based participatory research, and 
wrote a successful application for national funding. Evidently, I was never 
able to extricate myself as the “objective researcher” separate from the 
problems of the practitioners and policy-makers who sought to serve the 
needs of disadvantaged populations . . . and I have no regrets. 

Although the topics of my research appear diverse (food insecurity, 
diabetes among First Nations communities, obesity and body image in 
adult women), there has always been an underlying common theme—how 
to address the social determinants of healthy eating—and an underlying 
conceptual framework—the ecological model. The variety of areas I have 
worked in have often been determined by funding opportunities (address-
ing social determinants of healthy eating has relevance for women’s health, 
Aboriginal health, and a multitude of chronic diseases). My research also 
often coincided with personal life stages. During my doctoral research  
I carried and gave birth to my first child. Gaining access to women’s stories 
of the challenges of feeding their children on a limited budget was facili-
tated somewhat by my growing belly and the arrival of my baby. Similarly, 
I was welcomed with open arms into the First Nations communities while 
I carried and gave birth to my second child (for a while, as I pursued less 
community-based research into women’s body image, I joked that since  
I had decided not to have any more children, I had to change my research 
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concentration!). As I focused on the need for policy change to prevent 
cancer, I took on a leadership role as president of my provincial public 
health association, a role that often calls for an advocacy voice. The role of 
embedded researcher or engaged scholar is the one that feels most com-
fortable for me. 

Initially (and to a lesser extent to the present day), I had more success 
in strategic funding opportunities as compared with open competitions. 
Perhaps this is related to the applied nature of my work: the practical 
and policy relevance lends itself more to targeted calls for strategic prob-
lem-solving research proposals and less to investigator-initiated pursuit 
of unique ideas. My research ideas are born and nurtured within a prac-
tice- and policy-based applied context. Over time, I have been able to 
become more strategic in building upon opportunities and knitting them 
together into a program of research. The luxury of strategic thinking 
has largely been supported by successful applications for career funding, 
which followed an opportunity to transition to a more research-intensive 
environment. 

For the first six years in an academic appointment I was working at 
a predominantly undergraduate university with a full teaching load and 
one nationally funded research project. I enjoyed teaching and helping 
to shape the ideas of a new generation of dietitians, but I was attracted 
to the possibility of pursuing a stronger research focus. A potential family 
career move led me to explore opportunities at a much larger institution 
at the University of Alberta. While I started by looking for openings in 
my disciplinary department, I soon learned that a new, interdisciplinary 
centre was seeking faculty. Here is where I learned of the value of insti-
tutional support and career funding in building a program of research. In 
triathlete terms, I went pro and could afford to train for long hours as this 
was now my job!

Institutional Support for Evolution of the Research Program

My research productivity owes much credit to my being a faculty member 
in a new, unique, interdisciplinary research and education unit, the Cen-
tre for Health Promotion Studies. The centre was established in 1996 in 
response to health system shifts towards prevention. Many of the faculty 
members, myself included, were hired shortly thereafter. We all came from 
different disciplines and no one had been trained in a health promotion 
program, as such programs were in their infancy at that time. However, 
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my interests resonated with health promotion and complemented the dis-
ciplinary backgrounds of other faculty. 

The establishment and early momentum of the centre paralleled a 
move in provincial and national funding agencies’ priorities to popula-
tion and public health and interdisciplinary, team-based applied research. 
When other researchers were scrambling to find colleagues and part-
ners to meet new funding criteria, we were blessed with the ability to 
simply stick our heads out into the hallway and call to our next-door 
neighbours for a brainstorming session. At that time, the Alberta Her-
itage Foundation for Medical Research also started funding population 
health career awards, in addition to its traditional biomedical and clin-
ical focus. All new faculty in the Centre for Health Promotion Studies 
were expected to apply for population health investigator awards, as the 
viability of the centre was dependent upon research success. I was there-
fore thrust into the domain of applying for research career funding. I do 
not think anyone was more surprised than I was when my research pro-
gram application, “An Ecological Perspective on Capacity Building for 
Population Health,” was successful and I became one of the Alberta Her-
itage Foundation for Medical Research’s first Health Scholars (one level 
higher than population health investigator) in 1999. I was racing with the  
elites now!

The Health Scholar Award provided an opportunity for me to pursue 
research in large-scale, community-based health promotion for chronic 
disease prevention, which continues to the present day. I assembled an 
interdisciplinary project team that included academics, students, practi-
tioners, and policy-makers at various levels within Alberta’s health system 
and became principal investigator of the Alberta Heart Health Project, 
specifically the nationally funded research phase: “Heart Health Promo-
tion Knowledge Transfer and Uptake: An Examination of Organizational 
Capacity Building and Its Impact on Health Promotion Actions.” As prin-
cipal investigator, I played a leading role in national planning for future 
population health initiatives for integrated chronic disease prevention. 
I also found myself once again vigorously engaged with the Canadian 
Heart Health Initiative, a program that I had volunteered with in a differ-
ent province a decade earlier as a doctoral student. I believe my history 
with the Canadian Heart Health Initiative, my ongoing engagement in 
practice- and policy-based health promotion research for chronic disease 
prevention, and my opportunity to bring all of these strands together in a 
new environment with institutional support increased my chances of suc-
cess in achieving career funding. Writing the successful application was 
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a culmination of ten years of work in a variety of capacities and contexts, 
with a healthy dose of good timing thrown in.

Over the next ten years, the second decade of my academic career,  
I had the security of career funding, which means protected research time. 
Rather than allowing me more time to spend in a “lab,” it allowed me the 
opportunity to think strategically about perennial public health problems 
such as chronic diseases, particularly those related to diet, and to build 
interdisciplinary teams of researchers, practitioners, and policy-makers for 
preventing chronic diseases. I worked hard on my craft and was supported 
by teams, coaches, and funding for competitions. 

As data on the emerging Canadian and global obesity epidemic came to 
the fore, my work increasingly focused on the social determinants of obe-
sity and upstream health promotion efforts to address them. I was invited 
to write a comprehensive review paper, “Overweight and Obesity in Can-
ada: A Population Health Perspective” for the Canadian Population Health 
Initiative (Raine, 2004). Although the initiative usually invited a writing 
team comprising a researcher and a policy-maker to craft such policy- and 
practice-relevant documents, I was invited to prepare the review as a sole 
author because of my ability to bridge both audiences. The paper used a 
social ecological framework to characterize the determinants of obesity 
as nutrition and physical activity behaviours embedded within the con-
text of institutional, community, and policy environments. Priorities for 
action included environmental and population-based interventions. The 
paper informed consultation on policy approaches to obesity and healthy 
weights with a wide cross-section of stakeholders. The ecological frame-
work was viewed as helping to systematize a way of addressing a very 
complex problem. 

As the priorities of provincial and national funding agencies began plac-
ing greater emphasis on population and public health and interdisciplinary 
team-based applied research, one of the Canadian Institutes for Health 
Research (the Institute of Nutrition, Metabolism and Diabetes) specifi-
cally named obesity and healthy body weights as its strategic initiative for 
research funding. I worked closely with my colleagues at the Centre for 
Health Promotion Studies to assemble an interdisciplinary team with the 
purpose of applying for a New Emerging Team Grant within the obesity 
and healthy body weights strategic initiative. “An Ecological Perspective 
on the Promotion of Healthy Weights” was the first centre-based, inter-
disciplinary team grant to receive funding. The environmental and social 
determinants of obesity and the efficacy of interventions for promoting 
healthy weights at multiple ecological levels was the focus. 
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This also became the theme of my 2005–10 Alberta Heritage Foun-
dation for Medical Research Health Senior Scholar Award, “Promoting 
Optimal Weights through Ecological Research” (https://sites.ualberta.
ca/~powerlab/). From 2003 to 2009, I led the team and our research grew 
exponentially to encompass several large-scale population intervention 
research projects. It is purely coincidental that the project acronym was 
power, and the work an athlete does on a bike is referred to as “power” 
output (measured in watts). The work of the research team may not have 
been measured in watts, but it did facilitate covering the greatest distance 
of the race by very efficient means! The research team made a significant 
contribution to advancing the evidence base regarding the social determi-
nants of the emerging obesity epidemic. Traditionally, obesity and chronic 
diseases are labelled as non-communicable diseases. However, our team’s 
research brought to light the ways in which social conditions and people’s 
behaviours interact to “transmit” obesity and chronic diseases through 
social means; obesity is a socially transmitted condition.

Focus on Population Health Intervention Research 

Research into means of intervening on the social conditions contributing 
to obesity and chronic diseases is still in its infancy. We have just headed 
out onto the run course, and there is a marathon distance ahead. Fill-
ing this evidence gap was the priority of another career award, this one 
jointly funded by the Canadian Institutes of Health Research (CIHR) and 
the Heart and Stroke Foundation of Canada. As an Applied Public Health 
Chair (2008–13), my contribution to population health intervention 
research (Hawe & Potvin, 2009) included conducting large-scale, com-
munity-based population health promotion initiatives to prevent obesity 
and associated chronic diseases. 

My philosophy has always been to make the healthy choice the easy 
choice, and this can best be accomplished if stakeholders are made 
aware of the relationships demonstrated through research initiatives 
and stimulated to act on them. Therefore, a priority of all of my research 
endeavours is an integration of practitioners and policy decision-mak-
ers into the research and intervention team to facilitate rapid action. 
For example, the Healthy Alberta Communities project (http://abpoli-
cycoalitionforprevention.ca/resources/building-healthy-communities/
about-healthy-alberta-communities), initially funded by Alberta Health 
and Wellness (the provincial health ministry), was designed to advance 
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integrated chronic disease prevention initiatives at the provincial level. 
Healthy Alberta Communities worked in four Alberta communities to 
demonstrate impact, outcomes, and processes of community-based health  
promotion for the prevention of chronic diseases and promotion of healthy 
weights. This project provided a unique research platform for operation-
alizing an ecological framework to prioritize interventions and to inform 
evaluation, including development of novel methodologies to track 
changes in communities and their health over time. As a community–aca-
demic–government partnership, it provided an opportunity to develop 
practices for decision-makers to use when setting priorities for the health 
of communities and populations. 

Just as my interest moved upstream from individuals to communities, 
it had now entered into the foray of macro-level policy change. Healthy 
Alberta Communities became a platform for a number of related inter-
vention research projects led by me in collaboration with both young/
emerging colleagues and more experienced team members. For example, 
along with a very promising then-junior colleague (and former post-doc-
toral fellow), Dr. Candace Nykiforuk, our team was awarded a Population 
Health Innovative Intervention grant (2008–11) by the former Alberta 
Cancer Board (currently Alberta Health Services). 

The Alberta Policy Coalition for Cancer Prevention (http://abpolicy-
coalitionforprevention.ca/) built on models used successfully in tobacco 
control to expand the policy scope to other behavioural risk factors, 
including unhealthy diet and physical inactivity, and to the social envi-
ronment as a means of preventing chronic disease, including cancer. Our 
premise has been that investment in macro-level environmental changes 
via policy development will create opportunities for healthy living among 
the general population that will lead to improved population health. The 
use of parallel evidence from tobacco for physical activity, nutrition, and 
obesity policy development provides a foundation from which to build 
a more comprehensive approach to “healthy public policy” for chronic 
disease prevention. The team is expanding into the area of health law as 
we found the need to attract more policy expertise, and we are building a 
strong partnership with the University of Alberta’s Health Law Institute. 
Ultimately, the intent of the multiple and interrelated intervention proj-
ects is to change the social environment to reduce the risk of transmitting 
obesity and chronic diseases through social means. This type of research 
requires long-term commitment and courage to challenge the status quo 
through innovative interventions. 

Table 7.1 summarizes the major projects comprising the program of research.
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Table 7.1  Summary of Major Projects within the Program of Research 

Project Role Ecological  
Levels 
Addressed

Methods Funding Partners Learnings  
and 
Outcomes

Counselling 
for Cardio-
vascular Risk 
Reduction

Master’s 
student

Individual

Interpersonal

Program 
evaluation 
with  
control 
group

Practice- 
based 
project

Mentors and 
professional 
colleagues

Limits of 
focusing on 
individual 
change, need 
to address 
social context

Addressing 
nutritional 
inequities

PhD 
candidate

Interpersonal

Organizational 

Community

Qualitative 
(ethnog-
raphy) and 
CBPR1

Graduate 
student 
awards

Parent  
Centre, 
Nutrition 
Council

Power of 
participatory 
research

Heart Health 
Nova Scotia

Volunteer Organizational 
Community

Mixed 
methods

NHRDP2 Government, 
NGOs,3 
communities

Power of 
partnerships

Diabetes in 
Cape Breton 
Mi’kmaq

Principal 
investigator

Organizational

Community

Ethnog-
raphy and 
CBPR1

NHRDP2 Aboriginal 
communities

Culture and 
participatory 
research

Alberta 
Heart Health 
Project

An Ecological 
Perspective 
on Capacity 
Building for 
Population 
Health

Principal 
Investigator 

Salary 
Award

Organizational

Community

Mixed 
methods

AH&W4 
NHRDP2 
CIHR5

AHFMR6 
Health 
Scholar

Health orga-
nizations, 
government

Value of 
teams, 
value of pro-
tected time 
for research,
building on 
research 

“platforms”

An Ecological 
Perspective 
on Promot-
ing Healthy 
Weights/ 
Promoting 
Optimal 
Weights 
through 
Ecological 
Research 
(POWER)

Team grant 
(Principal 
investiga-
tor) 

Salary 
Award

Individual

Interpersonal

Organizational 

Community 

Policy (some)

Multiple 
and mixed 
methods 
(several 
projects)

CIHR5
HSFC7

AHFMR6 
Health 
Senior
Scholar

Health  
organi-
zations, 
schools, 
communities, 
government

Value of 
teams, 
building on 
research  
platforms, 
value of  
relationships 
with policy- 
makers and 
practitioners
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Project Role Ecological  
Levels 
Addressed

Methods Funding Partners Learnings  
and 
Outcomes

Healthy 
Alberta 
Communities

Environ-
mental 
Interven-
tions for 
Obesity and 
Chronic 
Disease 
Prevention

Co-director 
of an evalu-
ation of an 
embedded 
intervention

Salary 
Award 
(Applied 
Public 
Health 
Chair)

Organizational 

Community 

Policy

Mixed 
methods—
health and  
community 
outcomes

AH&W4

CIHR5
HSFC7

Com-
munities, 
government, 
policy-makers

Value of 
embedded 
research for 
knowledge 
translation

Alberta  
Policy 
Coalition 
for Cancer 
Prevention

Co-principal 
Investigator

Organizations

Policy

Mixed 
methods

Alberta 
Cancer 
Legacy 
Fund/
Alberta 
Health 
Services

NGOs,3  
voluntary 
organizations, 
government

How much 
fun (and 
work)  
advocacy is, 
need for evi-
dence base

Thr!ve on 
Community 
Wellness

Research 
consultant

Organizations

Community

Mixed 
methods

Alberta 
Cancer 
Founda-
tion

Alberta 
Health 
Services, 
communities

Importance 
of turning 
over the 
leadership 
to scale up 
and spread 
interven-
tions (based 
on Healthy 
Alberta 
Communities 
Model)

Notes
(1) Community-based participatory research
(2) National Health Research and Development Program
(3) Non-governmental organizations
(4) Alberta Health & Wellness
(5) Canadian Institutes of Health Research
(6) Alberta Heritage Foundation for Medical Research
(7) Heart and Stroke Foundation of Canada
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For me, the run is my favourite part of a triathlon. It’s so pure—no 
special equipment, just the runner, the road . . . and lots of other runners 
to share the journey. To finish a marathon, it is the commitment to the 
long runs that counts, and the courage to keep moving often comes from 
your training partners. Relationships are built and plans are made on the 
trails while training on those long runs. No one finishes alone; there are 
always supporters there until the end. And right after crossing the finish 
line, you are planning the next race, the next challenge. Where can we 
run together next?

Involvement of Others

From the very beginning, I have rarely worked alone. Perhaps this is 
related to my professional and practice-based roots and training. Or it 
may be that my interest in public health issues is broad-based and multi-di-
mensional. I actually find it difficult to describe the process of working 
together because it is “just the way it is done”! Over years, I have built 
and nurtured relationships with practitioners and policy-makers just by 
being inclusive (or included) and working with them. For example, when 
I am invited to participate in think tanks or planning sessions led by gov-
ernment, I make every effort to participate. In return, when I am seeking 
input and advice on research proposals or funded projects, I deliberately 
seek partners in practice and policy, and am seldom disappointed with 
levels of participation. The same can be said of research colleagues. What 
begins as discussions of mutual interest often leads to collaboration. 

Of course, there are dangers to working with others and reciprocating 
multiple invitations to participate. Time is a key resource, and loss of time 
not well invested is a threat to productivity; papers are not written, and 
grants are not submitted or submitted in less than ideal form. It is impos-
sible to fully prejudge what will be a good investment and what will be a 
waste of time. Sometimes large time investments may at first seem to be for 
naught (an unsuccessful team grant, for example), but the relationships built 
in preparing that grant live for years in new opportunities—the silver lining. 
Other times, even small amounts of time wasted in unproductive wheel 
spinning can put limitations on productivity; knowing when to cut your 
losses is essential. As I mature in my research career, I have become better 
able to judge when to say “no”, or when to withdraw before I get in too 
deep. I seldom say “no” outright to people with whom I have established a 
good working relationship. But I am able to enter into deeper conversations 
about the meaning of my participation and the nature of the work, so that 
I am able to say, “Yes, I can do that part, but I am unable to follow up on 
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the other . . . Perhaps [name of student who needs this experience] could 
help out there.” And then there are others to whom I have no problem at all 
saying “no”. I often jest that I do not do anything that is not fun. Some peo-
ple are just not fun to work with! Those are the people I readily turn down. 

The key to working with others (apart from fun) appears to be mutual 
respect. When colleagues value each other’s contributions, and recognize 
that others bring strengths and skills that they themselves may not have, 
a foundation is built for a long-standing, productive collaboration. I am 
lucky to have been mentored by senior colleagues who have shared values 
of interdisciplinarity and cross-sectoral collaboration, and I have tried to 
mentor junior colleagues, including graduate students and junior faculty, 
in similar ways. However, I am the first to admit that the mentorship is sel-
dom a planned and purposeful learning session, but instead a modelling of 
what has worked for me along with encouragement to try a similar approach.

It is interesting to me how involving others is not valued by all in the 
academy. While I respect the need for solitary scholarship, it neither fits 
my research interests nor my personality. When I am overwhelmed with 
multiple deadlines, I will often comment to one of my close colleagues that 
maybe I should just shut the door to my office and write papers. He just 
laughs and says, “But that’s not the nature of the beast.” 

However, I have experienced tensions in some contexts where I rec-
ognized that the type of work I do was seen as less worthwhile than more 
traditionally valued, independent, investigator-driven research. These 
varied perceptions were brought home to me when, in one research sem-
inar discussing the importance of evidence-informed decision-making, an 
employee from the Ministry with a very prolific research program quipped, 

“If I have an issue that the Minister needs to address, I either make sure 
that I get to him before Kim does, or I ask Kim to take it forward for me.” 
While I know he was paying me a compliment—Kim has the ear of the Min-
ister and the ability to present ideas in understandable and actionable ways—I 
knew there were colleagues in the room who interpreted the comments as 
critical: Kim’s research lacks substance, but she can spin a good story. Engaged 
scholarship is seen by some as deteriorating into co-opting government 
agendas. I would rather view it as negotiating common ground so we can 
move forward together on evidence-informed policy.

Impact of My Program of Research 

Impact can be measured in several ways. In some respects, it is depressing 
to think that I have been working towards broad upstream public health 
efforts to create environments supportive of healthy eating for over twenty 
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years, yet eating habits and obesity rates have only worsened over that 
time. Then I remember that I am in competition with, to name just one 
adversary, industries such as “Big Food” that invest billions of dollars into 
marketing products for overconsumption (Brownell & Warner, 2009). 
Those of us working in obesity prevention have much to learn from the 
successes of tobacco control, but we are not nearly as well organized yet. 

If impact means making a contribution to a new way of thinking about 
addressing the social determinants of healthy eating, then I believe my 
program of research has had a role to play. Our team has pushed bound-
aries of research, practice, and policy, and we have played major roles in 
national planning for future population health initiatives for integrated 
chronic disease prevention. Many trainees are now leaders in diverse set-
tings: research (career-funded faculty), practice (decision-makers or senior 
managers in nutrition service delivery), and policy (researchers in govern-
ment agencies). 

Currently, our community-based intervention for obesity and chronic 
disease prevention, Healthy Alberta Communities, is being used as a 
model for community-based health promotion throughout Alberta. This 
is happening despite only modest demonstrated impact on health out-
comes. However, by developing novel community evaluation strategies, 
we helped to advance understanding of how environmental interventions 
affect health before health outcomes data demonstrate change. We were 
able to capture the complexity of change in a social context to show how 
building capacity through collaborative approaches transforms community 
environments (Raine et al., 2010). For practitioners and policy-makers, the 
environmental changes were much more compelling. Our work on policy 
approaches to address physical activity and nutrition through the Alberta 
Policy Coalition for Chronic Disease Prevention (http://www.abpolicyco-
alitionforprevention.ca) is achieving international attention as a model for 
policy change. The full impact of that work is yet to be determined.

Key Issues 

One of the main areas I have had to learn to concentrate on is building 
relationships. Relationships span disciplines and sectors—be they aca-
demic, policy, or practice people—and are absolutely essential; indeed, 
they are the foundation for years of productive work together. The time 
required for developing relationships is extensive, but the importance can-
not be overstated. With solid relationships built on a foundation of trust, 
the possibilities are endless. 
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Of course, it would be naive to think that it’s possible to get along well 
with everyone. As I have mentioned before, when disagreements arise, 
due to conflicting values, competition, or just plain personality differences, 
there may come a time to acknowledge incompatibility and just let go. 
Another lesson I have learned, however, is that sometimes differences 
are not as big as first impressions may lead you to assume. For example, 
I have an obvious advocacy stance against large corporations that market 
unhealthy food products to impressionable children. I have been known 
to use fast-food logos in slide presentations to illustrate what are, in my 
view, unethical marketing practices. At a meeting on “building trust,” I 
found myself sitting around the same table with an executive from one of 
those fast-food companies. I had my back up, prepared to be adversarial. 
However, as we worked through the day’s agenda, I was able to see her 
as a person, not simply a corporate representative. We had some (not all) 
values in common. That was a starting point.

I learned that day that people are people, and not to judge too quickly 
based upon their position. (I thought I had learned that lesson years ear-
lier, when I was studying the lives of women on welfare. It took me much 
longer to recognize that the same applies at both ends of the social ladder.) 
In an echo of the common ground my pregnancy afforded when I was 
hanging out in housing projects with low-income moms, I spent dinner 
with the fast-food executive talking about the joys and challenges of being 
a hockey mom—a role we shared.

While on the subject of relationships, I would be remiss not to bring 
the challenge of work–life balance into the discussion. I am very lucky to 
have two well-adjusted, happy, and interesting children. I enjoyed spend-
ing time with them as they were growing into adults, and it was a lot of 
fun to watch them grow physically, mentally, and socially. While it was 
challenging to juggle the demands of an academic career with motherhood, 
academia has its benefits. Flexibility has to be one of the most valuable 
aspects of academic life for me. I did not have to miss the field trips, the 
sick days, and the hockey games because of work; I could just do my work 
at a different time . . . Of course, this is also the disadvantage of a flexible 
schedule. Work does not end at 5 p.m.; it just stops temporarily for daycare 
pickups and an evening of supper, homework, hockey games, and bedtime 
stories. Then it starts again when the kids are asleep. So, it is essential to 
build time for yourself into your schedule. That is why I became a mar-
athon runner and then a triathlete: being active was just for me (and for 
social time with friends). Making time for training helped me to practise 
what I preach, and to clear my head. Many of my best ideas have hit me 
on the running trails!
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Advice to Others?

Be yourself, and be genuine. Everyone brings different strengths to the 
table, and respecting those differences is essential. Not everyone has it in 
their nature to be a relationship builder, or to be a collaborator, or to con-
sider the applied nature of their work. We need the solitary scholars too. 
Find your passion and your niche and work to it. However, recognize that 
certain models of working have their drawbacks. For example, engaged 
scholarship may lead to fewer peer reviewed publications, and more pol-
icy-relevant documents that may not be held in as high regard in some 
university reward systems. (I still think it is more fun, though!)

Conclusion

Being an applied public health researcher is like being a triathlete: it is 
challenging and you need to be proficient in more than one skill. I started 
my career as a practitioner with questions. I needed to learn to be a 
researcher to answer those questions, but I also needed to connect with 
the real world and to work across disciplines and sectors to do applied 
public health research that is, hopefully, making a difference. I am always 
challenged, but that is what makes the work so interesting. I started as a 
runner, as a way to protect my health, commune with friends, and clear my 
head. I took up cycling to add some variety to my routine, and soon discov-
ered it was a lot of fun and a great way to see the world. I am still learning 
to become a proficient swimmer; I am slow and awkward, and open water 
scares me. But the challenge of a triathlon keeps life interesting.

References

Bronfenbrenner, U. (1979). The ecology of human development. Cambridge, MA: 
Harvard University Press. Retrieved from https://khoerulanwarbk.files.
wordpress.com/2015/08/urie_bronfenbrenner_the_ecology_of_human_develop-
bokos-z1.pdf

Brownell, K. D., & Warner, K. E. (2009). The perils of ignoring history: Big 
Tobacco played dirty and millions died. How similar is Big Food? The Milbank 
Quarterly, 87(1), 259–294. https://doi.org/10.1111/j.1468-0009.2009.00555.x

Green, L. W., Richard, L., & Potvin, L. (1996). Ecological foundations of health 
promotion. American Journal of Health Promotion: AJHP, 10(4), 270–281. 
https://doi.org/10.4278/0890-1171-10.4.270



A Program of Research to Promote Healthy Weights and Prevent Chronic Disease  159

Hawe, P., & Potvin, L. (2009). What is population health intervention research? 
Canadian Journal of Public Health / Revue Canadienne de Santé Publique,  
100(1), I8-14.

McLeroy, K. R., Bibeau, D., Steckler, A., & Glanz, K. (1988). An ecological 
perspective on health promotion programs. Health Education Quarterly, 15(4), 
351–377.

Raine, K. D. (2004). Overweight and obesity in Canada: A popula-
tion health perspective. Ottawa, ON: Canadian Institute for Health 
Information. Retrieved from https://secure.cihi.ca/free_products/
CPHIOverweightandObesityAugust2004_e.pdf

Raine, K. D., Plotnikoff, R., Nykiforuk, C., Deegan, H., Hemphill, E., Storey, K., . . . 
Ohinmaa, A. (2010). Reflections on community-based population health inter-
vention and evaluation for obesity and chronic disease prevention: The Healthy 
Alberta Communities project. International Journal of Public Health, 55(6), 
679–686. https://doi.org/10.1007/s00038-010-0187-7

Stokols, D. (1996). Translating social ecological theory into guidelines for commu-
nity health promotion. American Journal of Health Promotion: AJHP, 10(4), 
282–298. https://doi.org/10.4278/0890-1171-10.4.282

Travers, K. D. (1995). Using qualitative research to understand the sociocultural 
origins of diabetes among Cape Breton Mi’kmaq. Chronic Diseases in Canada, 
16(4), 140–143.

Travers, K. D. (1996). The social organization of nutritional inequities.  
Social Science & Medicine, 43(4), 543–553. https://doi.org/10.1016/ 
0277-9536(95)00436-X

Travers, K. D. (1997). Reducing inequities through participatory research 
and community empowerment. Health Education & Behavior: The Official 
Publication of the Society for Public Health Education, 24(3), 344–356. https://doi.
org/10.1177/109019819702400307

Travers, K. D., Tan, M.-H., MacCleave, A. P., Murphy, A., & Whiting, S. (1992). 
Evaluation of a motivational education program for cardiovascular risk reduc-
tion: Effects on knowledge and behavior. Journal of Nutrition Education, 24(3), 
109–116. https://doi.org/10.1016/S0022-3182(12)81035-1





161

8

From Imitation to Creation 
The Evolution of a Research  
Program in Decision Support

A N N E T T E  M . O’C O N N O R

Overview

This chapter describes a program of research in decision support. It 
describes how my research objectives evolved from measuring and under-
standing patients’ decisional needs, to developing and evaluating decision 
support interventions, and finally to designing strategies for implementing 
these interventions in health care systems. I also highlight the importance 
of extending the interdisciplinary composition of our teams; building 
international connections; and making the transition from descriptive to 
intervention to translational research. 

Introduction

My research program aimed to improve the decision-making of patients 
who face difficult decisions and to improve the decision support skills of 
their practitioners. Difficult decisions have multiple options, unknown 
outcomes, or known benefits and harms that patients value differently. For 
example, the decision to take more aggressive treatments when simpler, 
safer options fail to control symptoms (e.g., pain) often involves weighing 
the chances of symptom relief against the chances of known harms and 
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side effects, inconvenience, and scientific uncertainty about outcomes. 
Frail seniors deciding about their location of care may need to consider 
the trade-offs between security and independence. 

In the past, health professionals made these difficult decisions in the 
best interest of their patients. Unfortunately, they were not very good at 
judging the features of options that matter most to an informed patient. 
Therefore, a “shared” decision-making approach (Charles, Gafni, & 
Whelan, 1997; Makoul & Clayman, 2006) was advocated, which recog-
nizes at least two experts in a clinical encounter: the patient and the health 
professional. The health professional has the technical expertise to identify 
the clinical problem, options, outcomes, and associated probabilities. To do 
this well, practitioners need to develop their decision support skills such as 
risk communication, values clarification, and structured guidance in delib-
eration (O’Connor, Légaré, & Stacey, 2003). In contrast, the patient is the 
expert on the features of options that matter most. To judge the personal 
value of these features (processes involved, possible benefits and harms, 
scientific uncertainties), patients need to become informed about their 
options and their corresponding features (Elwyn et al., 2006). “Patient 
decision aids” that inform and clarify values can be used before or during 
a clinical encounter to prepare patients for informed discussions with 
their practitioners (O’Connor, Rostom, et al., 1999; Stacey et al., 2014).

The Program of Research

Origins 
As a nurse who was educated in the late 1960s, I was struck by how little 
information and control patients had with respect to the care that they 
received. In the 1970s, I was influenced by the self-care movement and 
the anthem of my generation: “Information is power.” Although I used a 
self-care framework in training nursing students, I saw little evidence of 
its application in health care systems. While information gradually became 
more available to patients, it was not presented in a form to support active 
engagement in decision-making. In the early 1980s, through my doctoral 
studies and participation in the Society for Medical Decision Making,  
I learned about frameworks and tools to improve decision-making. They 
were developed from different disciplines, such as health sciences, cog-
nitive psychology, economics, engineering, informatics, and sociology. 
At the time, only a handful of researchers were interested in the role of 
patients’ values in decision-making. The most frequent comment about 
my research was: “What decisions? Patients don’t make decisions; they 
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are told what to do.” While it was true that in the paternalistic world of 
health care the patients did not “share” decisions in the clinical encounter, 
they did make decisions afterward. Often their response was to reject the 
medical advice they had been given, sometimes with inadequate under-
standing of the options. 

Over time, a small group of researchers was instrumental in developing 
the field of “shared decision-making.” This field of study was buoyed by 
several trends in health care research and policy: a) consumerism; b) evi-
dence-informed practice that identified difficult decisions and outcomes; 
c) patient-mediated strategies to reduce unwarranted regional practice 
variations; d) quality improvement reforms focused on patient-oriented 
care; and e) knowledge translation initiatives to reduce research-to-prac-
tice gaps. As funding and interest in these trends emerged, our small 
group of shared decision-making researchers became experts in “mosh pit” 
timing to move our research agenda forward as part of a larger movement.

How the Program of Research Has Evolved
The key milestones of my research program are summarized in table 8.1. 

Table 8.1  A “Research to Policy” Framework (Lomas, 1997) Applied to My Research 

Fundamentals To Trials Trials To Implementation

1986–88 Fumbling 1999 Cochrane Review

1989 Practice Framework 2000 Oxford Forum

1995 Validated Measures 2001 Delivery Models

1995 Clinical Course 2002 Global Decision Aid Inventory

1998 Trials: Decision Aids 2002 Continuing Education Training

2005 Implementation

2004 Accreditation Measures

2006 Standards

2007 Legislation

2007 E-health record reports

As shown in table 8.1, I characterize my early research career as a time 
for “fumbling around.” The theoretically elegant frameworks and methods  
I used were a poor fit for the clinical applications. In retrospect, I spent too 
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much time imitating others rather than forging ahead with my own ideas. 
A sea change occurred when I received three practice-oriented requests to: 
(1) write a chapter for a clinical audience on a new problem in the nursing 
taxonomy known as decisional conflict (personal uncertainty about the 
best course of action); (2) address a group of practitioners on how to help 
someone facing a difficult decision; and (3) teach a six-week graduate clini-
cal course on decision support frameworks, clinical skills, and tools. These 
requests reflected my core interests and motivations as a practitioner and 
educator. I had witnessed the agony of people’s uncertainty when consid-
ering options such as placing a relative in a nursing home. I had also seen 
the confusion in patients who did not know enough about what was going 
on to participate in their care. I wanted to help people become engaged in 
decision-making and make informed decisions that corresponded to the 
features that mattered most to them. I wanted to train practitioners to do 
a better job in supporting patients’ decision-making. 

There was very little research that I could use to meet these requests. 
As a consequence, the needle on my research compass finally stopped 
twirling and it focused on patients’ decisional needs and the clinical skills 
of decision support. I developed a practice-oriented conceptual framework 
(O’Connor et al., 1998a; O’Connor & O’Brien-Pallas, 1989) and measures 
to operationalize the variables (O’Connor, 1995). I gradually moved from 
describing patients’ decisional needs and practitioners’ decision support 
needs (O’Connor, Jacobsen, & Stacey, 2013) to developing and evaluat-
ing needs-based decision support interventions (Dodin, Légaré, Daudelin, 
Tetroe, & O’Connor, 2001; Goel, Sawka, Thiel, Gort, & O’Connor, 2001; 
Laupacis et al., 2006; Man-Son-Hing et al., 1999, 2002; O’Connor, Drake, 
et al., 1999; O’Connor, Fiset, et al., 1999; O’Connor et al., 1998b; Patient 
Decision Aids Research Group, 2018; Rostom, O’Connor, Tugwell, & 
Wells, 2002; Vandemheen et al., 2009). 

As a knowledge base evolved, my graduate clinical course became an 
opportunity to incorporate new findings and to develop knowledge trans-
lation materials such as: understandable practice frameworks, decisional 
needs assessment workbooks, inventories of decision aids, performance 
appraisal tools, and skills-training modules. The experienced practitioners 
in the course helped us to refine these materials with their critiques 
regarding relevance and feasibility for use in practice. We established 
linkages with local clinical agencies to identify issues that required “rapid 
response” needs assessments. An agency preceptor met with a group of 
students over a six-week period to plan, conduct, and present the results 
of a needs assessment. This activity served to bridge practice with training 
using state-of-the-art research findings. Gradually, people from different 
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disciplines took the clinical course. Eventually, we hosted international 
visitors who would attend the course in person or at a distance. We also 
developed continuing education modules.

I also developed another graduate course in the clinical epidemiology 
program on how to build decision aids and plan their evaluation. I taught 
this course with a physician, a medical sociologist, and a cognitive psy-
chologist. This rich mix of perspectives helped me to appreciate the value 
of other disciplines in shaping students’ training. Eventually, I developed 
an online training program on how to build and evaluate a decision aid 
to meet international standards. The program evolved as we found better 
ways to link the program to the producers of evidence reviews, such as the 
Cochrane Collaboration Musculoskeletal Review Group.

Over many years our program of research matured to the point where 
it is now having an impact on health care. To accomplish this, we had to 
forge relationships with researchers and innovative providers internation-
ally. These linkages resulted in ongoing systematic reviews (O’Connor, 
Rostom, et al., 1999; Stacey et al., 2014) and the development of deliv-
ery models (Collins et al., 2009; Murray, Stacey, Wilson, & O’Connor, 
2010; Stacey, O’Connor, Graham, & Pomey, 2006), standards (Elwyn et 
al., 2006), policies, and legislation (O’Connor et al., 2007). 

Although I did not plan it in advance, my research trajectory was 
employing a “Research to Policy” Framework (Lomas, 1997) (table 8.1). 
The details regarding how the framework, networks, and knowledge 
exchange strategies evolved are described next.

Underlying Conceptual Framework 
The Ottawa Decision Support Framework was developed to answer the 
very fundamental question: how do you help patients who face difficult 
health care decisions? This practice-oriented framework was based on 
constructs or theories from psychology, economics, and nursing (Ajzen 
& Fishbein, 1980; Bandura, 1982; Fischhoff, Slovic, & Lichtenstein, 
1980; Janis & Mann, 1977; Keeney, 1982; North American Nursing Diag-
nosis Association, 1988; Orem, Taylor, & Renpenning, 1995; Tversky & 
Kahneman, 1981). The framework evolved from a strong practice orienta-
tion (O’Connor & O’Brien-Pallas, 1989) to a detailed research orientation 
(O’Connor et al., 1998a). The 1998 research version (table 8.2) was evalu-
ated in over thirteen clinical contexts. It was refined with the emergence 
of new evidence on what decision support can accomplish (informed 
values-based decisions) and what it cannot affect (general measures of dis-
tress or anxiety, quality of life, and satisfaction with care). It was shaped by 
the emerging international consensus on the primary outcome of decision 
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1. �Assess client & 
practitioner  
determinants  
of decisions 

2. �Provide decision 
support

  a) �Prepare practi-
tioner & client for 
decision-making

  b) �Structure follow- 
up interaction 

3a. �Evaluate quality  
of decision and  
decision-making 
process

3b. �Evaluate 
client  
outcomes of 
decision

Socio-demographic  
& clinical 
characteristics

Tailor to participants’ 
characteristics

Satisfaction with 
decision support 
& decision-making 
process

Improved 
health-related 
quality of life

Perception of  
the decision

Knowledge

Expectations

Values

Decisional conflict

Provide access to 
information 

Clarify/modify 
expectations 

Clarify values 

Tailor support to  
factors contributing  
to decisional conflict

Improved knowledge 

Realistic expectations

Improved clarity of  
values & value congru-
ence with decision 

Reduced decisional 
conflict 

Reduced decision delay 

Satisfaction with 
decision

Reduced 
stress from 
consequences 

Reduced regret

Appropriate 
persistence with 
decision

Perception of  
important others 

Norms 

Pressure 

Support 

Decision  
participation roles

Clarify/modify  
perceived norms

Clarify pressure 

Facilitate self-help  
skills handling pressure

Facilitate access  
to support 

Tailor support to a 
decision participation 
preference

Realistic perception  
of norms and pressure

Satisfaction with  
decision support

Appropriate  
persistence with 
the decision

Resources to make & 
implement decision

Personal resources:
•	 experience 
•	 self-efficacy 
•	 skills 
•	 motivation 
•	 other resources 

External resources

Enhance self-help skills 
preparing for, making, 
and implementing  
decisions and coping 
with consequences 

Facilitate access to 
resources

Improved self-efficacy 
Improved decision- 
making skills 

Decision 
implementation 

Improved knowl-
edge of appropriate 
resources

Reduce  
distress from 
consequences 

Appropriate  
persistence  
with decision 

Appropriate and 
efficient use of 
resources that 
increase satisfac-
tion with care

Table 8.2  1998 Ottawa Decision Support Framework (O’Connor et al., 1998a)

Note. Reprinted from “A Decision Aid For Women Considering Hormone Therapy After Menopause: Decision 
Support Framework and Evaluation,” by A. M. O'Connor et al., 1998, Patient Education and Counseling, 33(3), 
p.269. Copyright (1998) by the Elsevier Science Ireland Ltd. Reprinted with permission from Elsevier.
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aids (decision quality). It was simplified (Stacey et al., 2009) when I used 
it in clinical courses as well as training workshops for call centre nurses. 
Only the main concepts were included; sub-components and definitions 
were placed in a separate table. A parsimonious framework is important 
to communicate the essentials to others.

The framework (figure 8.1) explains the relationship between partici-
pants’ decisional needs, decision quality, and decision support (O’Connor, 
2018). In a nutshell, unresolved decisional needs adversely affect decision 
outcomes. Decision support can improve decision outcomes by addressing 
decisional needs using clinical counselling, decision tools, and/or coach-
ing. The framework has been tested and applied in North America, the 
UK, and Australia, predominantly in middle-class populations. There was 
a ten-year project using the framework with disadvantaged populations in 
Chile (Bunn et al., 2006). 

Figure 8.1  2018 Ottawa Decision Support Framework (O’Connor, 2018; Loiselle, 
Michaud, & O’Connor, 2016. Reprinted with permission of author.)

Involvement of Others 
Connections among disciplines are crucial. I cannot overemphasize the 
importance of interdisciplinary perspectives not only in graduate train-
ing but also in research team building. One discipline cannot successfully 

DECISION NEEDS
- Decisional con�ict
- Inadequate knowledge
   & unrealistic expectations
- Unclear values
- Inadequate support & resources
- Complex decision characteristics
- Personal & clinical needs

DECISION OUTCOMES
•  Decision quality

- Informed
- Values-based

•  Actions
    - Decision delay
    - Continuance with chosen option

•  Impact
- Values-based health outcomes
- Regret & blame
- Appropriate use & cost of services

DECISION SUPPORT
Clinical counseling,
Decision tools, &/or Coaching
- Clarify decision & decisional needs
- Provide information & probabilities
- Enhance support from others
   & resources
- Monitor & facilitate progress

FIGURE 8.1  /  2018 Decis ion Support
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study complex phenomena on its own. In the 1970s, a wise mentor in my 
master’s program steered me away from “lone ranger” research. In the 
1980s, I eliminated some of my disciplinary prejudices and territorial atti-
tudes by participating in an interdisciplinary PhD program and by joining 
an interdisciplinary scientific society. In the early 1990s, I met with two 
mentors, explaining my vision to improve the shared decision-making pro-
cess in clinical care. Both of them were blunt: you need to work with the 
best researchers in key disciplines not only to be successful at research but 
also to change the health care system. These were wise words.

Subsequently, I led a large interdisciplinary team of scientists, students, 
and staff. There was a core group of scientists who steered the program as 
well as research staff to provide administrative support. Examples of the 
specific projects and principal investigators involved in them are found on 
the current Patient Decision Aids website (https://decisionaid.ohri.ca/) 
(Patient Decision Aids Research Group, 2018). The range of disciplines 
included: health sciences (administration, audiology, medicine, nurs-
ing, physiotherapy, pharmacy) as well as biostatistics, computer science, 
engineering, psychology, and sociology. Most of the health science inves-
tigators also had training in clinical epidemiology.

The selection of topics was determined in several ways. Doctoral stu-
dents, post-doctoral fellows, and visiting sabbatical scientists created 
projects in their areas of interest. We were often approached by a clinician 
who identified a challenging decision that patients faced. In our courses, 
we solicited clinical agencies for priority needs assessment topics, which 
sometimes led to a research project. Some students who took our courses 
went on to do further research. The musculoskeletal projects emanated 
from condition-specific systematic reviews of therapies in rheumatology. 
The leads of the reviews identified the decisions that involved making 
trade-offs between known benefits and risks or scientific uncertainties. 

In forming the research teams, we determined who was the lead inves-
tigator and then involved others who had complementary skills. It was 
important that we had people with expertise in clinical content, evidence 
review, decision-making, evaluation, and measurement.

My association with the University of Ottawa’s Institute of Population 
Health stimulated me to broaden my interests beyond the clinical setting 
to populations. We conducted two population-based surveys to identify 
priority areas in Canada (O’Connor, Drake, et al., 2003) and Chile (Bunn 
et al., 2006). Two experienced clinicians (F. Légaré, D. Stacey) enrolled 
in the Institute’s doctoral program. Their foundational training in trans-
disciplinary, systems-oriented approaches prepared them for successful 
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knowledge translation research careers and leadership in the field of 
shared decision-making. 

Eventually, our work moved beyond local projects. We worked with 
international investigators to conduct an ongoing Cochrane Collabora-
tion systematic review of trials of decision aids (O’Connor, Rostom, et 
al., 1999; Stacey et al., 2014). As we moved to implementation research, 
expertise in implementation science, health service delivery, and change 
management was also crucial. We also needed practice sites where inno-
vations in care could be tested. During a sabbatical I was able to work 
with such innovators at the Dartmouth Hitchcock Medical Center as well 
as Health Dialog nurse call centres. These centres provided a “green-
house” to test innovations in delivering decision support. Subsequently, 
there were opportunities for our team to test innovations in Canadian call 
centres (Stacey, Pomey, O’Connor, & Graham, 2006) and primary care 
centres (Légaré, O’Connor, Graham, Wells, & Tremblay, 2006) as well as 
in other countries, such as England, Chile, and Australia.

The eventual interest in setting standards for decision aids involved 
creating an extensive network of researchers, practitioners, consumer 
groups, and policy-makers whose members aim to improve and imple-
ment decision support. This network, known as the International Patient 
Decision Aids Standards Collaboration involved one hundred stakeholders 
and fourteen countries (Elwyn et al., 2006).

I often learned the hard way about successful strategies for engaging 
interdisciplinary learners and scientists in the process of inquiry. Strate-
gies included: programmatic focus on problems that cannot be solved by 
one team or discipline; infectious enthusiasm; organized follow-through 
by very competent research staff; empathic understanding and respect 
for different goals and points of view; concrete proposals for funding and 
production of deliverables; and a willingness to share time and resources. 
Above all, we asked the question: how can this activity be of mutual ben-
efit to us all? 

 Knowledge Exchange Strategies 
Of course, there have been the usual dissemination strategies: book chap-
ters; peer reviewed papers; conference presentations to researchers and 
clinicians and policy audiences; technical reports, editorials, and other 
knowledge translation papers; and copyrighted decision aids and tools. 
Our teams also worked with NGOs and libraries to ensure that some of 
our more popular decision aids were accessible to consumers. However, 
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different strategies were needed for sustainable changes in health care 
and policy. I was fortunate to team up with researchers in implementation 
science and health policy close to the time that our research was ready to 
influence health services and policy. Locally, the focus of our program 
grant and graduate training included not only shared decision-making but 
also knowledge translation. Internationally, I worked with research teams 
who had a dual interest in shared decision-making and health policy. Three 
specific knowledge translation strategies that grew out of all these experi-
ences are discussed below: 1) building development and implementation 
tool kits; 2) influencing health policy; and 3) mentoring the next generation.  

Building Development and Implementation Tool Kits
Research output needs to be transformed into products that are usable 
by patients, practitioners, and policy-makers. Our Patient Decision Aids 
website includes a global inventory of decision aids, links to the abstract 
of our ongoing Cochrane systematic review, and tool kits for developing 
and implementing decision aids. Some of our knowledge translation tools 
include: an auto-tutorial, a skills building workshop, a coaching guide, and 
performance appraisal tools. 

The website evolved from very practical requests from different audi-
ences to train them in the development or use of decision aids (graduate 
students, researchers, practitioners, policy-makers). The website is very 
popular; if you use the Google search term “patient decision aid,” our web-
site is one of the top listings. Ongoing development and maintenance of 
the website was funded by a knowledge translation program grant as well 
as in-kind contributions by the faculty and graduate assistants who teach 
our annual decision support courses.

Influencing Health Policy 
Health policy was a big challenge for me as I had no connections or exper-
tise in this area. However, I worked with those who did. In 2001, I was 
one of several co-leads of the six-month Oxford Forum on Shared Deci-
sion Making, which focused on knowledge exchange (training, systematic 
reviews, policy development) in North America and Europe. This initiative 
fostered the creation of biannual conferences, summer institutes, ongoing 
systematic reviews, standards, policy and legislation, and health services 
demonstration projects. As a result of the connections made via these 
activities, I became a co-lead for an international conference and four 
summer institutes that assembled international leaders and next-genera-
tion researchers. I taught and fostered the implementation of courses and 
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workshops for managers and knowledge brokers as well as for researchers 
and clinicians. I advised decision-makers in North America and Europe. 

The linkage to decision-makers posed the biggest challenge. I had two 
opportunities to become involved. The first occurred during a sabbati-
cal at the Dartmouth Institute for Health Policy and Clinical Practice in 
New Hampshire. I joined a team of researchers in health policy, law, and 
shared decision-making who wrote a series of policy papers, hosted online 
seminars, and advised legislators on health care reform. This group was 
also instrumental in advising on health reform legislation in Washington 
State (Bill #5930 passed in 2007) and Washington, DC (Bill H.R. 2580 
and S1133). 

These policy researchers had long-standing links to policy-makers. 
My knowledge exchange role was to inform those drafting the bill about 
decision aids (definitions, systematic review results, international stan-
dards, training initiatives). The Washington State bill actually changed the 
informed consent laws to include the use of decision aids. Earl Blumenaur, 
sponsor of Bill HR2580 (which was not passed), was an early co-sponsor of 
the HR3590 bill (which was). The latter bill defined shared decision-mak-
ing, called for the development of performance criteria by the National 
Quality Forum, and provided funds (CAD nine billion dollars over ten 
years) to implement a Center for Medicare and Medicaid Innovation. One 
of the innovations was to establish a program to assist beneficiaries in 
making informed health care choices by paying providers for using patient 
decision support tools that improve beneficiary and caregiver understand-
ing of their medical treatment options.

Another opportunity in Canada arose when a federal granting agency 
(Canadian Institute for Health Research) sponsored a “Best Brains Con-
sultation” in which provincial health ministries who had identified policy 
priorities were matched with researchers in the field. The province of 
Saskatchewan had launched a “Patient First” health strategy and was 
interested in the latest research and best practices in patient-oriented 
reforms. The roll-out of patient decision aids and shared decision-making 
in selected surgical services in Saskatchewan followed. This meeting also 
led to other knowledge exchange opportunities (a summer institute linking 
policy-makers interested in implementing shared decision-making with 
researchers; workshops linking researchers and pilot project clinical teams). 

Knowledge translation can be quite time-consuming, and each 
researcher needs to decide how much time they will devote to that activity 
relative to generating new knowledge. As one’s career progresses, there is 
a natural motivation to ensure that the fruits of your labour have an impact 
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in practice. Moreover, your academic peers and funders begin to look for 
evidence of impact of your work.

Mentoring the Next Generation 
Mentoring is an essential knowledge exchange strategy. In the course of 
my career, I have mentored and advised hundreds of graduate students, 
post-doctoral fellows, and researchers around the world. In the early days, 
mentoring was informal, but then I built it into most training and devel-
opment opportunities. It is an opportunity to “pay forward” the support 
and advice obtained from your own mentors during your early career. 
The intensity of mentoring varied. It was intense for graduate students, 
post-doctorate fellows, and research staff. For others, I would conduct 
one-hour consults, requesting an agenda and one-page abstract in advance. 
This initial contact was sometimes followed up with other calls or with the 
involvement of our research staff. 

This brings me to an important point: do not forget to mentor your 
research staff; they hold the tacit knowledge of your research program and 
are the key to long-term success. Once I had more stable funding, I did 
not hire students to do projects (although they were involved in projects 
as students). Rather, I used research funds to employ a stable workforce, 
many of whom stayed with me for the remainder of my career and helped 
me apply for grants, write and present papers, work with students, and 
develop knowledge exchange strategies. They were the glue of our unit 
and the catalysts that created initiatives that were more than the sum of 
the grants. We developed work plans with built-in knowledge exchange. 
They were the knowledge brokers for our research. They developed effi-
cient ways to deliver information (websites, auto-tutorials, standardized 
templates for training, decision aid development, email communications). 
They planned our conferences, courses, and workshops. They organized 
our social networks. They liaised with the research staff of other investiga-
tors. This type of support made it possible to accomplish our goals.

Impact of My Program of Research

The Ottawa Decision Support Framework underpins knowledge transla-
tion tools that are being used to train call centre nurses and clinical teams 
in Canada, the United States, the United Kingdom, and Australia. The 
Decisional Conflict Scale (now available in thirteen languages) (Garvelink 
et al., in press; O’Connor, 1995) is a standard evaluation measure, and a 
short version is embedded in decision aids of major decision aid producers 
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and in nurses’ coaching protocols. Millions of people and their practi-
tioners have gained greater insight into the extent to which patients’ 
decisional needs are being addressed adequately. The international stan-
dards have strengthened the quality of decision aids by major producers 
by improving the transparency around their development methods, their 
presentation of probabilities, and evaluation of their effectiveness. The 
evidence reviews and international standards for decision aids have been 
used to develop practice guidelines, health policy, and legislation. 

Program of Research Transitions

The transitions from understanding needs to developing interventions to 
implementing the research results in clinical care involved moving out of 
my comfort zone. As I progressed, I had less expertise and control over 
the process, which was often nerve-racking. You need to continue to have 
faith in yourself and in others.

At each stage, I took a sabbatical to make room for new ideas and to 
forge new connections with those having complementary expertise. 
Another key to success was eighteen continuous years of personnel awards 
beginning with a development award, followed by career scientist awards, 
and finally a senior research chair. This allowed me to spend 75 percent 
of my time on research and research trainees. It forced me to create five-
year plans, to account for my progress each year, and to move the field 
to the next stage. I recall one reviewer of our program grant stating: “on 
your next renewal, don’t come back with the same proposal to develop 
additional interventions; your focus needs to shift to implementing the 
effective interventions you have developed.” 

I also had the privilege of teaching courses that were relevant to my 
research. This provided time and a natural stimulus to update educational 
resources and to use new training approaches (skill building, simulated 
patients) and media (web-based courses) for knowledge translation. The 
energetic students buoyed my enthusiasm and shed light on ongoing 
needs. Over fifteen years, students presented over a hundred case studies 
illustrating the difficult decisions people face, what they did to help them, 
and what was needed to improve the process. They were the ones who 
clamoured for a generic tool (the Ottawa Personal Decision Guide) that 
could be used for any decision and for a database of decision aids beyond 
the ones that we developed. They were drawn like magnets to the needs 
assessments proposed by our clinical agency partners, appreciating the 
opportunity to work on relevant, timely issues.
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Conclusion 

I started my career at a time when patients had limited information, no 
presentation of “options,” and minimal participation in decision-making. 
Upon my retirement in 2010, patients had too much information, too 
many options, and greater expectations for participation. Moreover, the 

“face time” with health care practitioners was more limited and the sci-
entific evidence on health care options can have the shelf life of a banana. 
The challenge for the next generation was to find better ways to present 
these complex options effectively for diverse populations, to build “just-in-
time” delivery systems that are seamlessly integrated into health services, 
and to respond to rapidly changing evidence. 

Lessons Learned
My message for those who wish to develop their own research-to-policy 
programs: it takes time, perseverance, and, above all, energy. The following 
ways of generating and preserving energy were helpful to me: 

1.	 Develop “lofty” long-term goals focused on “novel” issues. Novelty and big 
problems to tackle are motivating and draw in others.  

2.	 Plan flexible, multi-stream five-year plans, with an underlying research-
to-policy framework. I went through at least three downturns in funding, 
where my funding horizons for staff were months, not years. Along with 
conventional granting agencies and foundations, seek less conventional 
funding (development funders, innovation funds, industry, new organiza-
tions with recent infusions in funding). For example, a telephone company 
(in Canada and Chile) provided funds to build decision support tools for 
nursing call centres. 

3.	 Establish teams with complementary expertise whose members enjoy 
working together. 

4.	 Make local and global connections (researchers, service providers, educators, 
product developers, consumers, decision-makers, forums/movements). 

5.	 Obtain personnel awards that protect your time for research; buy out some 
of your time with grants or awards.
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6.	 Have some practical, attractive deliverables (e.g., online knowledge trans-
lation tool kits). 

7.	 Aim for “mosh pit” timing in synchrony with the natural momentum of  
“big” trends. 

8.	Apply for longer-term, diversified funding. It takes almost as much time to 
apply for a grant with a one-year timeline as a five-year timeline.

9.	 Plan for succession. Eventually, you will become an academic grandparent. 
You need to have passed on the skills and infectious enthusiasm to subse-
quent generations who can keep the torch burning. Most crucially, you need 
to foster the next generation’s curiosity, creativity, and critical thinking so 
that they can find their own research compass.
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Overview 

Some funding agencies release calls for grant applications that are 
programmatic in nature. These provide an excellent opportunity for multi-
disciplinary teams of researchers to undertake an integrated set of projects. 
This chapter presents an example of a program of research we developed 
in response to such a programmatic call from the Canadian Health Ser-
vices Research Foundation. Findings from individual research projects 
that were part of our research initiative have been published elsewhere. 
Here, we briefly describe the original framework we used to ground the 
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studies that made up our programmatic research plan. We then provide an 
in-depth discussion of how we used our empirical findings and the litera-
ture to develop a new model. The conceptual elements of our model and 
their interrelationships are presented and comparisons to other theoretical 
models are provided. We conclude with some suggestions as to how the 
model can be used to inform future research. 

A Programmatic Call for Research

The call for programmatic health services research funding to which we 
responded included several key requirements: a sequential set of con-
ceptually linked research projects, co-leadership of the research program 
by an academic and a health system decision-maker, a multidisciplinary 
team, and an integrated literature review to be completed during the initial 
period of funding. 

Our program of research (undertaken between 2006 and 2010) was 
coupled with implementation of the Nursing Best Practice Guidelines 
Program, initiated in the province of Ontario, Canada, in 1999 by the 
Registered Nurses’ Association of Ontario with funding from the Ontario 
Ministry of Health and Long-Term Care (see below). The Best Practice 
Guidelines Program was designed to implement evidence-informed nurs-
ing service delivery models.

The Nursing Best Practice  
Guidelines Research Initiative
Ontario is Canada’s largest and most populous province. The Registered 
Nurses’ Association of Ontario’s Best Practice Guidelines Program aimed to 
transform nursing care by strengthening evidence-based practice (Grinspun, 
Virani, & Bajnok, 2001; Grinspun, 2016; World Health Organization, 2016). 
The program involved the development of over fifty nursing Best Practice 
Guidelines by expert panels, on priority clinical and work environment topics 
(Grinspun & Bajnok, 2018). The multi-faceted plan that was developed to 
implement Best Practice Guidelines included: engaging champions; devel-
oping knowledge, skills, and tools to support Best Practice Guidelines 
implementation; integrating new practices with the flow of clinical care; 
supporting patient and public education; integrating guidelines within 
academic education programs; empowering organizations to take leadership 
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roles in pilot testing and evaluating guidelines; and influencing policy deci-
sions based on evidence cited in the guidelines. 

Initially, individual health care organizations applied for six months of 
funding to support a clinical practice nurse to implement one of the guide-
lines. In 2003, the Registered Nurses’ Association of Ontario launched the 
Best Practice Spotlight Organizations Program©. One objective of this 
program was to identify effective strategies for system-wide dissemina-
tion and implementation of multiple Best Practice Guidelines. Best Practice 
Spotlight Organizations committed to a three-year qualifying experience. 
During this time, a formal partnership is established and Best Practice 
Spotlight Organizations focus on enhancing their evidence-based nursing 
practice and decision-making cultures, with the mandate to implement and 
evaluate multiple clinical practice guidelines. Assuming all deliverables are 
met, the Best Practice Spotlight Organizations become “Designated Best 
Practice Spotlight Organizations.” As such, these organizations focus on 
sustainability, and continue implementation and evaluation of Best Practice 
Guidelines in their organization and within the health care system. The Best 
Practice Spotlight Organizations designation is renewable every two years. 

Several members of our team had been closely involved in this Best 
Practice Guidelines program from the outset. The co–Principal Investiga-
tor of this program of research (Grinspun) was the lead for the Registered 
Nurses’ Association of Ontario program. One of our team members 
(Virani) had been a manager overseeing its early implementation, while 
another team member (Ritchie) was responsible for implementation of 
Best Practice Guidelines at a clinical site. The lead author (Edwards), along 
with several other team members (Davies, Ploeg, Downey), led an exter-
nal provincial evaluation of this program between 2000 and 2006. The 
provincial evaluation results indicated that the Registered Nurses’ Asso-
ciation of Ontario best practices were starting to take hold in the health 
care system, and evidence of system change processes were beginning to 
emerge (Davies, Edwards, Ploeg, & Virani, 2008; Edwards, Davies, Ploeg, 
Virani, & Skelly, 2007; Ploeg, Davies, Edwards, Gifford, & Miller, 2007). 

The impetus for our system-oriented program of research was the 
opportunity to capitalize on this ongoing program and to deepen our 
understanding of a multi-level systems-change process. Building on our 
interdisciplinary perspectives and insights, and on pertinent models and 
theories—socio-ecological models (Edwards & Davison, 2015), Rogers’s 
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Diffusion of Innovation Theory (Rogers, 2003), and organizational change 
theories (Demers, 2007)—we developed a working conceptual framework 
(see figure 9.1) to guide our overarching research questions and to help 
define the parameters of our individual research projects. The framework 
highlighted, and our planned studies addressed, several gaps that were 
apparent in the literature on improving evidence-informed practice. These 
included a prior focus on intra- rather than inter-organizational change, 
and a lack of attention to the feedback processes within and between sys-
tem levels that demarcate wider health systems change. 

Figure 9.1  Original Integrated Theoretical Framework Guiding Program of Research 
(Reflects Socio-ecological Models, Diffusion of Innovation Theory, and Organizational 
Change Theory)
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In the remainder of this chapter, we describe our approach to deriving 
a conceptual framework from our programmatic research projects. We 
begin with some background to set the stage. 

Background

Accelerating the implementation of best practices in health care systems 
requires evidence of cost-effective strategies (World Health Organization, 
2009) alongside a thorough understanding of the inherent complexity of 
large-scale systems change. The use of systems models (Best et al., 2012; 
de Savigny, Kasale, Mbuya, & Reid, 2004), whole systems approaches 
(Greenhalgh, Jackson, Shaw, & Janamian, 2016), and complex adaptive 
systems thinking (Best et al., 2012; Hawe, Shiell, & Riley, 2004; Hunter 
et al., 2015) has been advanced as a means to guide change processes. 
Yet research on evidence-informed change has focused on practitioners 
and their organizational workplaces (Contandriopoulos, 2012; Contand-
riopoulos, Lemire, Denis, & Tremblay, 2010) despite numerous examples 
of change efforts having failed because system parameters and barriers 
were ignored (Best & Holmes, 2010). 

Alongside demands for evidence-informed clinical care, there are 
increasing calls for research that takes a whole systems approach and a 
parallel discourse in policy circles that pursues whole-of-government 
approaches (Best et al., 2012, 2016; Burns, 2007; Edwards, Marck, Virani, 
Davies, & Rowan, 2007; World Health Organization & The Government 
of South Australia, 2010). Some impressive examples of health research 
have adopted this wider system’s view. For instance, the Veterans Health 
Administration experiment in the United States successfully enhanced the 
quality and outcomes of the Administration’s health care by systematically 
implementing clinical research findings and evidence-based recommen-
dations into routine clinical practices (McQueen, Mittman, & Demakis, 
2004). The Tanzania Essential Health Intervention project (de Savigny et 
al., 2004) demonstrated the feasibility and impact of an evidence-based 
approach to health planning with sustained declines in child mortality 
and in death rates among adolescents. Tobacco control efforts, which 
culminated in the Framework Convention for Tobacco Control (World 
Health Organization, 2003), illustrated how a meta-system approach can 
be implemented to bring about substantial health improvements. These 
exemplars indicate the importance of instituting change processes for 
spread and scale-up that address system parameters, including governance, 
system integration, financing, and inter-sectoral policies. 
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Nevertheless, much of the health care research on introducing change 
has more narrowly focused on the spread of practice innovations within 

“small s” systems of organizations, with the organization as the unit of 
analysis and its internal context as the primary frame of reference (Best 
et al., 2012; Leischow et al., 2008). Although this orientation informs 
strategies to shepherd practice innovations into organizations, it does not 
address the significant system challenges of realizing wider uptake of evi-
dence-informed solutions (Best et al., 2012; Hunter et al., 2015). 

While theories of innovation diffusion focus on a single component of 
a system, whole systems change theory describes the higher-order influ-
ences on system components over time (Foster-Fishman & Behrens, 2007). 
In large complex social systems, these changes may occur naturally, or 
they may be intentionally introduced (Hunter et al., 2015). Referring to 
socio-ecological theorizing about complex adaptive systems developed in 
the fields of ecosystems science (Gunderson & Holling, 2002; Gunderson, 
Holling, & Light, 1995) and health systems research (Edwards, Marck, 
et al., 2007; Marck, 2005; Marck et al., 2006), Edwards et al. described 
whole systems change as “uneven, nested cycles of adaptation, which 
evolve within closely coupled, complex socio-ecological systems over time” 
(Edwards, Rowan, Marck, & Grinspun, 2011, p. 4). From this perspective, 
health systems may be understood and studied as dynamic collections of 
tightly and loosely coupled subsystems that constantly interact, mutu-
ally inform, and co-evolve (Foster-Fishman & Behrens, 2007; Marck et 
al., 2006). 

Program of Research

The program of research comprised a literature review and five projects. 
The former was a theoretically driven review of the literature on the nurse 
practitioner initiative in Canada (Edwards et al., 2011). It grounded all of 
our projects in a whole systems change orientation. 

The primary studies were designed to examine the emergence of evi-
dence-informed nursing service delivery models and their uptake within 
the health care system. We defined an evidence-informed nursing ser-
vice delivery model as “a transformative model for health services delivery 
that crosses health care sectors, involves multiple strategies, engages deci-
sion-makers in supporting implementation, and is primarily delivered by 
or involves the work of nurses” (Edwards, Marck, et al., 2007, p. 2). It 
entails “the proactive use of evidence-informed implementation strategies 
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both within and between organizations so as to enhance the rapid uptake 
of nursing clinical practice guidelines by practitioners and organizations” 
(Edwards, Davies, et al., 2007, p. 2). 

Collectively, our studies investigated co-evolving organizational and 
system change processes across a provincial health system. Our pri-
mary research aim was to advance our understanding of the spread and 
scale-up of evidence-informed health systems change. We use the term 

“spread” for organizational and inter-organizational change, and the term 
“scale-up” for intentional system-wide change, which aims for more equita- 
ble reach.

Each study examined dimension(s) of how innovation is spread within 
and between organizations and scaled across the health care system. Four 
of the projects (#2, 4, 5 & 6 in table 9.1) examined the Registered Nurses’ 
Association of Ontario Best Practice Guidelines program. The literature 
review and one project (#1 & 3 in table 9.1) focused on nursing service 
delivery innovations that were not part of the Registered Nurses’ Associ-
ation of Ontario Best Practice Guidelines program. 

Table 9.1  Overview of Six Research Studies Included in the Program of Research: 
Research Questions, Targeted Sub-sector of the Health Care System, Research 
Design and Sample

Study Title, Research  
Questions, and References

Sub-sector(s) of 
Health Care System

Research Design  
and Sample

1.	 Nurse practitioner case study 
of whole systems change 
(Edwards et al., 2011) 

What levers, blockers, and 
central mechanisms of whole 
systems change are evident in 
an analysis of the nurse practi-
tioner movement? 

Acute care, primary 
care, public health, 
and home/commu-
nity care

Retrospective case study using 
an integrative literature review 
of primary studies, systematic 
reviews, and policy documents. 

2.	Role of nursing champions 
(Ploeg et al., 2010)

How do nursing best prac-
tice champions influence 
the diffusion of Registered 
Nurses’ Association of Ontario 
Best Practice Guidelines 
recommendations? 

Acute care, home/
community care, 
long-term care

Mixed methods, sequential 
design with triangulation.

Sample: Nursing best practice 
champions and administrators.
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Study Title, Research  
Questions, and References

Sub-sector(s) of 
Health Care System

Research Design  
and Sample

3.	Factors related to organiza-
tional and system-level diffusion 
(Berta, Virani, Bajnok, Edwards, 
& Rowan, 2014) 

What factors contribute to the 
development, application, and 
diffusion of best evidence that 
comprise evidence-informed 
service delivery models such 
that they are viable beyond the 
boundaries of the social system 
in which they originate, and 
achieve system-level diffusion? 

Acute care, public 
health, home/com-
munity care

Retrospective multiple case 
study involving three nursing 
service delivery innovations that 
were not part of the Registered 
Nurses’ Association of Ontario 
project: Early postpartum dis-
charge, minimal/least restraint, 
and needle exchange.

Sample: Key informants  
(e.g., policy-makers, program  
leaders, and researchers 
involved in cases)

4.	Expanded health systems dif-
fusion and spread of guidelines 
within and across organizations 
(Davies, Tremblay, & Edwards, 
2010)

What supports, sustains, or 
gets in the way of spreading 
evidence-informed change? 

Phase 1: Long-term 
care, acute care, and 
community care

Phase 2: An acute 
care and a home care 
organization that 
had originally intro-
duced the Registered 
Nurses’ Association 
of Ontario guidelines 
seven to ten years 
prior to follow-up

Qualitative case studies using 
interviews, site visits, document 
analysis, and focus groups

Sample: Key informants (e.g., 
senior administrators, program 
leaders, champions, front-line 
workers, inter-professional 
teams) 

5.	Feedback for systems change 
in long-term care (Edwards & 
Higuchi, 2018; Higuchi, Edwards, 
Carr, Marck, & Abdullah, 2015; 
Murray, Higuchi, Edwards, Gree-
nough, & Hoogeveen, 2011) 

Does the involvement of multi-
disciplinary staff in participatory 
workshops, action plan devel-
opment, on-site and distance 
mentoring, and feedback pro-
cesses improve health outcomes 
for residents in long-term care? 

Long-term care Mixed methods randomized 
controlled trial using a participa-
tory action research approach

Sample: Workshop partici-
pants; outcomes assessed using 
Resident Assessment Instru-
ment—Minimum Data Set 2.0.
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Study Title, Research  
Questions, and References

Sub-sector(s) of 
Health Care System

Research Design  
and Sample

6.	Enablers and cost drivers 
associated with systems-level 
spread of evidence-informed 
nursing service delivery innova-
tions (Downey, Kalagnanam, & 
Edwards, 2013)

What cost drivers and increased 
benefits come with spreading a 
best practice? 

Acute care, long-
term care, public 
health, home care

Narrative review of costing 
literature regarding spread 
and scale-up; and comparison 
of costing principles identified 
from this program of research 
with those applied in previous 
economic analyses of selected 
Registered Nurses’ Associa-
tion of Ontario Best Practice 
Guidelines

Qualitative case study of Best 
Practice Spotlight Organization

Sample: Key informant inter-
views with participants in 
expanded health systems diffu-
sion project

Ethics
The Health Sciences and Science Research Ethics Board at the University 
of Ottawa granted ethics approval for the overall program of research and 
each individual study. As required, the program of research and/or individ-
ual studies were also approved by the organizations where co-investigators 
had their primary appointment. 

Model Development Process 
Several features of our research initiative supported model development. 
Each project had an assigned multidisciplinary team comprising both aca-
demics and senior managers from the Registered Nurses’ Association of 
Ontario. Some team members were involved in more than one project; 
the academically-based Principal Investigator (Edwards) participated in 
all projects. Several integrative processes supported cross-project learn-
ing. These included annual meetings of the full project team, a virtual 
systems commons that brought together our team with senior health care 
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managers and policy-makers to discuss systems change issues pertinent to 
our research, and a final symposium of academics and health care manag-
ers to discuss findings from individual projects (Berta et al., 2014; Davies 
et al., 2010; Edwards et al., 2011; Higuchi et al., 2015; Murray et al., 2011; 
Ploeg et al., 2010).

The team developed the model through an iterative process that used 
integrative concept analysis and concept synthesis approaches (Walker & 
Avant, 2011). In the final year of the research initiative, the primary author 
debriefed each of the project leads to identify whole systems change con-
cepts that were emerging from project-specific analyses. Relationships 
among these concepts were determined from concurrent observations 
across two or more studies. Concepts were operationally defined using 
study observations. 

An initial draft of the model was then prepared, and the concepts and 
relationships among them discussed during our final three-day team meet-
ing. Conceptual clarity was enhanced by considering how concepts were 
similar to or distinctive from those systems change concepts described in 
the literature. This preliminary model was then presented during a two-
day interactive forum with decision-makers and practitioners—some of 
whom came from the institutions that had participated in the primary 
studies. This input was prompted by questions including: Does this model 
resonate with your experience implementing Best Practice Guidelines? 
What elements of the model are problematic or missing? This phase pro-
vided preliminary validation of the model and yielded suggestions for 
model refinements. 

Subsequent adjustments to the model were made as we completed 
in-depth analyses of findings, and considered related socio-ecological the-
orizing in ecosystems science (Gunderson & Holling, 2002) and health 
systems research (Edwards et al., 2011; Marck, 2005, 2006). Specifically, 
we examined our core study findings and the initial model parameters in 
light of three key attributes of complex adaptive systems, the capacities 
for: continuous monitoring and feedback; non-linear, cross-scale dynam-
ics; and nested cycles of faster and slower learning and adaptation. 

Results 

The final model is shown in figure 9.2. In this section, we begin with an 
overview of the model and then describe its concepts and their interrela-
tionships, along with supporting data. 
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Figure 9.2  Dynamic Model of Organizational Spread and Scale-Up of Evidence-
Informed Models of Health Care

Overview
The model reflects the cross-scale dimensions of spread and scale-up. The 
left side of the model illustrates mechanisms for and enablers of spread 
within and between health care organizations (e.g., hospitals, public health 
units). The right side of the model shows mechanisms for and enablers of 
scale-up across the health system, throughout whole geographic regions, 
or even province-wide. Intentional organizational and system change 
mechanisms (seen in the top corners of the model) were introduced as part 
of the Registered Nurses’ Association of Ontario program; some were also 
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evident in our other case studies. Enablers and change mechanisms are 
shaped by a wider context of influences (social, political, legal, economic, 
temporal, and ecological). Three converging dynamic system capabilities 
are shown in the centre of the model. These leverage or impede enablers 
and also influence change mechanisms. Outcomes (e.g., widespread evi-
dence-informed health care improvements) are hypothetically achieved 
through both organizational spread and system scale-up of evidence-in-
formed health care delivery, leading to health improvements. 

Enablers
At the system level (seen on the right side of the model), there were four 
major enablers of change—factors that supported or enhanced system-wide 
or system-oriented processes of implementing Best Practice Guidelines 
and models of care required for their delivery. These enablers were: (1) 
supporting and reinforcing system-level structures such as legislation and 
standards; information technology and communication infrastructures; 
and dedicated resources for system scale-up; (2) paradigmatic distributed 
leadership that values system change, with reach across the health care 
system; (3) alignment of evidence-informed guidelines and models with 
(1); and (4) feasible and tangible plans for scale-up and system permeation. 

At the health care organization level (seen on the left side of the model), 
three enablers—factors that supported or expedited the intra- or inter- 
organizational spread of evidence-informed practices and/or models of 
care delivery—were evident. These enablers were: (1) supporting and rein-
forcing organizational structures, including adequate resources (financial, 
human, supplies, and equipment), organizational policies, and standard 
procedures; recording, reporting, and communication systems; and a 
formally agreed-to implementation plan; (2) a shared vision among man-
agers, champions, and staff, within a health care delivery organization, of 
evidence-informed care improvements; and (3) a critical mass of formally 
recognized champions and change agents within an organization to drive, 
encourage, and mobilize learnings about change into practice. 

Examples of these system and organizational enablers from the research  
projects are shown in table 9.2.
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Table 9.2  Enablers of Health System Scale-Up and Intra- and Inter-organizational 
Spread: Selected Examples from Research Projects

Type of Enabler Selected Examples from Research Projects

Enablers of Health System Scale-Up

Supporting  
and reinforcing  
structures  
and resources 

In the needle exchange case study, the lack of information 
technology infrastructure impeded systems change. Agen-
cies offering these harm reduction programs could not roll 
up comparable data to influence decision-making. 

Paradigmatic  
distributed 
leadership 

The Registered Nurses’ Association of Ontario team and its 
chief executive officer acted as champions at the system 
level, interacting with provincial health care organizations 
and government. 

The chief executive officer envisioned a fundamental 
improvement in nursing care and patient outcomes that 
would be driven by nurses and informed by evidence. This 
vision was communicated repeatedly through meetings 
with key stakeholders. 

Alignment Changes made to the health professional regulations in 
Ontario better matched the scope of practice for nurse 
practitioners in Ontario, enhancing educational and job 
opportunities and enabling their scale-up. 
Changes to provincial standards and regulations, 
particularly in the long-term care sector, supported evi-
dence-based changes that were reflected in Best Practice 
Guidelines targeting this population. 

System  
permeation  
plans

Program descriptions for the Registered Nurses’ Asso-
ciation of Ontario program laid out a long-term vision 
for the provincial, national, and international uptake of 
evidence-informed practices. Intentional horizontal expan-
sions of the program were evident in the targeted requests 
for Best Practice Spotlight Organization proposals. Expan-
sions were aimed at better coverage, both in terms of the 
geographic distribution and type of health care organi-
zations. A set of linked agreements between the Ontario 
Ministry of Health and implementation sites formalized 
vertical links. 
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Type of Enabler Selected Examples from Research Projects

Enablers of Organizational Spread

Supporting  
and reinforcing  
structures and 
resources

Provincial structures put in place for the Registered 
Nurses’ Association of Ontario program included working 
groups to develop and update Best Practice Guidelines; 
and forums to connect organizations implementing the 
guidelines. 

A lack of resources had detrimental effects. Despite strong 
leadership and a plan to implement a Best Practice Guide-
line on diabetic foot ulcers, a home care organization was 
unable to continue its spread due to budget cuts.

Shared vision  
for change

The shared vision for change was articulated and rein-
forced through the process of applying to become a Best 
Practice Spotlight Organization. A gap analysis had to 
be completed to inform the proposed action plan. This 
involved multiple stakeholders within an organization and 
in some cases across organizations. Regular, province-wide 
meetings of clinical leaders reinforced a vision for evidence- 
informed change. 

Critical mass of 
champions and 
change agents

Champions for improved models of care were engaged at 
micro (delivery unit), meso (organizational). and macro 
(health system) levels and connected through a variety of 
informal (and later formal) networks.

The role of champions was formally recognized by their 
participating organization. This increased their account-
ability for the achievement of outcomes. 

Organizational and Systems Change Mechanisms
Organizational change mechanisms (seen at the top left of the model) 
were put in place alongside systems change mechanisms (seen at the top 
right of the model) to support the spread of evidence-informed models of 
care. These were part of a deliberate implementation strategy within the 
province-wide Registered Nurses’ Association of Ontario Best Practice 
Guidelines program. In our non–Registered Nurses’ Association of Ontario 
retrospective case studies, change mechanisms described were primarily 
at the system level. These were often implemented by health leaders when 
they recognized that the hoped-for scale-up of innovations was failing. 
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Prominent change mechanisms used within organizations that were 
part of the Registered Nurses’ Association of Ontario program included 
doing a gap analysis to identify priorities for practice changes, develop-
ing an implementation plan, initiating pilots to demonstrate that change 
was possible, engaging stakeholders both across disciplines and at differ-
ent administrative levels of the organization in the change process, and 
creating mechanisms to monitor and understand what was and was not 
working. In some instances, these feedback mechanisms were enhanced 
through formalized health system reporting structures whose implementa-
tion was under way at the time of our research (e.g., Resident Assessment 
Instrument—Minimum Data Set system). In other instances, informal 
feedback structures were developed either to meet reporting require-
ments for the Registered Nurses’ Association of Ontario Best Practice 
Guidelines program or to suit internal needs for monitoring and shifting  
change processes. 

Introducing change across the system involved permeating traditional 
boundaries and rules of complex organizational structures and delivery 
systems. Several mechanisms were used. Seeking stakeholder alignment 
on and commitment to the need for change was a common strategy 
observed in all case studies. In the Registered Nurses’ Association of 
Ontario program, this was coupled with brokering and negotiating func-
tions that involved stipulating the resources required to effect this change 
and the health and system outcomes to be achieved. These functions were 
undertaken with both the Ontario Ministry of Health and Long-Term 
Care and other provincial organizations (e.g., Health Quality Ontario) and 
regional decision-making structures (e.g., Local Health Integration Net-
works) with a mandate for health system improvements. The Registered 
Nurses’ Association of Ontario created legitimacy for and ownership of 
the best practice program among key stakeholders by: making explicit 
the role of nursing practice in realizing health care improvements; assem-
bling and packaging the evidence required to inform change; initiating 
and evaluating funded pilot projects for organizations to initiate change; 
stipulating the resource requirements needed to achieve outcomes; and 
sharing success stories. They provided provincial forums for proactive 
and timely learning across organizations and for informal benchmarking 
among those implementing Best Practice Guidelines. Finally, they created 
a vision for, and over time an expectation of, improved nursing practices 
across the health care system, encouraging and supporting change agents 
to actively work beyond their usual sphere of influence and the mandate 
of their employing organization.
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Dynamic System Capabilities
These capabilities are functions that involve the intersection and interplay 
of smaller and faster, with larger and slower cross-scale change processes. 
These are nested within various health system levels—from organizations 
to regional networks to provincial agencies and the Ministry—as well as 
within other social systems (e.g., the media). 

As innovations traversed across subsystems, we saw evidence of 
non-linear diffusion, with some organizations or sectors more rapidly 
adopting innovations than others. Sometimes the uptake of innovations 
was stalled when the anticipated and required flow of financial resources 
to a health organization did not take place. In other instances, the uptake 
happened more rapidly than expected due to local or provincial supports.

Non-linear, cross-scale dynamics linked rapid and sudden changes with 
slow-moving change processes in ways that supported scale-up. Both rapid 
and slower-moving change processes were evident at all system levels, 
with a wider set of contextual influences always at play. In the project that 
retrospectively examined long-term cases of health care innovation (Berta 
et al., 2014), non-governmental organizations and paradigmatic leaders 
played a central role in linking larger but slow-moving system directions 
with more rapid local innovations to eventually achieve system scale-up. 

Nested cycles of learning and adaptation were especially apparent in 
the Registered Nurses’ Association of Ontario program. From the out-
set, know-do-study-act cycles were embedded within communication, 
networking, and evaluation processes. Reporting mechanisms enabled 
learning horizontally across organizations and vertically through the 
health care system. For example, evaluation reports helped Best Practice 
Spotlight Organizations to benchmark progress and make adjustments to 
implementation processes. They were also used by the Registered Nurses’ 
Association of Ontario to communicate progress and challenges to the 
Ministry. When these formally planned learning cycles were absent, as in 
the case of our retrospective case studies, scale-up faltered. 

Context
All of the studies revealed important contextual influences, which affected 
the strength, presence, and continuity of enablers; the change mechanisms 
used; and the very nature of system dynamics. Context dimensions evi-
dent from our studies were social, political, legal, economic, and temporal. 
Several exemplars reflected all context dimensions, such as the long-term 
process involved in legalizing the nurse practitioner role through changes 
to health professional regulations.
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Discussion

Our initial literature review (a retrospective analysis of the barriers and 
facilitators to implementing nurse practitioners in Canada [Edwards et al., 
2011]), used original theoretical work in the field of whole systems change 
as the base for analysis. This earlier work included an integrative analysis 
of case studies of ecosystems management from across the globe (Gunder-
son et al., 1995) and subsequent work on the nature of transformations in 
human and natural systems as closely coupled complex adaptive systems 
(Gunderson & Holling, 2002). Our research studies and our model devel-
opment work were also informed by earlier and concurrent translations 
of this socio-ecological thinking to prospective health systems research 
on safety and quality in health systems (Backman et al., 2014; Gimenes, 
Marck, Atila, & Cassiani, 2015; Marck, 2006; Marck et al., 2006; Marck, 
Molzahn, Berry-Hauf, Hutchings, & Hughes, 2014). 

We identified the system dynamic capabilities inductively from this lit-
erature on complex adaptive systems theory. While these three attributes 
of complex adaptive systems that are shown in our model come from this 
wider body of literature, they were affirmed within our research projects. 
The nested cycles of learning and adaptation are strongly supported by our 
findings, while the major discontinuities we observed in a number of our 
retrospective case studies provide solid support for non-linearity. Both for-
mal (e.g., Resident Assessment Instrument—Minimum Data Set system) 
and informal (e.g., networks of champions) monitoring and feedback loops 
were found to be in play in a number of our studies. Other elements of our 
model were derived from the findings of our empirical research studies. 

The whole systems orientation of the Best Practice Guidelines program 
allowed us to embed some of our research projects into a provincial qual-
ity improvement program. Our integrative program of research, which 
primarily examined the introduction of evidence-informed health system 
innovation, allowed us to use both local and whole system vantages and to 
apply a socio-ecological explanation of health systems change.

Our series of studies offer cumulative support for the model of 
evidence-informed health systems change we propose. The model sub-
stantially builds on and extends other related work, which has focused on 
either the larger health system level (Best et al., 2012; de Savigny et al., 
2004; Evans, Nishtar, Atun, & Etienne, 2008; Hunter et al., 2015) or the 
organization level (Lukas et al., 2007; McQueen et al., 2004; Pettigrew, 
Ferlie, & McKee, 1992; Ploeg et al., 2014), but not the two in tandem. 
Because our model is cross-scale, it describes the dynamic system capabil-
ities that couple organizational and systems change processes to influence 
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spread and scale-up. A main contribution of our model is its focus on 
the interplay between organizational spread and system scale-up and its 
emphasis on cross-scale system dynamics. 

The commonalities in system dynamics seen across our studies con-
siderably strengthen the argument for using a complex adaptive systems 
lens as a basis for theorizing. The central role of these dynamic capacities 
validates Foster-Fishman’s and Behrens’s contention that “researchers 
and change agents interested in systems change need to redirect their 
focus to understanding and shifting the interdependencies within systems 
and the consequences of those interactions” (Foster-Fishman & Behrens,  
2007, p. 194). 

Recent work (Barker, Barron, Bhardwaj, & Pillay, 2015; Best et al., 
2016) has underscored the importance of local context and the role of key 
relationships in understanding whole systems change events. Our mix of 
contemporary and historical cases indicates that examining whole systems 
change occurrences also stands to inform deliberate whole systems change.

There is growing recognition of the importance of the broader sys-
tem context in achieving health system improvements. However, since 
research on evidence-informed practices has been centred on organiza-
tional rather than systems change processes, it is not surprising that this 
organizational context has been the focus of attention. In their system-
atic review of organizational change, Greenhalgh, Robert, Macfarlane, 
Bate, and Kyriakidou (2004) usefully distinguished between internal- and 
external-contextual influences on innovation adoption. They suggested 
that external factors have a greater influence on decisions to adopt inno-
vations, and to implement and sustain innovations, while internal factors 
affect readiness for change. Our findings lend some support to this differ-
entiation of influences, although the Registered Nurses’ Association of 
Ontario case study suggests that it was the intentional permeation of orga-
nizational and system boundaries and the ability to leverage the dynamic 
nature of the system that drove change.

We debated whether to show the context for organizational and system 
change as separate dimensions in the model. We chose to portray this con-
text as one entity since its influence was apparent in all facets of change. 
Our studies yielded several broad parameters for context—social, political, 
legal, economic, temporal, and ecological. In comparison with the contex-
tual factors identified by Atun, de Jongh, Secci, Ohiri, and Adeyi (2010), 
technological factors are notably absent from our list, likely reflecting the 
types of innovations we studied. 

Greenhalgh et al. (2004) described four outer-contextual influences. In 
our model, socio-political climate is identified as a contextual parameter, 
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while—departing from Greenhalgh’s model—incentives and mandates 
and inter-organizational norm-setting served as enablers, and are labelled 
as “supporting and reinforcing structures” in both organization spread 
and system scale-up. Like Greenhalgh, we also determined that networks 
were important and used to facilitate change. However, our findings do not 
fully support Greenhalgh’s notion that stable networks and environments 
are needed to successfully introduce innovations. Rather, we observed 
instances where deliberate efforts to disrupt or extend existing networks, 
or to align efforts with a shifting environment, served as a means to intro-
duce innovations. 

Our findings, and our model, both corroborate and extend the work 
of other system scientists. In their realist review, Best et al. (2016) iden-
tified “five simple rules” or principles for large systems transformation. 
Although at a different conceptual level, these are similar to what we 
describe as mechanisms. Two of Best’s principles (“blending designated 
and distributed leadership by engaging leaders at all levels” and “estab-
lishing feedback loops”) are also evident in our model. Since none of our 
projects specifically targeted patient and family engagement, it is not sur-
prising that Best’s rule to “include patients and families” is not explicit in 
our model. Our findings suggest that one of Best’s rules—“engage phy-
sicians”—is too narrowly targeted. While the involvement of physicians 
was often identified as an important feature of successful best practice 
implementation, a wider variety of care providers (at the organizational 
level) and stakeholders (at the system level) needed to be engaged. The 
relative importance and role of each varied considerably, depending on 
the type of Best Practice Guidelines being introduced and the workforce 
composition in a particular sector. Best’s final principle—“attending to 
history”—did not emerge as a specific change mechanism in our over-
all model. Nevertheless, historical influences were apparent in both our 
retrospective analysis of the nurse practitioner program and our compar-
ative case studies of long-standing innovations such as needle exchange 
programs. We used the temporal contextual descriptor to capture these 
influences, as both contemporary and historical contexts were relevant. 
Our descriptor is similar to Atun et al.’s (2010) conceptualization of these 
influences, although they emphasized the historical dimension. 

Greenhalgh et al. (2004) discussed the influence of linkages among 
resources, change agents, and user systems. They observed that within 
social systems, there are individuals who are proponents of an innovation 
who may have exceptional abilities to influence the diffusion and adop-
tion of innovations. Depending upon the social system, these individuals 
are referred to variously as opinion leaders, champions, or change agents 
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(Ploeg et al., 2014; Soo, Berta, & Baker, 2009). Diffusion is impacted by 
the extent to which these individuals promote an innovation and by their 
skills as leaders. Moreover, champions and other proponents may extend 
their influence beyond their focal organizations to extra-organizational 
diffusion and adoption. We found that change agents and champions used 
deep knowledge of both the inner and outer contexts to effect innovation 
diffusion within their organizations and/or across the system. 

Because we looked across scale, from organizational to provincial sys-
tem levels, it became apparent that multi-level and distributed leadership 
were critical drivers of the change process. With respect to the Registered 
Nurses’ Association of Ontario Best Practice Guidelines cases, this lead-
ership strategy was part of the original design. This professional nursing 
association was uniquely positioned to take on a distributed leadership 
role, bridging different layers and delivery sectors in the system. Their 
leadership position also allowed them to navigate political influences and 
to take advantage of emerging “policy windows” (Kingdon & Thurber, 
2011). Local champions, some of whom worked in single organizations 
and others who worked within a service delivery sector (e.g., home care), 
were then able to optimize their efforts, knowing that supporting and rein-
forcing structures were being put in place at the provincial level for their 
introduction of innovations. 

As Foster-Fishman and Behrens (2007) noted, how we define the 
boundaries of the systems we seek to change matters, particularly when it 
comes to optimizing human and other resources to support change. Our 
observations of dynamic system capabilities are consistent with non-lin-
ear models of innovation adoption. Denis, Hébert, Langley, Lozeau, and 
Trottier (2002) described adoption processes as dynamic, iterative, and 

“cumulative and [potentially] costly with risks and benefits evolving over 
time” (p. 70) with the result that the realization of an innovation’s bene-
fits is often delayed. Our study also found evidence of this dynamic and 
cyclical change process. The extended period of observations, particularly 
for our retrospective case studies, provided the necessary time to better 
understand this non-linear pathway. 

We recognize that understanding the nature of whole systems change 
does not ensure success. Once-strong alignment may erode or may never 
be realized due to irreconcilable value differences amongst stakeholders; 
champions may retire or move to another part of the system, or eco-
nomic evidence important to achieving broader system uptake may not 
be available at a critical point in time. A public health emergency may 
command the protracted diversion of enormous resources, taking planned 
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or in-process changes off the table. Nonetheless, we propose that our mix 
of retrospective and prospective cases pinpoints key enablers and sys-
tem dynamics, which need to be adaptively managed to optimize system 
scale-up and sustainable health systems change.

Limitations of Research and Model
Some members of our team had been involved in research related to the 
guideline implementation work of the Registered Nurses’ Association of 
Ontario over a period of years. This made it difficult to separate empiri-
cal evidence gathered from our program of research from what we knew 
because of this broader involvement. However, the research team also 
engaged investigators and decision-makers who had not participated in 
this previous work. This helped us bracket the empirical findings of this 
research initiative from what some members of our team had gleaned 
from their other involvement with the Registered Nurses’ Association of 
Ontario Best Practice Guidelines program (e.g., provincial evaluation). 

Our emphasis was on social and organizational, rather than political, 
mechanisms for change. While there are political elements reflected in 
our model, this is a dimension that warrants strengthening, in particu-
lar because this has been identified as a caveat in other recent research 
(Hunter et al., 2015). 

Similarly, citizen engagement in the systems change process was not 
an explicit focus of our work. It was an emergent element in our retro-
spective case study project examining system change innovations. We 
think it would have emerged as a concept within our framework had we 
deliberately included a study with a primary focus on citizen engagement  
or involvement. 

Not all dimensions of the model are evenly supported by our empirical 
data. Our conceptualization of enablers, contextual influences, and intra- 
and inter-organizational change mechanisms is based on very rich data. 
On the other hand, while we identified some system change mechanisms, 
we think there may be others that we did not uncover. The mechanisms 
we did identify were informed by our system commons forums with deci-
sion-makers and our interviews with participating organizations. However, 
we are lacking in-depth data from a wider range of stakeholders who might 
have described political and other processes that were part of these system 
change mechanisms. 

With one exception (the long-term care randomized controlled trial), 
our studies did not examine health and health care outcomes that could 
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be directly attributed to the spread and scale-up of evidence-informed 
best practices. We have previously reported on the impact of Best Prac-
tice Guidelines on clinical practice and outcomes (Davies et al., 2008; 
Edwards, Davies, et al., 2007; Higuchi, Davies, Edwards, Ploeg, & Virani, 
2011) and their sustainability (Davies et al., 2010), but answering this 
impact question was not our primary preoccupation. Thus, the link to 
health and health care improvements in the model is best interpreted as a 
potential rather than an empirically based connection. 

Future Research Directions

The model described in this paper requires further testing. One approach 
would be to use this model as the basis for a multiple, comparative case 
study of the system-wide scale-up of evidence-informed models of care 
in different jurisdictions and their impact on health and health care out-
comes. The importance of scale and context in the model suggest that we 
need to rethink how we set organizational, geographical, and governance 
boundaries for case study research in this area. 

The model could also theoretically inform the design of observational 
studies of future emergent natural experiments in health systems change. 
Further validation of the model might also be achieved by using it as a 
framework for a systematic or realist review of the literature pertaining to 
system-wide spread of evidence-informed delivery models. 

Several other research areas emerged as priorities for study. It was evi-
dent that a critical mass of change agents or champions, dispersed across 
the system in a variety of positions (providers, managers, policy-makers), 
was required for successful spread and scale-up of evidence-informed 
models of care. However, we know relatively little about what constitutes 
a critical mass of change agents or champions at micro, meso, and macro 
levels of the system, or what longer-term renewal strategies are needed 
to sustain champions’ capacities to improve care. The short- and long-
term economic costs and benefits of supporting these change agents is an 
important area for future study. A related area for promising research is 
the larger influence of champions on creating a public agenda for health 
system improvements (Francis, Abramsohn, & Park, 2010; Montesanti, 
Abelson, Lavis, & Dunn, 2016; National Institutes for Health and Care 
Excellence, 2016).

Our findings reinforce the importance of contextualizing innovation 
and change strategies to dynamic variations in organizations, communities, 
and sectors. This is necessary to maximize the organizational spread and 
system scale-up of evidence-informed models of care. Further research 
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is needed to understand how different actors negotiate the meaning of a 
best practice innovation and on what basis they make adaptations to these 
innovations. 

On the premise that health systems are self-organizing and co-evolve, 
future research using comparative case study designs could afford oppor-
tunities to co-examine innovation adaptation and system self-organizing 
as related elements of system scale-up. These studies would also provide 
a basis for more deliberately examining health consumer involvement in 
systems change (Greenhalgh et al., 2016). As we saw in several of our ret-
rospective case studies, engaged citizens and informal caregivers can act 
as important change agents to stimulate and reinforce systems change. 
Future research should examine how they are engaged, and what gover-
nance mechanisms can be put in place to facilitate that engagement. 

More work is required to develop a typology for context dimensions 
that could be used across studies. Several authors (Atun et al., 2010; 
Hunter et al., 2015) have highlighted the interplay of such contextual 
parameters in the adoption and sustainability of health innovations in the 
health system. This interplay was also evident in some of our studies, but 
our data on this interplay was not sufficiently rich to inform our model. 

Finally, effective processes for monitoring outcomes of change and 
providing relevant feedback at organizational and systems levels will not 
only reinforce existing change but also provide an impetus for new change. 
A wide array of formal and informal monitoring and feedback structures 
were evident from our studies. Comparative economic analyses of these 
alternative structures and their influences on the organizational and sys-
tem costs of scale-up are required. 

Conclusion

Innovation diffusion theorists, researchers interested in whole systems 
change, systems theory proponents, and complexity scientists have all 
emphasized the need to better understand complex systems’ dynamics if 
we hope to optimize and sustain the benefits of health system innovations, 
while minimizing the potential for undesired effects. Our model reinforces 
this view, and illuminates the factors that charge these dynamics. 

While the application of whole systems change theory to health care 
is somewhat new, its potential for contributing to our understanding of 
intentional, complex health care change initiatives is promising. A whole 
systems approach is increasingly promoted as an appropriate one for guid-
ing change to improve system performance, particularly since it recognizes 
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that contemporary health systems are complex and adaptive, and comprise 
co-evolving subsystems (Best et al., 2016; de Savigny et al., 2004; Edwards 
et al., 2011; Foster-Fishman & Behrens, 2007). 

Our model offers useful insights for studying, developing policy for, 
managing, and evaluating evidence-informed health systems change using 
a complex adaptive systems lens. Cross-scale studies hold much promise 
for further insights in this field. 
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Introduction

This chapter is about programs of research within programs of research. 
This is how I have experienced and configured my programmatic research 
over the past thirty years. There have been twists and turns as I have 
melded together my work in Canada and internationally. My passion is 
community health. I describe my overarching program of research as mul-
tiple interventions for community health; it has been situated within the 
larger organizational context of research units and institutes. The sub-
stantive health issues I have addressed have been determined largely by 
the priorities of front-line workers, managers, and other decision-mak-
ing partners with whom I have worked. I have developed concentrated 
programmatic research addressing the prevention of falls among seniors, 
evidence-informed nursing care, and strengthening nurses’ engagement in 
HIV/AIDS-related policy-making in lower- and middle-income countries. 
In this chapter, I describe this rather convoluted journey and what I have 
learned along the way. 
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Origins

In 1984, I returned to Canada following a five-year stint in Sierra Leone, 
West Africa, where I had worked as a community health nurse and tutor 
and conducted community-based research in poor rural communities. The 
daily issues we tackled in our primary health care programs included neo-
natal deaths due to tetanus and hypoxia, the deaths of young children 
from communicable diseases and malnutrition, and maternal mortality 
rates that were among the highest in the world. Addressing these issues 
required a mix of strategies including working with village and paramount 
chiefs to implement the expanded program of immunization; integrating 
efforts of other sectors such as agriculture, education, and rural develop-
ment in our community health initiatives; and training and supporting 
community health workers, including traditional birth attendants. It was 
in this setting that I came to understand the importance of building envi-
ronmental and policy supports for both individual behaviour change and 
collective efforts to improve health. Looking back, these experiences laid 
the groundwork for my program of research.

Although I decided to make Canada my home base, I was intent on 
continuing international development and research work. I took up an 
academic post at McMaster University, and pursued international work 
through involvement in a Canadian International Development Agency–
funded project in Pakistan (Edwards, Smith, & French, 1989; Edwards 
& Tompkins, 1988) and then a community health training initiative in 
East Africa. At the time (1980s), it was difficult to obtain Canadian fund-
ing for international health services research and thus nearly impossible 
to undertake research projects that focused exclusively on lower-income 
countries. I decided to ease my way back into community health in Can-
ada and began working with immigrants and refugees who were attending 
English-language training programs. This population was a priority for the 
local public health department where I held a joint appointment. My work 
with immigrants and refugees continued when I developed the thesis topic 
for my PhD (Edwards & Boivin, 1997). 

Applying for Personnel Awards

In 1988, I relocated to Ottawa, where I worked part-time in the local 
public health department and the University of Ottawa, and began PhD 
studies at McGill University. Three years into my PhD program, the 
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director of the School of Nursing at the University of Ottawa asked me to 
apply for a personnel award. In pulling together the application, I sought 
the advice of more senior researchers, and developed a five-year plan for 
a set of linked projects. This was my first attempt to describe my program 
of research. For my application to be successful, I realized that it needed 
to be lined up with the research directions of the School of Nursing and 
the priorities of the funded Community Health Research Unit with which 
I had become affiliated. Since the personnel award was being funded by 
the Ontario Ministry of Health and Long-Term Care, I did not include any 
research plans for international health in my application.

The program of research I outlined (see objectives in table 10.1) reflected  
my growing interest in models for the delivery of public health nursing 
services and a number of major shifts in public health service delivery 
that had begun to take place in Ontario in the late 1980s. At that time, a 
reorientation of public health services, away from individually-oriented 
prevention and care delivered through home visits, was under way. The 
ministry was encouraging a more substantial focus on population health 
approaches that involved shifting the distribution of risk factors within the 
population as a whole. These changes presented an opportunity to exam-
ine new service delivery approaches. Therefore, the program of research 
I described examined the links among and the relative contributions of 
self-care capacity and action, collective care capacity and action, and sup-
portive environments. 

An emerging program framework that we had developed for the Ottawa 
Public Health Department (Edwards & Moyer, 2000) served as a pseu-
do-framework for my program of research, although I did not include 
explicit reference to this framework in my personnel application. I iden-
tified two population subgroups as my focus: ethnocultural communities 
and seniors. The former subgroup extended my work with immigrants and 
refugees, while the latter reflected my involvement in a number of health 
department projects targeting seniors and fall prevention. This substantive 
issue had been identified by our medical officer of health as a priority area 
for new programming at the health department, and he was prepared to 
commit staff time for the injury prevention interventions that would be 
examined in research. The fall prevention topic provided an opportunity to 
test specific elements of the program framework (comparing a behavioural 
approach to mitigate individual risk factors versus a community action 
approach targeting environmental changes) (Edwards, 2000; Edwards, 
Birkett, et al., 2006) and I had the support of a key decision-maker in 
the health department to undertake the project. Thus began a substantive 
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focus (fall prevention among seniors) for my programmatic research that 
continues to this day.

Table 10.1  Research Objectives for Personnel Award Applications 

Personnel Award (Career Scientist) 
Objectives 1992–96

Personnel Award (Nursing Chair) 
Objectives 2000–2010

Apply client decision-making models 
to selected health promotion practices 
among ethnocultural groups

Design and test approaches to mea-
sure client decision-making that are 
cross-culturally appropriate and valid

Examine personal and environmental 
factors that influence individual and 
collective decision-making among eth-
nocultural groups and seniors

Develop and test strategies to guide 
individual and collective decision-mak-
ing among ethnocultural minorities 
and seniors

To complete a comprehensive examina-
tion of existing measures, theories, and 
methods for multiple intervention studies 
in community health

To develop a transdisciplinary framework 
to guide Multiple Intervention Program 
design & evaluation

To begin development of new methods to 
examine synergistic impact of interven-
tion components

To complete funded studies and launch 
new initiatives testing Multiple Interven-
tion Programs, and examining strategies 
for dissemination and uptake

This research on fall prevention has been programmatic in nature, 
involving many linked projects (see table 10.2) and various collabora-
tors (both researchers and public health staff and managers). The early 
studies laid foundations for understanding the problem of falls from the 
perspectives of seniors and practitioners, and tested community health 
interventions. I worked with a local fall prevention coalition that con-
sidered some of the findings from our research studies with a view to 
identifying priorities for public health action. Among these priorities were 
falls on stairs and in bathrooms, as these were associated with the highest 
rates of injuries. This research led our team to identify a policy gap that 
existed in building codes. Thus, the thrust of my research shifted from 
an earlier emphasis on municipal public health programs to an empha-
sis on policy and, specifically, how to inform improvements to building 
codes. Most of my research time on fall prevention is now taken up 
with knowledge translation activities rather than conducting empirical 
research. Examples of these activities have included submitting a request 
for a change in building code recommendations (related to grab bars in 
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bathrooms); and serving on National Research Council task groups for the 
review of building codes for guards, handrails, and ramps (Edwards, 2017).

Table 10.2  Summary of Fall Prevention Research Projects (1991–2018)

Title of Project, Principal 
Investigator, Type of  
Project, and Time Period 

Stage of Multiple Intervention Framework
(see figure 10.1).

Examine 
problems 
using socio- 
structural 
lens.

Consider 
interven-
tion options

Maximize 
interven-
tion impact

Assess 
implementa-
tion, impact, 
consequences

Ethnographic study of  
perceived risk factors for 
falls and their prevention 
among seniors (Edwards) (2)
1991–92

✓

A randomized controlled  
trial of two strategies for  
fall prevention among  
seniors (Edwards) (1)
1992–95

✓ ✓

Stair safety in local restau-
rants: A cross-sectional 
survey by public health 
inspectors (Edwards) (2) 
1995

✓

Process evaluation of a 
regional fall prevention  
coalition (Edwards) (1)
1995–96

✓

Perceptions, attitudes and 
social norms influencing 
fall prevention behaviours 
among Italian seniors 
(Aminzadeh) (3)
1995–96 

✓

(1) Denotes external funding for project
(2) �Denotes project funded with support of Community Health Research Unit by Ontario Ministry  

of Health and Long-Term Care
(3) Indicates thesis project undertaken by graduate student or project led by post-doctoral fellow
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Title of Project, Principal 
Investigator, Type of  
Project, and Time Period 

Stage of Multiple Intervention Framework
(see figure 10.1).

Examine 
problems 
using socio- 
structural 
lens.

Consider 
interven-
tion options

Maximize 
interven-
tion impact

Assess 
implementa-
tion, impact, 
consequences

Perceptions, attitudes and 
subjective norms influencing 
seniors’ decisions to accept 
or reject mobility aids in fall 
prevention: An application 
of the Theory of Planned 
Behaviour (Aminzadeh) (3)
1996–97

✓

Falls in the Elderly: A sum-
mary of the literature 
prepared for the Public 
Health Branch, Ontario Min-
istry of Health, in support 
of the provincial review of 
mandatory public health 
programs and service  
guidelines (Edwards)  
(2) 1997

✓

Community action for fall 
prevention: exploring the 
views and experiences of 
lay community organizers 
(Edwards) (2)
1997–98

✓ ✓

(1) Denotes external funding for project
(2) �Denotes project funded with support of Community Health Research Unit by Ontario Ministry  

of Health and Long-Term Care
(3) Indicates thesis project undertaken by graduate student or project led by post-doctoral fellow
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Title of Project, Principal 
Investigator, Type of  
Project, and Time Period 

Stage of Multiple Intervention Framework
(see figure 10.1).

Examine 
problems 
using socio- 
structural 
lens.

Consider 
interven-
tion options

Maximize 
interven-
tion impact

Assess 
implementa-
tion, impact, 
consequences

Factors influencing the 
use of bathroom assistive 
devices among communi-
ty-living seniors (Edwards) 
(2)
1998

✓ ✓

Effectiveness of communi-
ty-based coalitions in heart 
health promotion, tobacco 
use reduction, and injury 
prevention: A systematic lit-
erature review (Edwards) (2)
1998–99

✓

Utility and effectiveness of  
a decision-analysis computer 
simulation framework for 
graduate health sciences 
students (Edwards) (2)
1998–99

✓ ✓ ✓

Effectiveness of Internet- 
based dissemination of best 
practices for public health 
professionals (Locke) (1)
2000

✓ ✓

(1) Denotes external funding for project
(2) �Denotes project funded with support of Community Health Research Unit by Ontario Ministry  

of Health and Long-Term Care
(3) Indicates thesis project undertaken by graduate student or project led by post-doctoral fellow



220  Developing a Program of Research

Title of Project, Principal 
Investigator, Type of  
Project, and Time Period 

Stage of Multiple Intervention Framework
(see figure 10.1).

Examine 
problems 
using socio- 
structural 
lens.

Consider 
interven-
tion options

Maximize 
interven-
tion impact

Assess 
implementa-
tion, impact, 
consequences

Perceptions, attitudes, and 
subjective norms influencing 
the decisions of physically 
frail seniors to exercise or 
not to exercise: An appli- 
cation of the Theory  
of Planned Behaviour  
(Benjamin) (3)
2000–2001 

✓

Evaluation of optimal bath 
grab bar placements for 
seniors (Sveistrup) (1)
2000–2001

✓ ✓

Evaluation of the dissem-
ination and utilization of 
Best Practice Guidelines by 
registered nurses in Ontario 
(Edwards) (1)
2000–2003

✓ ✓

Stair safety and stair use 
among community-living 
seniors (Edwards) (1)
2001–4

✓ ✓

A program designed to mod-
ify and support the use of 
the physical environment to 
promote physical activity 
among veterans and seniors: 
a fall prevention initiative 
(Edwards) (1)
2001–4

✓ ✓

(1) Denotes external funding for project
(2) �Denotes project funded with support of Community Health Research Unit by Ontario Ministry  

of Health and Long-Term Care
(3) Indicates thesis project undertaken by graduate student or project led by post-doctoral fellow
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Title of Project, Principal 
Investigator, Type of  
Project, and Time Period 

Stage of Multiple Intervention Framework
(see figure 10.1).

Examine 
problems 
using socio- 
structural 
lens.

Consider 
interven-
tion options

Maximize 
interven-
tion impact

Assess 
implementa-
tion, impact, 
consequences

Promoting functional use 
of assistive devices by com-
munity-living seniors and 
veterans (Edwards) (1)
2002–4

✓ ✓

Building community capacity 
for preventing falls among 
the on-reserve First Nations 
elderly population (Patter-
son) (1,3)
2003–8

✓ ✓

How effective are bath grab 
bars for stopping a fall when 
you lose your balance?  
(Guitard) (1) 
2004–5

✓ ✓

Sustainability of fall preven-
tion initiatives funded by 
Health Canada and Veterans 
Affairs (Edwards) (1)
2004

✓

Walkability of neighbour-
hoods for seniors (Grant) (3)
2007–10

✓ ✓

(1) Denotes external funding for project
(2) �Denotes project funded with support of Community Health Research Unit by Ontario Ministry  

of Health and Long-Term Care
(3) Indicates thesis project undertaken by graduate student or project led by post-doctoral fellow



222  Developing a Program of Research

Title of Project, Principal 
Investigator, Type of  
Project, and Time Period 

Stage of Multiple Intervention Framework
(see figure 10.1).

Examine 
problems 
using socio- 
structural 
lens.

Consider 
interven-
tion options

Maximize 
interven-
tion impact

Assess 
implementa-
tion, impact, 
consequences

Research into policy to 
enhance physical activity 
(Aro) (1)
2011–16

✓ ✓

Scoping review: Environmen-
tal hazard checklists and fall 
prevention (Edwards and 
Blanchard) (1,3) 
2017–18 (1)

✓ ✓ ✓

Scoping review: Compari-
son of bathroom and stair 
environmental descriptors in 
ergonomic, epidemiological, 
and longitudinal studies on 
aging (Edwards) (1) 
2017–18

✓ ✓

Scoping review: Walkabil-
ity and stair assessment 
(Edwards) (1) 
2017–18

✓ ✓

Note  Projects are listed in chronological order of funding. The principal investigator for each study is listed, 
but in most cases a team of investigators was involved.

(1) Denotes external funding for project
(2) �Denotes project funded with support of Community Health Research Unit by Ontario Ministry  

of Health and Long-Term Care
(3) Indicates thesis project undertaken by graduate student or project led by post-doctoral fellow
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Figure 10.1  Evolved Multiple Intervention Framework (Edwards, 2018)

In 2000, I successfully applied for a second personnel award (a nursing 
chair funded by the Canadian Health Services Research Foundation, Cana-
dian Institutes of Health Research (CIHR), and the Ontario government). 
The objectives for this application are shown in the second column of  
table 10.1. When I submitted this application, I was describing my program 
of research as multi-strategy and multi-level interventions in community 
health. My thinking about this focus had been fuelled by numerous discus-
sions and joint research projects with public health colleagues. They had 
identified the challenges of designing and evaluating multiple intervention 
programs that would meet growing expectations of the provincial Ministry 
of Health and Long-Term Care for this kind of programming. 

The framework for the research that I described in my chair applica-
tion built on some elements of the initial self-care, collective action, and 
supportive environment framework we had developed earlier. However, 
this new Multiple Intervention Framework was more socio-ecological in 
its orientation and emphasized the potential synergistic combinations of 
strategies within and between each system level. Since this mid-career 

• Nested
   determinants
• Deeply embedded
   determinants 

• Dose, intensity, and reach
• Integrated theoretical
   framework

• Sustainability 
• Differential impact
• Ripple effects

• Intervention and
   contextual synergies
• Adaptation to
  Community context

CONSIDER
intervention options

EXAMINE
problem using a 

socio-structural lens

MAXIMIZE
intervention impact

ASSESS
implementation, impact,

and consequences

• IDENTIFY community health issue
• DESCRIBE burden of illness
   and inequity gaps

FIGURE 10.1  /  APPROVED -  Mult ip le  Intervent ions  Framework
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personnel award had a strong emphasis on mentoring, linkage, and 
exchange, the framework needed to highlight the niche focus for my 
research while providing a platform that was broad enough to encompass 
promising substantive areas of research that would be developed by my 
future trainees. Again, I did not include a schemata of this guiding frame-
work in my personnel application. However, several years later I published 
a more mature version of the framework with two post-doctoral fellows 
(Edwards, Mill, & Kothari, 2004). 

The framework has evolved. Assessing inequities, for example, has 
been added as a framework element (see figure 10.1). In addition to guid-
ing my overall program of research, the framework provided direction for 
substantive issues where I had a concentration of studies. For instance, I 
used it to take stock of my research on fall prevention, identify how the 
focus of each research project linked to framework elements, and consider 
where there were gaps (see last four columns in table 10.2). 

Although I was clearer about the overarching focus of my program of 
research at this mid-career point, it was challenging to describe the inter-
section between research projects already funded and those that were 
planned as part of the forward agenda for the period of the award. It was 
probably the strength of my mentoring and training activities, which were 
viewed as an important requirement by the funder, that helped me get 
past the initial letter-of-intent phase and receive the award. Some of these 
mentoring and training activities are described in a later section.

I was funded as part of a cohort of chairs supported by the Canadian 
Health Services Research Foundation and CIHR. The chairs were brought 
together twice a year to share successes, challenges, and strategies. These 
constructive meetings provided excellent peer mentoring and gave us a 
means to learn from each other’s approaches. The book Shaping Academia 
for the Public Good: Critical Reflections on the Canadian Health Services 
Research Foundation/CIHR Chairs Program (Potvin & Armstrong, 2013) 
was one of the joint outputs from this co-learning. 

In addition to peer mentoring among the chairs, many of the chairs 
set up advisory bodies to provide guidance on operationalizing their pro-
grams of research. For instance, I convened an advisory group comprising 
senior managers from the health care agencies engaged in my research 
projects, senior academic colleagues, and trainees (graduate students and 
post-doctoral fellows). Meetings of my advisory group helped to inform 
core aspects of my research program, including a research internship, 
recruitment of post-doctoral fellows, and the mid-term evaluation of my 
program. These meetings also built further awareness of and support for 
my research program among institutional partners. 
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Personal Programs of Research  
within Institutional Programs of Research

Research in my field is not done in isolation, and so it was with enthu-
siasm that I worked alongside colleagues from a variety of disciplines to 
help establish both a population health PhD program and an Institute of 
Population Health at the University of Ottawa in the late 1990s. These 
were coming to fruition at the same time I received my chair award. I 
worked with colleagues to develop an overarching framework for the 
institute, within which multiple interventions fit, as shown in figure 10.2. 
This framework had a strong systems orientation. Leads for the primary 
research foci worked with colleagues to develop a more detailed concep-
tual framework that integrated their core foci and population health. For 
example, Krewski et al. (2007) developed an integrated framework for risk 
management and population health in which different types of popula-
tion health interventions were identified (regulatory, economic, advisory, 
community action, technological). I worked with colleagues to develop a 
complementary conceptual framework detailing the integration of core 
concepts in multiple intervention and population health (see figure 10.3). 
It featured systems-level interventions and highlighted the interplay of 
multiple interventions and their contexts, an area of inquiry that has sub-
sequently gained prominence internationally (Craig et al., 2018).

Figure 10.2  Framework Integrating Core Concepts in Multiple Interventions and 
Population Health (Krewski et al., 2007)

Adapted from “An Integrated Framework For Risk Management And Population Health,” by D. Krewski 
et al., 2007, Human And Ecological Risk Assessment, 13, p. 1299. Copyright 2007 by Taylor & Francis 
Group, LLC. Reprinted with permission.

Health Policy

Delivery Systems

Interventions

Determinants & Causes

Population Health Issues

Risk 
Assesssment

Multiple
Interventions

Evidence-
Based Policy

FIGURE 10.2  /  Core  Concepts  MIP 
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Figure 10.3  Integrated Framework for Multiple Interventions and Population Health 
(Craig et al., 2018)

Developing a Mentoring and Training Platform

In my chair award application, I outlined several key components of men-
toring and training. The first was the design of a research internship 
program aimed at graduate-prepared nurses and health services research-
ers. The second was the design of a course on multiple interventions, and 
the third was training graduate students and post-doctoral fellows, with 
an emphasis on the latter.

HEALTH OF POPULATIONS

System of Program Design & Delivery

Evaluation of system-level interventions

Conceptual 
relationships and 

integration

Intervention 
design across 
system levels

Evaluation methods
for multi-level
interventions

DETERMINANTS OF HEALTH

Interplay of interventions and their context

FIGURE 10.3  /  Integrated Framework MIP
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The research internship has been described in detail elsewhere 
(Edwards & MacDonald, 2009; Smith & Edwards, 2003). It involved an 
on-site training program (initially three months in length) that emphasized 
skill development in areas that were often absent from graduate programs, 
such as grantsmanship, working with decision-makers, and knowledge 
translation. Originally, I planned to offer the internship three or four times 
to prepare a total of twenty Canadian trainees. Instead, the internship 
became a mainstay of my mentoring, and as of 2018 had been offered on 
twenty occasions to over three hundred graduate-prepared interns and 
more than thirty post-doctoral fellows. The internship was international-
ized in 2008, and became a sustainable, international model of research 
capacity–building in Kenya and Jamaica.

With a mature program of research in place, it was important to embed 
multiple interventions within the curricular offerings for our graduate 
students. This provided co-benefits for the program of research and for 
the students. I focused on two programs in which I supervised students: 
graduate programs in nursing and the transdisciplinary PhD program in 
population health. I developed an elective multiple intervention graduate 
nursing course, using the Multiple Intervention Framework (Edwards et 
al., 2004) to organize the course content. Initially, interns were required 
to register for this course; they could either audit the course or take it 
for credit. I further embedded multiple interventions into a required 
course (Population Health Interventions) that I designed for the Popu-
lation Health PhD program. Both of these courses provided important 
points of discussion and debate with graduate students about multiple 
interventions.

I also determined that working with post-doctoral fellows would be 
a priority for mentoring since the fellowship is a period when trainees 
can focus intensely on developing their program of research. Working 
with these early-career researchers was an important way to advance pro-
grammatic research in multiple interventions, while helping fellows to 
concretize directions for their own programs of research. Post-doctoral 
fellows applied multiple intervention approaches to topics including 
bereavement care, safety in home care, immunization programs for health 
workers, breastfeeding, HIV/AIDS, early childhood development, mental 
health promotion among adolescents, injury prevention with Indigenous 
populations, school health, parenting, and chronic illness prevention. 
During their fellowships, they each developed their own program of 
research, with mentorship from supervisors and peers. In some cases, 
post-doctoral fellows were co-supervised to ensure that they had access to 
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the interdisciplinary expertise and networks required for the research. To 
discuss co-supervision, we always organized a three-way meeting (super-
visors and post-doc) to ensure that we were compatible with regard to 
objectives, expectations, and supervisory approaches before confirming 
the co-supervisor arrangement. In a number of instances, supervisors 
were located in different settings (including different countries) and we 
had to sort out how virtual contact could be maintained. 

Recruiting post-doctoral fellows required proactive efforts to convey 
the value-add of a post-doctoral fellowship, particularly for those who 
already had an academic position or who came from disciplines such as 
nursing that did not have a strong tradition of post-doctoral fellowships 
(Montgomery, Semenic, & Edwards, 2008). Furthermore, expectations 
for post-doctoral fellows had to be relevant for and compatible with dif-
ferent career tracks, such as those who were already in academic or policy 
positions, as well as those who were still deciding on their career path. 
Whether post-doctoral fellows were working on- or off-site, I required that 
each post-doctoral fellow I supervised:

•	 identify and work with a decision-maker;
•	 assist with planning the annual research internship, and participate as a 

mentor during the internship; 
•	 lead and contribute to regular work-in-progress sessions during the year; 

and
•	 audit and provide some assistance with co-teaching a graduate course on 

multiple interventions or population health interventions. 

I set up two kinds of joint learning opportunities: monthly work-in-
progress sessions and occasional multiple intervention think tanks. During 
the former, post-doctoral fellows and doctoral students presented and dis-
cussed emerging ideas for their programs of research, manuscripts, and 
research protocols. Think tanks were invitational two-day meetings that 
focused on challenging elements of the Multiple Intervention Framework. 
We invited trainees, other scholars, and decision-makers to review scien-
tific and public health developments that should be considered in shaping 
future research agendas. We held think tanks on topics including multiple 
interventions for health equity and understanding the interface between 
multiple interventions and context. 

The post-doctoral fellows were important contributors to a stimulat-
ing research training environment. I envisioned a scaffold approach to 
training, with trainees at various stages of their research career working 
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together and learning from each other. The trainees involved in this scaf-
fold included master’s and PhD graduate students, undergraduate summer 
students hired as research assistants, and interns, post-doctoral fellows, 
and junior faculty members. 

More than thirty post-doctoral fellows later, I can now confidently say 
that the post-doctoral fellows substantially enriched the training environ-
ment. Most of them have successful academic careers; a few have worked 
as scientists or senior administrators in health service organizations. The 
majority received external funding for research projects during their 
post-doctoral fellowship, and some obtained prestigious personnel awards 
(e.g., career scientist, junior scientist, and new investigator awards). 

Performance Indicators

Applications for personnel awards typically require a discussion of antic-
ipated outcomes. There were very different expectations by funders of 
performance indicators for my two personnel awards. The first award sim-
ply required that the award holder have peer reviewed, external research 
funding by the end of the second year of the award, when an updated copy 
of publications and research grants had to be provided to the funder. The 
expectations were more substantial for the chair award; an accountability 
framework was required in the original application, along with measure-
able output and outcome performance indicators. A logic model had to 
be developed in the early years of the award. Progress towards indicators 
had to be included in annual reports. Examples of performance indicators 
I used for three components of my chair award (education and mentoring, 
linkage and exchange, and research) are shown in table 10.3.
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Table 10.3  Sample of Performance Indicators for Chair Award (2005–8)

Chair’s 
research 
activities

Output  
indicators

Outcome  
indicators

Education and 
mentoring

•	 Four externally funded 
post-doctoral fellowships 
obtained

•	 Seventy scholars complete 
intervention graduate courses 
(audit or credit) 

•	 Master’s and graduate students 
select thesis topics in area of 
multiple interventions

•	 Minimum of fifty nurses com-
plete internship

•	 Multiple intervention course 
content integrated into other 
community health nursing courses 
across Canada

•	Two successful applications for 
new investigator or career scien-
tist awards for those working  
with chair

•	 Internship model being used by  
an international partner

•	 Within one year of completing 
the internship, at least 50 percent 
of those completing internship 
report participation as investiga-
tors or collaborators on successful 
submissions of grant applications 
or participation as co-authors 
on publications in peer reviewed 
journals

Linkage and 
exchange

•	 Multiple intervention think 
tanks operational with regular 
contributions from research 
community

•	All post-doctoral fellows and 
research fellows linked with 
appropriate decision-makers 

•	 Functioning network estab-
lished for linkage and exchange 
(Edwards & Kothari, 2004)

•	 Community health research  
scholars report maturation  
of links with selected 
decision-makers 

•	 Evidence of ongoing dialogue 
about multiple intervention  
methods and program design 
issues on network

Research 
platform

•	 Each externally funded research 
project involves one or more 
decision-makers in a formal 
collaborative role 

•	 Funded research projects  
on multiple interventions  
of relevance to objectives 

•	 Research platform supports 
participation of learners  
on multiple intervention 
research conducted region- 
ally, provincially, nationally,  
and internationally 

•	All post-doctoral fellows and 
career scientists obtain external 
funding for their research  
within eighteen months of  
award start-up

•	 Fifteen peer reviewed publications 
or technical reports arising from 
funded research are published by 
nursing chair

•	 External funding obtained  
by nursing chair for a minimum  
of three research projects 
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International Dimensions of My Research

Although successful in my Canadian-based research, my commitment to 
working in lower- and middle-income countries remained. I continued 
this work through various initiatives. In the early period (1990s), most 
of these initiatives had a development focus because there were so few 
opportunities for researchers to get Canadian funding for health services 
research in lower-income countries. I was offered the chance to take 
on the leadership of a Canada–China University Linkage Project. This 
afforded opportunities for graduate student involvement and for a number 
of small-scale research projects, some with supplemental funding from 
other sources (Cragg, Edwards, Yue, Xin, & Hui, 2003; Edwards, Hui, & 
Xin, 2001; Ross, Dunning, & Edwards, 2001), but few with a community 
health and multiple intervention focus. 

Subsequently, involvement in this development-oriented project and 
my experience working with traditional birth attendants in West Africa led 
to a request that I lead the design mission for a maternal and child health 
development project in Yunnan province, China. This was more in line 
with my research interests in multiple interventions. With the support of 
my dean, I agreed to do so and we subsequently received funding from the 
Canadian International Development Agency to proceed. These experi-
ences informed my program of research, providing critical learning related 
to: a) participatory approaches in training and management (Edwards & 
Roelofs, 2005); b) strategies for knowledge translation required within 
a traditionally hierarchical system of decision-making (Edwards & Roe-
lofs, 2006a, 2006b); and c) approaches for evaluating large-scale system 
change aimed at the equitable scale-up of effective interventions. These 
insights subsequently informed large-scale, system-oriented projects in 
Canada—e.g., evaluation of a province-wide Best Practice Guidelines ini-
tiative (Davies, Edwards, Ploeg, & Virani, 2008; Edwards, 2008; Edwards, 
Davies, Ploeg, Virani, & Skelly, 2007) and internationally (e.g., a nurse-
led intervention to strengthen health care for persons living with HIV/
AIDS (Edwards et al., 2016; Edwards, Kahwa, et al., 2007; Edwards &  
Roelofs, 2007).

Serendipitous timing also intervened. There were some new global 
health research funding opportunities that became available in Canada 
early in my chair award. For instance, a Global Health Research Initia-
tive that brought together four federal partners in Canada created several 
streams of funding. One of these, the Teasdale-Corti program, supported 
interdisciplinary research with capacity development, health services, and 
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knowledge translation foci. It seemed that the multiple intervention ori-
entation of our research lined up with this opportunity and we decided 
to focus on nursing leadership for policy development addressing HIV/
AIDS. Building on the networks of several researchers with whom I had 
worked, we brought together colleagues from Canada, Jamaica, Kenya, and 
South Africa to successfully apply for this programmatic research fund-
ing (Edwards et al., 2016). This research also provided a training ground 
for interns, graduate students, and post-doctoral fellows. Subsequent 
funding through the same global health initiative extended research to 
maternal and child health in Kenya (Ochieng et al., 2014; Wafula, Edwards, 
& Kaseje, 2017) and enabled us to examine research capacity building 
across the teams funded by the Teasdale-Corti initiative (Bender, Edwards, 
Kahwa, & Kaseje, 2016). Graduate students and post-doctoral fellows suc-
cessfully applied for fellowship funding that built on this work (Bender et 
al., 2016; Dyke, Edwards, McDowell, Muga, & Brown, 2014; Edwards & 
Davison, 2015; Juma, Edwards, & Spitzer, 2014). 

Impact of My Program of Research 

My program of research has had both indirect and direct impacts on health 
service programs and policies. With respect to multiple interventions, the 
conceptual underpinnings and related methodological approaches to com-
munity health problems have taken hold in the programs of research of 
scholars with whom I have worked. The principles of multiple interven-
tions are embedded in the population health framework for the Public 
Health Agency of Canada, in calls for research proposals from research 
funding agencies, and in working and published papers that have been 
used to identify and address research gaps in this field (Dunkley, Edwards, 
Moloughney, & Spasoff, 2005; Edwards & Barker, 2014; Edwards & Clin-
ton, 2008; Edwards, MacLean, Estable, & Meyer, 2006; Edwards, Riley, 
& Willis, 2018; Edwards, Viehbeck, Di Ruggiero, & McMahon, 2011). 
Along with many other scientists, we have contributed to a broader dis-
course and understanding of how multiple interventions can be designed 
and evaluated. 

The influence of one’s program of research on practice, programs, and 
policies is difficult to establish, because it is one of many inputs and influ-
ences on directions taken and decisions made. I have most directly seen 
its impact on curricula and trainees. In particular, post-doctoral fellows 
who are at an important, formative stage for developing their research 
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program have built on and applied elements of the multiple intervention 
framework in their own work. The opportunity to work with such tal-
ented individuals has been deeply satisfying and considerably extended 
my learning about the design, implementation, and evaluation of multi-
ple interventions in community health. Many have been involved in this 
endeavour. The interdisciplinary roots of inquiry that have been spawned 
through this work bode well for the next generation of researchers who 
are continuing to advance this research and will take it in new directions 
and into new arenas. 

Key Issues

Achieving a balanced portfolio of research-related activities has been 
a recurring issue throughout my career. Working towards this balance 
has required considerations of personal time and effort; investments in 
conducting empirical studies, knowledge translation activities, and men-
toring; and sorting out how to balance and trade off research and scholarly 
activities in Canada versus internationally. 

Developing a program of research involves a lot of stepping stones. 
Every personnel application requires an outline of your research program. 
Each of these provides another opportunity to refine and mature your 
ideas and focus. Seeking external support for my program of research as an 
early- and then mid-career researcher was an extremely important exercise 
for me. Programs of research evolve. Taking the time to methodically think 
through the next phase of your program of research is critical. This “taking 
stock” is important because in the day-to-day, rapid, and demanding pace 
of writing grant applications, implementing research, analyzing data, and 
writing up findings, one can lose sight of the need to purposefully evolve 
and mature a program of research. Integrating multiple interventions 
within graduate courses, working with trainees (and in particular post-doc-
toral fellows) who are actively developing their programs of research, and 
setting up reflective sessions such as our multiple intervention think tanks 
were strategies that helped progress this stock-taking work. 

The world of research funding is challenging, success rates are low, 
and a lot of time may need to be spent writing applications. Continuous 
funding for the research projects that make up your research program is 
important. It creates and sustains momentum, builds (but does not ensure) 
staffing continuity, and helps retain corporate memory. But there are 
trade-offs that have to be made between the time spent seeking funding 
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and implementing research projects versus getting new knowledge trans-
lated, whether by traditional means (peer reviewed publications) or by 
more innovative knowledge translation strategies. 

Embedded knowledge translation strategies (Bowen & Graham, 2013) 
may help ensure that these activities are optimally and efficiently inte-
grated. However, one must recognize that good knowledge translation 
involves substantial time commitments. The nature of one’s research will 
determine the range of knowledge translation efforts that are most rel-
evant. Looking back, two learnings stand out for me. First, even if one 
is skeptical about the reach of peer reviewed publications, these remain 
a fundamental means of communicating credible scientific evidence. It 
is very important to get manuscripts submitted while also attending to 
other forms of knowledge translation. Second, the timing of results is not 
always (or perhaps even rarely) harmonious with when the knowledge will 
be deemed relevant for practice, programs, and policy. This means that as 
a researcher, even if one’s interest in a topic has waned or your research 
has moved on to other vistas, there remains an ongoing need (and I would 
argue an obligation) to support knowledge translation efforts long past 
the time period when the research was completed. This should to be fac-
tored into the longer-term time commitment for knowledge translation 
that may emanate from your research. A program of research provides the 
continuity for both doing the research and translating it, and thus sup-
ports the reality of the extended time period required to move knowledge  
into action. 

Mentoring is another activity that must be fit into the work equation. 
Using your program of research as a platform for mentoring provides an 
enriching training environment while allowing time to focus on your 
research agenda. It is important to clearly communicate your expectations 
of and requirements for trainees, letting them know what latitude they 
have to develop and extend their own research interests. This is a choice 
that each scientist will make in relation to his or her program of research; 
communicating this choice to trainees will help them select a training 
environment that matches their needs and expectations.

The way in which I have worked with trainees, and the types of trainees 
who have been the focus of my attention, has shifted considerably over 
the years. A program of research was essential for me to attract graduate 
students and post-doctoral trainees whose interests dovetailed substan-
tially enough with my own work that I could provide a strong mentoring 
environment for them while also giving them the latitude to develop their 
own interests. I have had the support of departmental chairs and deans 
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in developing new graduate programs and courses, setting up alternate 
training programs (internship), and recruiting trainees (post-doctoral fel-
lows). But I have never taken this support for granted. I have made sure 
that heads are aware of my intentions, the rationale underlying them, as 
well as the potential significance for and impact on the school and the 
faculty, and that administrative leaders are ready to get behind my efforts. 

Finally, the balance between Canadian versus internationally-oriented 
research has been an ongoing conundrum for me. I repeatedly needed to 
make the case for the relevance of my research in lower- and middle-in-
come countries to the funders of my career awards and my director and 
dean. Mentors with research experience in international health encour-
aged me to continue working in this domain and further legitimized my 
choices. It was not easy to get the right balance of international develop-
ment activities and research, particularly when international development 
was the primary focus of the funded project. Yet the international devel-
opment work was my practice base, providing important insights for my 
program of research. Some of these activities informed our work in devel-
oping training programs (such as the internship) and no doubt accounted 
for our success in applying for global health research grants. But just as 
contributions to knowledge translation need to be factored into a research 
program, international development work takes time and may involve a 
substantial administrative load. At a minimum, these issues need to be 
considered when workload considerations are discussed.

Lessons Learned 

1.	 Scientists’ programs of research do not stand alone. They are always 
embedded within other organizational structures. Whether these struc-
tures are in academic, service delivery, or policy settings, consider how your 
program of research might align with them. This will help you gauge expec-
tations of support and garner support for the staff, space, and trainees who 
will be part of your program of research. 

2.	 Evolve your program of research to reflect and build on advances in science, 
shifting funding opportunities and supporting structures (e.g., research 
centres and institutes). Keep your research passion(s) at the core of your 
research program. This will keep you going during the inevitable “slogging 
through” phases of research. 
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3.	 Create mentoring and training structures that offer the reciprocal advan-
tages of integrating your research approach and insights into courses (a 
knowledge translation strategy for education) and giving you a platform 
and mechanisms to generate further insights for your research.

4.	 Knowledge translation is an important element of your program of research 
and must be factored into your work plans. When it comes to knowledge 
translation, think long term and consider the myriad approaches you might 
use to bring evidence from the field to the attention of those who design, 
implement, and evaluate programs and policies. 
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Introduction

This chapter describes how a research program and a research unit grew 
out of clinical and health and social services delivery observations about 
individuals and families living with chronic illness and multiple needs. A 
strategic alliance between researchers and decision-makers was the basis 
for generating an innovative research agenda and enhanced knowledge 
exchange. Efforts to harness and translate the cumulative findings from 
these research projects to address significant service provision issues  
are shared. 

I use “we” throughout much of this chapter because of the collab-
orative nature of our work and its evolution. As director and principal 
investigator, my own program of research was integrated into the main 
focus of the unit from the beginning. Still, it was a collective endeavour. 
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The Origins of My Research Program

Early in my career, I became interested in the core problems that would 
later lead to the establishment of the research unit. As an intensive care 
and burn nurse, I observed many victims of trauma who had psychoso-
cial issues that precipitated risk behaviours leading to devastating injuries. 
During my PhD, I trained as a family therapist so I could become ther-
apeutic in helping to address psychosocial issues earlier in people’s life 
trajectories. In my early research, I studied new approaches in primary 
care for patients who were frequent health care users, and completed 
studies examining the psychosocial well-being of burn survivors and how 
patients and families coped with chronic illness. 

After becoming an academic, I continued as a nurse family therapist, 
working with six physicians in primary care. I observed what social work-
ers call “multi-problem families” and was intrigued by how services could 
be optimally coordinated for such families. This became a preoccupation 
for my own program of research and set the stage for a research unit with 
this orientation. Practitioners’ questions and concerns helped generate 
important research questions.

I was collaborating with a number of university-based investigators at 
this time. Our research focused on how patients and families adjusted 
to chronic illness. We were particularly interested in understanding how 
mental health problems coexisted with chronic illnesses and chronic cir-
cumstances. Our studies indicated that it was not the illness or life event 
but the meaning given to the event and social support influences such 
as family function that affected adjustment to chronic illness (Broadhead 
et al., 1983; Browne et al., 1988; Browne, Arpin, Corey, Fitch, & Gafni, 
1990; Byrne et al., 1996; Crook, 1994; Hay, Browne, Roberts, & Jamieson, 
1995; Judd et al., 1985; Weir, Browne, Tunks, Gafni, & Roberts, 1992). Our 
research also suggested that poor adjustment to chronic illness was a lead-
ing individual characteristic related to the high use of all types of services 
(Browne, Roberts, Weir, et al., 1994; Crook, 1994; Roberts et al., 1995) and 
this high use persisted when poor adjustment was left untreated (Arpin, 
Fitch, Browne, & Corey, 1990; Browne et al., 1995; Weir et al., 1992). 

Thus, in 1990, when a funding call came from the Ontario Ministry of 
Health and Long-Term Care for research units that would involve a part-
nership with service agencies, we applied. I envisioned a research unit that 
would forge a partnership with local, publicly funded health and social 
service and planning agencies involved with high-need families. Building 
on research we had already done, I wanted to test service interventions 
that were proactive and coordinated for people served by two or more 
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providers from different agencies who could form teams, reach out, and 
work together rather than in isolation. Practice would be changed in nego-
tiation with clinicians as we studied its impact.

Establishing the Research Unit 

Our funding application was successful. The McMaster Research Unit on 
Health and Social Service Utilization was launched in 1991 to compare 
the effects and financial costs of innovative, inter-sectoral, comprehensive 
services with the usual sectoral, fragmented approaches to serving vul-
nerable populations. Our unit would tackle a problem that resonated with 
decision-makers: Canadian and international research showed that a major 
portion of health services was consumed by a small proportion of patients, 
regardless of the country or the method of organizing or financing services. 
Seniors, adults, and children with multiple chronic conditions who expe-
rienced the stresses of illness, family, and finances coupled with social 
disadvantages and unfavourable attitudes were routinely cited as “expen-
sive” groups.

Working with Partners
The unit’s investigators were mandated to conduct research relevant to 
sixteen health and social service entities, both “planning” and provider 
agencies, in two regions of Ontario: Hamilton-Wentworth and Halton 
(Browne, Watt, Roberts, Gafni, & Byrne, 1994, 1997). Shortly after our 
unit was funded, I met with the chief executive officer of each partner 
organization to get a sense of their priorities and interests for data in cer-
tain areas. Having been at the university for twenty years by that time,  
I knew most of the partners in health services. However, partners in social 
services were new to me, and I was impressed with their enthusiasm, 
interest, and commitment.

We decided to set up a steering committee of partner agencies to 
guide the research agenda. This steering committee was initially made 
up of chief executive officers of sixteen service agencies (commissioners 
of social services, regional directors of the Ministry of Community and 
Social Services, groups of physicians on salary, directors of public health 
nursing, medical officers of health, nursing directors of home nursing ser-
vices, district health councils, and social service and planning agencies) 
and five interdisciplinary investigators from nursing, social work, epide-
miology, statistics, and economics. 
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Steering committee meetings were held four times per year. The inau-
gural meeting of the steering committee was the first time chief executive 
officers from the regions of Hamilton-Wentworth and Halton had met 
together. The first twenty minutes of every meeting was spent with each 
partner reporting on developments and issues within their agencies. This 
was not contrived interest; we needed to know what was important to 
them and they were very interested in each other’s issues. Ideas for innova-
tive ways to serve certain clienteles emerged, along with an identification 
of agencies to be allied and added in order to provide this more compre-
hensive service.

They listened to each other’s challenges and hopes for future service 
delivery directions, and through discussions, ideas for projects emerged. 
They did not have research questions; they had administrative problems 
and concerns about their populations, with differing lenses on the problem. 
For example, in the economic downturn of the early 1990s, our commis-
sioners of social services reported high rates of unemployment, high rates 
of families on social assistance, and too many clients per worker. Public 
health noted that half of their clients were on social assistance but there 
was no mention of how “their children” were doing. Family physicians had 
observed that social assistance recipients were some of their frequent and 
more difficult users. Thus, a randomized controlled trial was born wherein 
social assistance workers would do house visits with some clients while 
public health would visit others and the YMCA would develop programs 
for children. 

Steering committee meetings were lively discussions that promoted 
additional questions and analyses and new ideas for the structure of 
reports. We flourished through working together. Partners obviously 
enjoyed coming together to share their predicaments as attendance was 
consistently high. The can-do attitude grew, and we, as academics, were 

“witnesses” to the success of the implementation of our partners’ ideas. 
Partner interest was sustained because we were testing their ideas and they 
presented findings to their professional associations. There was a very real 
sense of ownership among them.

Research Unit Funding, Operations, and Management

Infrastructure Funding 
An annual grant of CAD $450,000 was awarded by the Ontario Ministry 
of Health and Long-Term Care for our unit’s manager, secretaries, project 
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coordinators, and data analysts, and for faculty release time. This was the 
infrastructure resource necessary to translate the service agency need for 
knowledge into externally funded research grants. In addition to this core 
funding from the Ontario Ministry of Health, the unit applied for funds 
for specific research projects from other sources. 

Research Operations
Selecting Investigators: Investigators were selected based on content 
expertise, shared values to be “of service” to the agencies, mutual respect, 
and friendship. With each leading their own projects, all of us could be 
involved with multiple projects at any time where concepts underlying the 
interventions and methods in one project informed another. Each inves-
tigator had populations of interest (seniors, adults, or children) and all of 
us needed access to statistical and economic expertise.

Developing Research Projects: The program of research for the unit was 
to test the comparative costs and effects of integrated versus fragmented 
services to vulnerable populations. All partner agencies were interested 
since their vulnerable clientele had more issues than these agencies alone 
were funded to provide. Combining service strategies for those with a mix 
of problems and comparing these new models of integrated care with the 
usual fragmented services made sense. 

Investigators worked as integrators, and the introduction of outside 
funding served as an incentive for this joint work. We knew the agency 
chief executive officers had ideas about what needed to be done, and from 
them we learned about the health and social policies that served as bar-
riers to implementing their ideas. Among the policy barriers identified 
through this process were designating single parents of children under six 
as “unemployable”; offering services only “on demand” with no funding 
for outreach to people so sick they couldn’t ask; bureaucratic barriers and 
requirements that people with illiteracy and language barriers could not 
meet; “zero tolerance” in schools for children with aggression, giving rise 
to social exclusion; and clawbacks to social assistance if people worked 
part-time. These policy barriers were the source of inspiration for new 
models of care.

In every project, the initiative was the result of service providers’ co-in-
terests and investigator abilities and talents. As a collective, the agencies 
specified an age group of interest (children, adults, or seniors) and issues 
about these groups that concerned them. In this way, service agencies 
helped set the focus for the project, paved the way for access to clients, 
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and participated in the interpretation and dissemination of results. Inves-
tigators reframed these issues and potential solutions as research proposals 
using the language of the call for funding. We were very successful in hav-
ing applications funded, but often only after a resubmission. We learned 
the importance of benefiting from feedback and the virtue of persistence.

Management
As director of the unit, one of my roles was to coordinate these different 
perspectives and agendas and bring people together to find the common-
alities in these various policy/planning, practice, and research needs. With 
such high-level and committed executive directors of services as partners, 
the way to manage (coordinate) was to respect and not regulate. I often 
referred to our organizational structure and management as “fluid, flexi-
ble, flat, and fair.” This management approach, along with an attitude that 
most ideas are realizable, helped to bridge barriers. Partners were willing 
to suspend policies for those enrolled in our “practical trials” so they could 
test the impact of alternative policies and approaches. 

This same management style was used with fellow investigators, grad-
uate students, and undergraduate students. We referred to our unit as 

“the secretariat,” recording and expanding partner ideas and weaving in 
research methodology. All partner chief executive officers became espe-
cially adept at identifying biases in research methods and weaknesses  
in measures.

To create a multiplier effect and to straddle funding shortages in both 
amount and span of time, funds from grants were pooled. All staff worked 
on every project using their specialized skills in one or more of the follow-
ing: data management, graphics, data analyses, grant writing, literature 
searches, and budget and fiscal reporting. Our unit was not a house that 
contained people; it was a launching pad. Staff members were incredibly 
creative, and most of their ideas were original and useful in simplifying 
work. They took advantage of university courses available to them as an 
employee benefit and we had no turnover, only expansion. I felt “electric” 
from everyone’s energy, commitment, and care.

Extending Partnerships for an Evolving Research Program

We had begun with the partnership of agencies in two health districts. In 
2000, our partnerships expanded provincially to include children’s reha-
bilitation networks, child welfare agencies, and recreation agencies; as 



The McMaster University Health and Social Services Utilization Research Unit  247

well as to other provinces replicating our studies (Families First Edmon-
ton, Alberta; Families First Peel, Ontario). All of these contacts were 
initiated by others who learned of our work and wanted to build further 
evidence on the cost-effectiveness of serving costly vulnerable populations 
with proactive comprehensive services in health systems with national  
health insurance. 

We also worked internationally. Agencies in Newcastle upon Tyne, 
England, formed a similar unit affectionately known as “McMaster Upon 
the Tyne”—a system-linked research group. However, their infrastructure 
funding came from amounts allocated by each service agency. This funding 
model created more competitiveness among the agencies. 

We also developed a new thrust to our research program with an 
emphasis on evaluating the comparative and cumulative impact of pro-
vincial population health interventions, such as Healthy Babies Healthy 
Children, on longitudinal trends for indicators of child, parent, fam-
ily, school, and neighbourhood well-being. We shifted in this direction 
because our studies required consent and the most vulnerable citizens 
were usually not consenting. Furthermore, we had very little evidence 
of the uptake and impact of universal population health interventions on 
neighbourhoods of people distinguished by culture, beliefs, and lifestyle. 
We wondered if this differential impact of universal population health 
interventions increased inequities and if more targeted interventions were 
needed. This more recent work required additional partnerships, such as 
those with inter-ministerial policy analysts. It also meant that we needed 
team members with better capacity to link large administrative data sets of 
education, health, social services, environmental health, and census data. 

Overcoming Challenges 

Over the years, three main challenges surfaced for our research unit. First, 
we experienced the uncertainty and the challenge of year-by-year funding 
from the Ministry of Health and Long-Term Care after the first eight years. 
By then, we had many projects funded through other, external sources. So 
we adapted, and over time our research unit staff also became the proj-
ect staff. We combined external project funds with a fixed infrastructure 
budget that helped bridge uncertain times and allowed us to meet annual 
salary raises for staff.

Second, there were differences in the language used by health and 
social service agencies as opposed to academia. We agreed on common 
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terms that would not derail discussions. For example, diagnoses was 
replaced by circumstances; and problems by challenges. We needed to have 
all partner agencies involved in the research at the same time. This led 
to studies of inter-sectoral or integrated services, and then gave rise to our 
interest in combining services for what we call shared clientele. 

Third, we were working across the distinct cultures of academia and 
practice and their divergent research needs. We developed research 
approaches to navigate these differences. For example, partners could 
not wait three years to get results from a trial, and if we had waiting 
lists for studies to be done, we would lose the synergism and momen-
tum. Therefore, in all our randomized controlled trials, baseline data was 
used to describe the “Prevalence, Correlates, and Costs of . . . (the issue)”; 
12-month follow-up data provided an indication of early trends and prog-
nosis; and 24-month follow-up yielded comparative reports of the effects 
and expense of proactive comprehensive service versus the usual reactive 
care and fragmented services.

There were also policy and research differences that had to be over-
come. For instance, in the area of community health information, there 
is an important distinction between the policy and planning environment 
and the research environment. In the former, the community agencies 
require access to information so they can assess the need for and impact 
of health and social programs, but they often lack the methodological and 
analytical skills necessary for valid interpretation of health data. In the 
research environment, those involved in activities around collecting and 
analyzing community health data are often ill-informed about the informa-
tional needs of policy-makers and planners. As a result, a vast amount of 
the health data they produce is irrelevant, inaccessible, or incomprehensi-
ble to planners and policy-makers. Synthesis and dissemination strategies 
are required to link policy and planning decisions with research evidence 
(Lomas, 1997). The existence of these two organizational cultures, each 
with its own value system and lacking knowledge of the other, can limit the 
development of health policy and planning based on knowledge (evidence 
information) from the target community and other jurisdictions. It also pre-
vents effective information transfer between policy, planning, and research 
sectors. Our unit provided an important opportunity to overcome the chal-
lenge of the “two cultures” and deliver research with meaningful impact.

Bridging this cultural divide was fruitful. Our planners and providers 
needed information about client characteristics in combination with the 
characteristics of a system of health and social insurance that explained 
the high and persistent use of their services. From this information, ideas 
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were generated regarding the potential for “new” interventions. In addi-
tion, providers and planners needed evaluations of their innovative ways 
of pooling their resources to serve the clientele with co-existing problems 
who are often shared among agencies. We knew people’s problems could 
be expressed in medical and social dysfunction and sometimes reinforced 
by current health and social service delivery models. “System” charac-
teristics of interest included provider characteristics as well as legislated 
structures (e.g., fee schedules, segregated funding, policies governing eli-
gibility), which create reactive rather than preventive services. Our service 
evaluations addressed the clinical effectiveness and economic implications 
of resources used (cost-effectiveness), and the policy implications of the 
future implementation of such interventions. The unit strengthened the 
capacity of partners to evaluate their own services.

Harnessing Cumulative Learning across Research Projects

What we found is both simple and profound: helping vulnerable people 
to proactively find the means to feel better and function more effectively 
costs no more, and sometimes costs less, in a system of national health 
insurance, than doing nothing. Why? Because people who are hurting 
will usually try to find a remedy, yet the insured services they use are not 
necessarily the ones that will solve their problem. A piecemeal approach 
to helping vulnerable persons can be expensive and still fail to identify the 
cause of the problem (Browne, Roberts, Watt, et al., 1994). Our proactive 
health promotion and treatment interventions in community-based health 
and social service agencies improved or maintained the independence of 
the chronically ill in spite of disadvantages (i.e., poverty) or synergistic 
risks (i.e., depression), while reducing expenditures on health services 
(Browne et al., 1995; Browne, Roberts, Gafni, Byrne, et al., 1999) . From 
the outset, we approached the comparative costing of services on a broader 
scale than usual. We looked at not only the cost of providing the service 
of one sector to achieve a certain outcome but also other services the per-
son accessed in other sectors as he or she tried to cope with a particular 
condition or problem. We used an inventory to track direct and indirect 
costs, including, among a host of human services, the frequency of doctor 
or hospital visits, medications used, and whether the person was on social 
assistance (Browne et al., 1990). 

But interpreting the cumulative results across studies was challenging 
because we were showing different kinds of efficiencies in our studies. 
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We needed a better way to do this. Our health economist, Amiram Gafni, 
offered a useful framework (Birch & Gafni, 1996). As depicted in figure 
11.1, the framework for economic evaluation of our health care programs 
yields nine possible outcomes (the more favourable ones are highlighted by 
the triangle). For instance, in outcome 1, cost-effectiveness results when 
increased benefits are achieved through increased expenditures, typically 
among marginalized populations with low access to services. In contrast, 
outcome 8 represents a situation of alternative health programs achieving 
the same effect. However, one of the approaches is associated with lower 
expenditures from a societal perspective, as in the case of clinics in malls 
versus home care. Often, studies that find no difference in the effects of 
two approaches miss the real effect: reduced use of services with one of 
the approaches. Outcomes 7 and 8 are superior to the more frequently 
encountered outcome 9, where funding cuts are accompanied by a poten-
tial reduction in benefits. In these two outcomes, resources are released 
for use in other areas (Birch & Gafni, 1996).

Figure 11.1  Framework for Evaluating Possible Outcomes of Economic Evaluation  
of Health Care Programs (Birch & Gafni, 1996)

Adapted by permission from Springer Customer Service Centre GmbH: Springer: Cost-Effectiveness 
and Cost Utility Analyses: Methods for the Non-Economic Evaluation of Health Care Programmes and 
How We Can Do Better,” by S. Birch and A. Gafni, in E. Geisler & O. Heller (Eds.), Managing Technology 
in Healthcare (p.51-67), 1997, Boston, MA: Springer. Copyright 1997.
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This framework for understanding different efficiency outcomes of 
interventions for vulnerable populations was used to classify the main 
effects and costs of our alternative community health interventions. It was 
also used to classify the recipients of various health interventions accord-
ing to degree of beneficial results, as well as the expenditures necessary to 
achieve these results. Using this framework was a pivotal point of under-
standing for us; it helped shape our knowledge translation messages. We 
were able to demonstrate that interventions for underserved populations, 
such as the psychiatrically ill living in lodging homes, produced outcomes 
of more effect for somewhat more cost because they began to use exist-
ing community health promotion services. In contrast, interventions for 
chronically ill persons with poor adjustment to their illnesses produced 
more effect and reduced expenses because their high use of emergency 
department and hospital services declined. 

We found that investments in one sector can achieve savings in another, 
such as recreation provided by the voluntary sector resulting in savings 
to the publicly funded health, social, and corrections systems (Browne, 
Roberts, Gafni, Byrne, et al., 1999; Browne, Roberts, Gafni, Haldane, et 
al., 1999; Browne, Roulston, et al., 2001; Browne, Byrne, Roberts, Gafni, 
& Whittaker, 2001). This meant that agencies providing services needed 
to be compensated for savings generated elsewhere (Browne et al., 1995). 
These were important messages for our knowledge translation work with 
ministerial policy-makers. 

Knowledge Translation

Our most successful knowledge translation occurred within our partner 
agencies. Our approach to knowledge translation started at the beginning 
of an intervention project. It was not about marketing or setting ideas; 
it was about co-creating innovative service solutions at the local level in 
spite of separate agency funding envelopes. Our knowledge translation 
strategies focused on “learningful” conversations, relationship longevity, 
managing meaning, and the processes used to do this.

We summarized these processes as key questions to be discussed by 
networked organizations (see table 11.1).
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Table 11.1  Key Questions to Address When Creating Service Capacity among 
Networked Organizations for Knowledge Transfer

Area Key questions

Planning 1.	 a. �What are all the personal, professional, and policy pressures  
in the service agency? In other collaborating service agencies?

	 b. �What set or mix of service interventions could be blended  
and compared to reduce these service pressures?

	 c. �Who else, from what service agencies, is needed?

2.	 Where (in what service organizations and with what key actors) 
are the goals of the interventions most likely to be achieved?

3.	 What access is there to other key actors in these organizations, 
and how can they be influenced?

Assessment 4.	 Who or what offices should be contacted, and by whom?

5.	 Who else in each networked organization needs to support  
the project if it is to be implemented?

6.	 What are the mandates of each organization included in  
the project?

7.	 How does the planned service intervention(s) fit with the  
mandate and roles of other service providers?

Formula-
tion

8.	 What are the terms of the project? Terms of agreement? From 
whom? In exchange for what? Provided by whom? With whose 
permission?

9.	 What is the structure of the service collaboration and reporting 
relationships?

Implemen-
tation

10.	What structure would enlist the commitment, competence,  
and consistency of constituents, competitors, and members  
of the various agencies?

Evaluation 11.	 What continuing activities, contracts, or communication are  
necessary to allow the development of the innovation and  
prevent sabotage?

12.	What are the indicators that the networked system is  
accommodating to the new service practice?

The strategic alliances among autonomous service providers created 
by the research unit resulted in agencies working together more closely, 
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and sharing findings to help spread knowledge and good industry practice. 
Such momentum helped improve cost-effectiveness and quality of care 
for clients.

But local knowledge translation was not enough. We had found that 
one of the most serious barriers to the delivery of co-operative, holistic, 
proactive community-based services is separate funding of the various sec-
tors. This required change at the provincial level, where we directed some 
of our knowledge translation efforts. In our discussions with senior deci-
sion-makers and staff in provincial ministries, we indicated that ways must 
be found to reward alliances between the health, social, education, recre-
ation, and corrections sectors. For example, we explained that expensive 
interventions in social or recreational service sectors can save the health 
and corrections sectors money, while indicating that these sectors and 
agencies could be compensated for this work. We shared results demon-
strating that innovative, inter-sectoral approaches have the potential to 
save precious public resources, not only in health care but also across 
publicly funded systems, while at the same time improving the quality 
of people’s lives. We explained that targeting vulnerable people with a 
mix of services can lead to greater effectiveness of care and either similar 
or, in many cases, reduced costs. We had the data to show that, within a 
system of national health insurance, such an approach typically recovers 
its costs within a year or less by avoiding the use of more expensive yet 
insured crisis services.

Conclusion

Over two decades, our Research Unit on Health and Social Service Uti-
lization studied how improved health and cost containment might be 
achieved by providing community-based services to people with some 
health problems and exhibiting many signs of vulnerability (Browne, Rob-
erts, Gafni, Byrne, et al., 1999). 

The research taught us a great deal about the kinds of services that 
produce improved health at the same or lower cost. Our current health 
care system is geared towards offering services one provider at a time, 
one problem at a time, and on demand. However, the research unit 
found the most successful strategies to be those that are co-operative 
and cross-sectoral, linking physical health care to social, mental health, 
and other services; comprehensive and holistic (rather than disease by 
disease), treating the whole person or the whole family in context; and 
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proactive, reaching out to those who are unlikely to find the help they 
need on their own. In addition, we learned that investments in non-med-
ical natural opportunities such as art and recreation would support health 
and well-being, take pressure off the health care system, and help the 
medical community do what it does best.

The dynamic between investigators, service providers, planners, and 
policy-makers fuelled the evolution of our ideas and projects, our syner-
gism, and our common and collective passion to address relevant human 
predicaments and the service system’s responsibility for helping them. 
It was possible for academics to be needed, share the limelight, and still 
advance in their careers. “Town and gown” could be united. Our part-
nership model acknowledged that academics needed the knowledge 
possessed by consumers and decision-makers. 

The knowledge translation movement emphasizes implementing effec-
tive interventions in practice using practice guidelines. It is one thing to 
produce and publish information about a service intervention, but it takes 
another set of skills to understand service agency or decision-maker per-
spectives or problems and negotiate the kind of information that addresses 
their collective concerns, goals, or policy restrictions. These latter skills 
were essential for our work with the strategic alliance of agencies.

We repeatedly saw that research information is but one input to the 
decision-making process. Results had to be relevant to current questions, 
translated, interpreted, and synthesized with assessments of values/ideol-
ogies and institutional realities/logistics. The use of research information 
in policy-making was in part determined by how that information did or 
did not resonate with individual and group ideas and values, and whether 
frameworks did or did not facilitate that process of resonance. 

A deliberate collaborative approach among service delivery and plan-
ning organizations was at the core of our success. It enabled us to conduct 
studies on a variety of clients, settings, sectors, and services. Our unit 
helped channel both the research itself and the knowledge translation and 
exchange processes that made the research useful.

Through our strategic alliance, investigators and partners learned 
that there can be more amid less; balance without compromised quality; 
and simultaneous delivery without homogenization. Rigour can coexist 
with relevance; impartiality with advocacy. Agencies can participate in 
joint ventures without one threatening to take over the other. Research 
funding from third-party government and private sources can only 
enhance the enterprise and increase the number of services available to  
the public. 
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Lessons Learned
For those developing their own program of research in the area of health 
and social services utilization, the following are key: 

1.	 Respect and follow the lead of decision-makers.
2.	 Imagine the possible. 
3.	 Manage the meaning people give to an initiative. 
4.	 Serve and reward. 
5.	 Collaborate.
6.	 Feel the change.
7.	 Do not focus on your career and your institution; rather, focus on solving a 

problem and the necessity of the collective; and spread the credit.

These principles underlie effective research–service partnership and 
better health outcomes for the clients we serve.
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Institutionalizing a Program  
of Research on Community- 
Based Primary Health Care  

in Sub-Saharan Africa

DA N  K A S E J E , W I T H  
N A N CY  E DWA R D S

Introduction

This chapter describes my experience developing and implementing a 
program of research, initially in an existing academic setting (University 
of Nairobi) and later institutionalizing this program of research within 
a newly established Tropical Institute of Community Health and Devel-
opment, in western Kenya. I explain how this program of research on 
community-based primary health care evolved. My interest in this area 
has been sustained by my passion for using research evidence to influence 
policy, making health care more accessible to all, in the spirit of the Alma 
Ata Declaration (World Health Organization, 1978). 

Developing My Program of Research: The Early Years

My early work was influenced by strong mentors in the Department of 
Community Health, University of Nairobi, and at the Harvard School of 
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Public Health, where I completed a Master of Public Health in Tropical 
Public Health. I joined the East African Community Based Health Care 
movement in 1979, a network that came into being following the 1977 
World Health Assembly resolution and 1978 Alma Ata Declaration on Pri-
mary Health Care. This transformational movement was about engaging in 
health improvements within the contexts in which people live their lives, 
and the situations that shape the provision of health services. Thus began 
my interest in linking training, practice, and advocacy to research. 

Working in the community where I was born (Saradidi, western Kenya), 
and with the assistance of the British Voluntary Service Overseas, we estab-
lished a rural health program, building a health centre to be the hub for 
provision of health services and research. This was the start of my health 
systems–oriented research program. I saw community-based primary 
health care as the means to achieve “health for all,” since this approach 
addressed the diseases of poverty including infections, malnutrition, 
maternal and child morbidity and mortality, and chronic illness. However, 
there was an urgent need to demonstrate the effectiveness of communi-
ty-based primary health care and we initiated this research in Saradidi. 

My first funded research project was a malaria control initiative that 
used both biomedical and community-based approaches. This study, 
undertaken in partnership with Dr. Harrison Spencer, Centers for Dis-
ease Control, and John Hopkins University, USA, steeped me in a culture 
of research rigour. Other projects followed: additional studies on malaria 
control, supported by the WHO Special Programme for Research and 
Training in Tropical Diseases (which also provided a scholarship for my 
PhD work in the UK); research on diarrheal disease control to address 
the problem of cholera that was becoming endemic in the area; studies 
of family planning, with funding from Family Planning International; and 
malnutrition reduction strategies, supported by the Danish International 
Development Agency. These research projects helped inform the topic I 
selected for my PhD thesis: reducing the impact of malaria in pregnancy 
in a study that compared chemoprophylaxis with monthly presumptive 
treatment, both administered by community health workers. 

The Saradidi program was expanded with the addition of agriculture, 
water, and sanitation activities funded by Tearfund, UK. Community 
agricultural workers were trained to work alongside community health 
workers. This integrated program resulted in maternal and infant mortality 
reductions in three years through the eradication of cholera, reductions 
in malnutrition, improved use of modern family planning methods, and 
better access to antenatal care and skilled deliveries. 
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Despite positive results demonstrated by these community-based 
approaches to health care, the studies had been undertaken with smaller 
sub-district populations—e.g., Kakamega Primary Health Care (Were, 
1984) and Saradidi health program (Kaseje & Sempebwa, 1989). While 
health improvements occurred in these small populations, these did not 
translate into improvements in district health indicators, indicating that 
either district-level program scale-up had not been achieved or additional 
system-level interventions were needed to improve population health status. 

We did have some success in scaling-up community-based primary 
health care initiatives at the county level. To facilitate this, I founded the 
Community Initiatives Support Services International, which extended 
and sustained the Saradidi Community Based Primary Health Care model 
to many parts of Siaya County. In parallel, I had the opportunity to scale-up 
community-based primary health care to nearby Kisumu County with the 
support of Aga Khan Health Services, Kenya, funded by the Aga Khan 
Foundation and the Canadian International Development Agency. While 
spearheading implementation of community-based primary health care 
in Kisumu County, we continued with an integrated research agenda to 
document and disseminate results of the community-based primary health 
care model. However, we used a more traditional “push” approach to dis-
seminating our research findings, placing maximum effort on producing 
results and then trying hard to package and communicate these results 
to policy-makers and other users. It became apparent that, despite our 
accumulating evidence, scaling-up these community-based approaches in 
Kenya’s public health care system was hindered by the lack of a national 
policy framework. It would take some different ways of working with pol-
icy-makers and a couple of decades of research to convince the Kenyan 
government to adopt a national Community Health Strategy that would 
provide all communities with an essential package of care for health.

In the midst of this early work on community-based primary health 
care, an international career opportunity emerged. By the end of the 
1980s, the visibility of our Kenyan work in many parts of Africa led to 
me being invited to head the Christian Medical Commission, which was 
reputed to have mothered the primary health care movement long before 
the Alma Ata Declaration. After five years in this role, I moved to head 
the health department at the International Federation of Red Cross and 
Red Crescent Societies. These positions enabled me to influence the 
adoption of a community-based primary health care approach in a wider 
range of settings and to consider the importance of professional educa-
tion in achieving the goals of this approach. For instance, we successfully 
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supported a reorientation of medical education in South Africa to commu-
nity-based primary health care, ahead of the ending of apartheid in 1994. 
During this period, I saw that emerging evidence from many countries was 
consistent with our earlier findings from the Saradididi project regarding 
the effectiveness of community-based primary health care (Haines et al., 
2007). This helped sustain my commitment to a community-based primary 
health care focus for my research program, but I was disheartened to see 
that health indicators for Kenya were not improving. 

This slow pace of change was evident despite Kenya’s implementation 
of national policies during the 1980s including those focused on primary 
health care, decentralization, and health care financing reforms. The main 
driver for these policies was the need to improve the health status of the 
population by enhancing equity in accessible health care. Although Kenya 
had formally adopted the tenets of primary health care in 1986, the com-
munity-based dimension was left out, as evidenced by the first national 
health sector strategic plan implemented between 1999 and 2004. An eval-
uation of this implementation revealed many gaps, explaining a dramatic 
downward trend in health indicators, such as increased child and maternal 
mortality rates (Kenya Ministry of Health, 2005). These findings generated 
a willingness among Kenyan policy-makers to consider elements that they 
had hitherto not emphasized, and an openness to work with researchers 
to find solutions that would reverse the downward trends, hence the rele-
vance of our programs of research focusing on community-based primary 
health care.

More formal recognition of community-based primary health care by 
the public sector occurred with the development of the second Health 
Sector Strategic Plan 2005–10 (Kenya Ministry of Health, 2005), which 
incorporated a community strategy that resulted from an institutional part-
nership with Ministry of Health policy-makers in knowledge generation. 
The institutionalization of my research program that provided the basis 
for this partnership is described in the next section. 

Institutionalizing My Program of Research 

After ten years working at the global level, I returned to Kenya to establish 
the Tropical Institute of Community Health and Development in Africa. 
This provided a means to build and sustain our program of research, which 
continued to focus on the role of community-based primary health care in 
health systems strengthening and its effectiveness in improving health and 
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well-being. Our vision for the institute, with its educational, research, and 
community engagement programs, stemmed from our recognition that:

•	 increasing levels and effects of poverty, worsening living conditions, and 
declining economic growth were decreasing the ability of government to 
sustain the gains in social indicators of the last decades and withstand the 
detrimental effects of globalization on the health and well-being of vulner-
able and disadvantaged peoples in Africa;

•	 despite the establishment of African institutes to provide professional and 
technical solutions to African problems, many of their graduates (manag-
ers, practitioners, planners, and policy-makers in various fields) had been 
brain-drained to more appealing opportunities in the developing and 
developed world; and, 

•	 highly trained and qualified professionals had consistently shown their 
inability to re-engineer our development towards sustainability and to 
improve the living conditions of the majority of our people.

We set out to realize a paradigm shift in the professional formation 
of health and development professionals. Our aim was to prepare highly 
qualified yet practical, committed, concerned, and sensitive leaders, man-
agers, workers, practitioners, planners, and policy-makers in health and 
development who would lead continuous health care improvements and 
sustainable initiatives that would bring a more dignified life to our people. 
Along with a number of professional colleagues, we resolved to establish 
a Tropical Institute of Community Health and Development in Africa as 
a centre of professional and technical excellence that would promote the 
building of healing communities, concerned leaders, and effective manag-
ers for health and development in the twenty-first century, thus providing 

“a bridge into a sustainable and secure future.”

Origins of the Tropical Institute of  
Community Health and Development

The idea for the Tropical Institute of Community Health and Development 
primarily arose from two experiences. First was the community partner-
ships in health professions training I had delivered in South Africa between 
1990 and 1998. I was anxious to apply what we had refined in South Africa 
back home in Kenya. Second, in 1997, Dr. Margaret Kaseje and I carried 
out an evaluation of the East African community-based primary health 
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care movement, which had since spread to many countries in Africa and 
beyond, including South Africa and Namibia; this movement focused on 
the effectiveness of training health workers as trainers and facilitators to 
provide leadership for sustainable community-based primary health care 
programs in Africa. We found that the majority of these trainees did not 
apply the skills they gained unless they were working as senior manag-
ers and mentors for community-based primary health care programs. It 
was apparent that an enabling environment was essential within trainees’ 
workplaces. Otherwise, trainees too often returned to an isolating and 
hostile management environment, and their efforts to apply their train-
ing soon fizzled. Further, the movement had not influenced health policy 
except in southern Africa. We concluded that it was necessary to train 
health workers at management and policy levels who could build and sus-
tain momentum for the scale-up of community-based primary health care 
programs while contributing to health policy improvements.

The institute was thus established to develop community-based pri-
mary health care managers through accredited degree programs; improve 
the performance of the health system through partnerships with com-
munities and the health system; influence health policy through our 
community-based primary health care program of research; as well as 
sustain community-based primary health care initiatives through a health 
personnel partnership training model, bringing together academic insti-
tutions, communities, and the health service system to collaborate in 
training and health status improvement. 

The vision of the Tropical Institute of Community Health and Devel-
opment was to build a healthy, just, prosperous, and sustainable society in 
which individuals, families, and communities were enabled and equipped 
with the necessary practical capacities to cope with the demands of daily 
life, and to enjoy essential elements of dignified livelihoods.

A tripartite partnership involving communities, the health system, and 
the training institute was foundational to our work. Through this partner-
ship, the institute addressed the limitations of purely theoretical public 
health training that did not engage trainees in either practice or research. 
Our academic program recognized the power and authority of consumers 
and communities, and the absolute requirement of partnership with them 
if transformative health improvements were to be realized. The institute 
targeted well-prepared community health professionals at management 
and policy levels, to lead sustainable policy and practice change, and to 
become champions in the African context through transformative training, 
mentorship, coaching, and leading by example. 
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Engaging Policy-Makers in  
Research and Health Improvement

In 2003, as director of the institute, I met with the Director of Medi-
cal Services, who was interested in strengthening governance of health 
services at health facility and community levels, and a memorandum of 
understanding was signed later that year. This meeting provided an oppor-
tunity to introduce him to the study that our institute had developed to 
design and test community-based primary health care. We determined 
that his interest in strengthening the performance of the health system 
would form the core of the study. He agreed to chair an advisory commit-
tee to guide the program of research. We invited other policy-makers onto 
the committee, including those from the Ministry of Health, the parlia-
mentary health committee, the Ministry of Planning and the Ministry of 
Finance, and the WHO. Committee members ensured that the research 
questions of interest to the Ministry of Health were given prominence 
in the study. The committee met every three months to discuss progress 
in study implementation as well as findings. The committee guided data 
analysis to ensure that questions they were asking were addressed to their 
satisfaction. The fact that the Ministry of Health policy-makers controlled 
the research agenda captured their interest and resulted in their substan-
tial engagement in this work. 

Subsequently, a technical working group on operations research was 
established as a structure within the Ministry of Health to strengthen 
the engagement of research teams in the policy cycle. It comprised 
research team members, a charismatic Director of Medical Services, rep-
resentatives of funding organizations (e.g., Rockefeller Foundation, Japan 
International Cooperation Agency, UNICEF, Kenya Medical Research 
Institute), policy-makers from East African countries, community rep-
resentatives, WHO country representatives, and the chair of a national 
parliamentary committee. This technical group, with varying membership 
during different phases of research, acted as an accelerator for change.

The policy-makers developed so much interest that they eventually 
took over the lead for research agenda–setting, commissioning academic 
institutions to conduct research to ensure the quality, rigour, and indepen-
dence necessary for validity of findings. The research related to innovations 
for sustainable health improvements and addressed the determinants of 
health status that were mostly beyond the medical domain. 

At the time of community-based primary health care adoption, the Min-
istry of Health had not budgeted for the implementation of the strategy 
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and tended to expect partners to finance its implementation. This led to 
many questions, such as whether all elements of the strategy were appli-
cable in all Kenyan socio-demographic contexts, what modifications were 
required in different contexts, how cost-effective was the strategy overall 
and for specific population subgroups, and what were the mechanisms 
needed for sustainable task-shifting to community health volunteers.

Since these questions were not addressed in the initial 2003–6 study, 
they became the research questions for the second and third phases of the 
study (2007–13). The second phase was led by the research team, while the 
third phase was led by the Ministry of Health with the support of another 
funding partner, as lack of skilled human resources to undertake research 
on policy initiatives has been found to be a major challenge to supporting 
evidence-informed health policy efforts. 

The 1998 and 2003 Kenya Demographic Health Surveys (Central 
Bureau of Statistics, Ministry of Health [Kenya], & ORC Macro, 2004; 
National Council for Population, Central Bureau of Statistics, & Macro 
International, 1999) indicated that health indicator gains made in Kenya 
in the 1980s were reversing. These worsening health indicators demanded 
urgent action. This was the motivation for the Ministry of Health to adopt 
the 2006 community-based health care policy. From 2006 onwards, we 
worked with the Ministry of Health to evaluate implementation of this 
policy. Following the implementation of the new constitution in Kenya in 
2013, in which governance was devolved to counties, the research team 
undertook a series of county dissemination workshops in an effort to 
accelerate implementation of the policy by the counties. The workshops 
brought together the county governors, members of the county assem-
blies, the county ministers of health, county health management teams, 
service providers, and consumers. 

Genuine partnership was the unique aspect in the institute’s programs 
of research, with policy-makers and managers gradually assuming lead-
ership in defining research questions that would generate timely results 
needed for health system decision-making. All partners invested in the 
partnership for research, training, and health improvement in context; 
each partner investing from their own perspectives and strengths. This 
program of research provided a platform for graduate students to develop 
projects and faculty to develop their own related programs of research. 
Some of these initiatives addressed gaps in both research capacity and 
research we had previously undertaken. Examples of gaps we addressed 
included: health systems leadership and management, health promotion, 
and task-shifting in different contexts and for different health conditions.
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In addition to academic–government–health system partnerships in 
Kenya, we proactively pursued North–South and South–South collabora-
tions. Some of these built on existing relationships, while others emerged 
through formal and informal networks that facilitated the convergence of 
common interests and funding opportunities. Many institutions in Europe, 
Canada, the United States, Japan, Taiwan, and Israel were involved in the 
North–South partnerships, while many institutions across Africa, Asia, 
and the Caribbean were involved in the South–South initiatives. 

Developing an Academic Program

The Tropical Institute of Community Health developed a model of public 
health training that placed students and their lecturers in service delivery 
and management practice contexts. In partnership with Ministry of Health 
staff and communities, they addressed the contextual issues that shape the 
health situation of populations, applying knowledge and skills obtained 
through learning processes. 

We offered high-quality public health programs, attracting students 
who wanted to take advantage of the successful institutional mechanisms 
we had in place to define joint research and training agendas through 
dialogue with the health system, on the one hand, and with communities, 
on the other. In the model, students and lecturers became part of the 
workforce, supporting the district health management teams and com-
munities in planning, implementing, monitoring, and evaluating health 
improvement initiatives under the oversight of public health experts. This 
enabled students to develop the critical competencies that the health sys-
tem requires. 

The institute addressed these competency needs by exposing train-
ees to complex real-life environments characterized by urgent, competing 
demands. The model contributed a substantial level of human resource 
support to the district health system during learning activities. The train-
ees supported health workers who might have been appointed without 
adequate training to manage health services. There are other related 
models that include mechanisms enabling individuals to move between 
academia and government health services, such as providing opportunities 
for health services or system managers and policy-makers to spend time in 
a school of public health, or involve joint appointments between academia 
and the health service system (Ezeh et al., 2010). However, our program 
allowed this engagement to be concurrent and continuous. This ensured 
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that the academic enterprise was grounded in the realities of health system 
management and service delivery. 

Evaluation of the academic program’s contribution to the performance 
of the health system thus became an integral part of the research program. 
Health indicator trends improved much faster in the institute’s academic 
intervention sites than in non-intervention sites (Fonn, 2011; Olayo, Waf-
ula, Aseyo, Loum, & Kaseje, 2014). The model demonstrated that schools 
of public health in Africa can respond to the many systemic issues that 
confound health systems and can make meaningful contributions to sus-
tain health system performance improvements (Fonn, 2011; Kellerman, 
Klipstein-Grobusch, Weiner, Wayling, & Fonn, 2012).

The Tropical Institute of Community Health and Development model 
promoted buy-in, mutual respect, and trust between academia, national 
health systems, and communities in the health improvement initia-
tive, making it affordable and sustainable. It also avoided the problem of 
external, donor-driven interventions described by Ezeh et al. (2010) and 
encouraged local problem-solving, focusing on what can be done, not on 
what ideally should be done, thus enhancing self-reliance.

Thus, the institute established a strong track record as a centre of excel-
lence in research, training, and development. Graduates of the institute 
competed extremely well in the job market and quickly advanced to man-
agement, leadership, and policy levels in government and non-government 
organizations that hired them. Graduates of other universities who were 
jobless would join the institute and within a year would find themselves 
in high demand. 

The Mentorship Program of the Tropical  
Institute of Community Health and Development

In order to augment and buttress the learning acquired in our two-year 
graduate course leading to a master’s in community health and develop-
ment, a postgraduate mentorship program was established. We thought this 
would help produce autonomous leaders, professionals, and researchers. 

We envisioned mentoring as supporting, inspiring, and nurturing 
young professionals (Yonge, Billay, Myrick, & Luhanga, 2007) to make 
a difference (Lynn, 2006) in transforming the health and development 
situations in the African context through programs of implementation 
research. Mentors made a commitment to accompany mentees in a caring 
way, taking part in their learning processes side by side with the mentee. 
Through a planned process, mentoring capitalized on opportunities that 
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arose, focusing on the informal transmission of knowledge, social capital, 
and psychosocial support perceived by the recipient as relevant for his or 
her professional development. It involved catalyzing and escalating learn-
ing, with the mentor plunging the mentee right into change, provoking 
a different way of thinking, a shift in identity, and a reordering of values. 

Our vision for mentoring was to be part of an international movement 
of spiritually inspired leaders in academic, research, professional, and 
technical excellence, engaged on the side of the poor and suffering to 
reduce their plight through partnership and dialogue. Our mission was 
developing effective leaders with a vision for the transformation of situa-
tions in the African context, developing global leaders who would insist 
on justice in health and development, making preferential allocation to 
the marginalized through programs of research for evidence-based action. 

Commissioning 
Entry to the institute’s mentorship program required one to go through a 
commissioning ceremony performed by a senior member of the clergy, at 
the level of a bishop. Individuals would recite vows that they would adhere 
to all their professional lives, as service providers, managers, leaders, and 
researchers. 

Program Objectives 
The objectives were to:

•	 develop global leaders who will facilitate partnership and dialogue for con-
tinuous improvement;

•	 work with people as partners, recognize their efforts, innovations, capac-
ities, and contributions; and

•	 lead in complex situations/systems, through appropriate research and 
intervention in strengthening the health system to ensure evidence-based 
excellence in all actions for health and development. 

The underlying theoretical framework for the mentorship program was 
the vicious cycle of poverty and ill health in which households are trapped. 
By the end of the program, participants were expected to have the skills 
and knowledge required to:

•	 design and manage an improvement project program of research focusing 
on the essential elements of dignified livelihoods serving a minimum of 
twenty thousand people; 
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•	 develop concepts and innovative models to transform complex and diffi-
cult scenarios;

•	 implement, assess, refine, document, and scale-up best practices with 
mentorship and coaching support;

•	 manage a sub-district-wide program (facility, institution, community);
•	 undertake action-linked training programs for scaling-up best practice in 

different contexts; and
•	 provide technical services in areas of expertise. 

Mentorship Retreats
Three-day mentorship retreats were held three times a year, usually at a 
religious retreat centre. A retreat would start with reflection on what the 
participants wanted to achieve during that retreat. Participants’ expecta-
tions were integrated into the set objectives of the retreat. Each retreat 
had four spiritual reflection sessions relevant to the theme of the retreat. 

An example of a theme would be excellence in research, management, 
or service delivery. Reflection on excellence focused on the meaning, the 
ethics, and the theology of excellence. Excellence was to do with the good, 
the beautiful, and the truthful, preoccupied with both quality and quantity. 
It was highlighted that assessing excellence would involve internal and 
external dimensions, “doing” and “being,” thoughts, words, and deeds, 
enabled by beliefs and values translated into deeds. To excel, one had to 
value excellence, and had to push full potentials to the limit, and do the 
very best that one could, aiming not to conform but to transform. We 
noted that excellence discouraged egocentrism. 

We also noted that the ethics of excellence went beyond an obliga-
tion to address what was elegant, beautiful, and truthful using the three 
systems of belief, thoughts, and deeds. Participants were to explore their 
talents to the utmost, integrating the unique diversity of everyone to 
achieve excellence, as mentors and mentees grounded in the service of 
humanity, avoiding the temptation to be egocentric. Avoiding the “big 
man mentality,” greatness must be grounded in serving others—servant 
leadership. Aiming for the top in order to serve others better, meant taking 
the responsibility to use one’s gifts to excel based on evidence, generated 
by programs of research.

Our journey of excellence had four dimensions, namely: the end, the 
means, the values, and the reality. Participants were urged to clarify the 
end, their outcome objectives, and goals. They had to clarify the means, 
plan action, how they would get there, and map out steps to the end they 
desired. They were to clarify the values and the guiding principles, as they 



Institutionalizing a Program of Research  27 1

took note of the reality and obstacles. This was to inform the preparation 
of the means to achieve or reach the end, in context. This retreat focused 
on achieving excellence in the pursuit of personal growth in leadership, 
with an aim to transforming decadent situations in order to improve health 
outcomes in the participants’ areas of responsibility, through continuous 
systems improvement. 

Each participant was to reflect on professional growth, focusing on 
excellence as the foundation, and what to accomplish during the retreat 
based on existing programs of research at the institute. Some would 
develop concept papers and outline time frames for the completion of 
protocols. Others would complete their research protocols, while others 
would complete manuscripts for publication. Interactive lectures were 
held on topics requested by participants.

Mentorship Groups
A 360-degree cell group was led by a principal investigator with co-inves-
tigators, research officers, and research assistants. Every participant had 
a mentor, a peer, and a mentee specifically assigned with terms of ref-
erence. Each cell clarified expectations, roles, communication channels, 
and anticipated outcomes, and would meet from time to time, reporting 
during plenary sessions when outstanding emerging issues were further 
addressed. After the retreat, each cell communicated electronically on a 
weekly basis, met face to face monthly, and prepared a progress report for 
the next retreat. The reports were based on cell and individual action plans 
between retreats, based on their own stage in their journey of growth and 
development towards end-point deliverables. We realized that learning 
needs change during a career; hence, we revised mentorship cells during 
retreats, identifying new mentors to match changes in learning needs.

Discussion

Institutionalizing and conducting this program of research has surfaced 
many lessons related to partnerships, leveraging research evidence for 
health and health care improvements.

Community and Policy Partners
We learned that research evidence was necessary to solve a major health 
system problem and that decision-makers can and will utilize research 
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results if they are engaged in a study from the beginning. Their continued 
engagement can also lead to more resource mobilization for additional 
evidence generation. 

Researchers have to be able to understand and detect emerging policy 
windows to ensure strategic positioning. This knowledge guides deter-
minations of when and how to leverage the efforts of key stakeholders to 
recognize the policy window and react to it. Our experience has demon-
strated the critical role played by strategically positioned individuals who 
can identify policy windows that researchers should pay attention to. 
These individuals can also act as fulcrums for change, expansion, and scal-
ing-up, as described by many implementation researchers (Bennett et al., 
2011; Kingdon, 1995; Lomas, Culyer, Mccutcheon, Law, & Tetroe, 2005). 

Participation of research team members in the Ministry of Health pol-
icy-making structures, such as the Interagency Coordinating Committee 
and the Technical Working Group on Research to Policy, was essential. 
These were regular structures of the Ministry of Health that provided 
sustained mechanisms for research into policy engagements, and hence 
permitted timely contribution of available evidence to policy decisions. 
Researchers should look out for such opportunities for sustained engage-
ment with policy processes as members. Data from the studies were fed 
continually into these mechanisms to enable continuous adaptation of the 
policy guidelines as contexts changed with geography and time. 

Communities were actively involved through representation as well as 
in implementation of the community-based interventions. The engage-
ment of policy-influencing stakeholders at all levels of the health system 
was instrumental in translating research into actionable components 
for different actors in the health system. The conscious engagement of 
providers and consumers in using available information for dialogue and 
decision-making improved data ownership and usage. Engagement of all 
three partners, including the community, was the engine for both imple-
menting the intervention and collecting and using data. 

Collaborative engagement in the program of research did not end with 
policy adoption. Policy implementation required collaborative operations 
research to address vexing questions that emerged as health care sys-
tem implementation proceeded; hence the iterative engagement process 
throughout the policy cycle, continuously adapting policy questions to 
varying contexts of implementation.

Decision-makers valued local research that addressed geographical and 
socio-cultural differences, and this showed their tactical use of research 
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evidence. Pilot projects helped improve the design and implementation of 
community-based primary health care. Assessing decision-makers’ knowl-
edge gaps and building their capacity in knowledge translation was critical 
for effective research utilization.

A combination of push-pull approaches was needed to inform and influ-
ence policy. This involved creating strategic and deliberate mechanisms 
for ongoing interactions between policy-makers and researchers. We expe-
rienced asynchronous time frames for policy development and research 
processes that were challenging to harmonize. Some research results, such 
as the costs of community-based primary health care, were demanded by 
policy-makers before analyses were completed. For instance, policy deci-
sions had to be made about the number of households per community 
health worker before our results were available. However, having a poli-
cy-maker as co-investigator enabled greater understanding of such delays, 
and hence tolerance. This underlines the importance of making policy 
engagement an iterative process that is mutually reinforcing and provides 
for reciprocal learning. 

Involving local policy-makers and other stakeholders provided addi-
tional benefits, such as better local ownership of decisions and improved 
policy implementation. Data collection and analyses were guided by 
end-users’ demands for evidence. Over time, the Ministry of Health estab-
lished structures to take responsibility for generating research questions.

The positive environment for policy influence was fostered by a number 
of national and international policy trends: the Millennium Development 
Goals (United Nations, 2000) that defined priorities for improvement; 
revitalization of primary health care by the World Health Organization 
(2008) that renewed interest in community-based health initiatives; and 
the Kenya Health Sector Strategic Plan II (Kenya Ministry of Health, 2005), 
which presented a determination by government to involve communities 
more in addressing the unacceptable health indicators. Evaluation of the 
first Health Sector Strategic Plan in 2004 provided a critical policy window 
for our program of research.

Political support for undertaking research and using outcomes is key 
in a research-to-policy continuum, particularly where there is need to 
change policy directions or to formulate strategies and frameworks for 
service delivery. Involvement of stakeholders in the research design, data 
generation, analyses, and use of the research findings to inform policy-fos-
tered interaction and partnership in devising workable solutions that were 
acceptable to all decision-makers.
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South–South and South–North Collaboration
South–South collaboration was invaluable as policy-makers paid particular 
attention to the views of their peers from other countries. In our case, the 
perspectives of Tanzanian and Ugandan policy-makers provided critical 
normative benchmarks for advancing health system reforms. In addition, 
our research team was strengthened by a health economist from the Uni-
versity of Cape Town, School of Public Health. 

This was complemented by North–South collaboration involving the 
University of Ottawa and the University of Nagasaki. Both aspects con-
tributed positively, although there is always the danger of inadequate 
understanding of the local context; this called for a measure of humility 
from international partners in order to sustain their positive contributions. 

Each partner contributed to the research process at all stages and 
according to their unique capacities and perspectives. The North–South 
and South–South collaborations were critical factors of success, not only 
for research but also for academic, internship, and mentorship programs.

Ongoing Capacity Building
Researchers needed technical, interpersonal, conceptual, and political 
skills to engage all relevant stakeholders. We had to deal with resistance 
to change arising from differences in perceptions, mindsets, and previ-
ous experiences of stakeholders. We overcame resistant mindsets using 
reflective processes when discussing the evidence and by providing prag-
matic demonstrations of local success. It was important for researchers to 
see reflective processes modelled through their mentorship experiences. 
Our mentorship program helped to unpack and reinforce such approaches. 
Throughout the process of implementing an ambitious program of 
research, we needed to refresh, retool, and extend our team (e.g., addi-
tion of health economic analysis capacity) to address emerging questions. 

Summary

In summary, we have seen that partnerships and collaboration are essen-
tial for a program of research to thrive, but the driving force must come 
from the community and locally engaged stakeholders. Policy windows 
do open up and present important opportunities, and a nurturing envi-
ronment, for advancing the research work. Locally generated evidence is 
important. There will be setbacks, but a clear vision of your end points 
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will help you stay on course and sustain your passion for research. Capac-
ity building takes a lot of time and is a long-term commitment that must 
extend beyond the boundaries of your own institution. There are many 
factors that drive decisions about where graduates work, and the brain 
drain remains challenging.

Conclusion

Institutionalizing my program of research was an essential forerunner to 
providing evidence for decision-making on Kenya’s national framework for 
community-based primary health care. It has taken many studies, talented 
graduate students and mentors, and numerous local and international 
partnerships to bring the best evidence to bear on challenging commu-
nity health problems. But it has been a rewarding journey that has helped 
build capacity among many researchers who will enthusiastically continue 
work in this area, while moving my country closer to the goals and ideals 
of the Alma Ata Declaration.
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Overview 

Our Priority Research Centre for Physical Activity and Nutrition (PRC- 
PAN) takes a comprehensive and interdisciplinary approach to under-
standing physical activity and nutrition in relation to population health, 
with particular emphasis on education and health promotion strategies. 
The Centre aims to examine health promotion across the lifespan, by tar-
geting general and “at risk” populations, across multiple levels (individual, 
social, organizational, population), and within various settings (schools, 
clinics, workplaces, communities). Research and training activities cover 
the spectrum of measurement, theory development, intervention building 
and testing, and dissemination. This chapter describes our ten-year jour-
ney in establishing a successful research centre.
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Background  

I (Ron Plotnikoff ) completed my graduate work at the University of New-
castle in 1994 and then spent fifteen years in Canada (Universities of 
Ottawa and Alberta). I was recruited back to Newcastle in 2009 as Chair 
in Physical Activity and Population Health Education and to establish and 
direct a research centre in physical activity within the Faculty of Education 
and Arts. We (Plotnikoff, Philip Morgan, and David Lubans) were success-
ful in receiving faculty-level funding for this initiative.

The University of Newcastle had growing research programs in phys-
ical activity and nutrition research across three faculties: (1) Education 
and Arts, (2) Health and Medicine, and (3) Science and Information Tech-
nology. The research areas included: education and health promotion in 
relation to physical activity and nutrition; clinical nutrition, nutrition 
and dietetics; dietary methodology, nutritional epidemiology, investiga-
tions into the role of dietary supplements and functional foods; objective 
measures of nutritional status; physical activity interventions; exercise 
physiology; and impact of nutrition and physical activity interventions 
on disease outcomes, including obesity, respiratory diseases (asthma, 
chronic obstructive pulmonary disease), cardiovascular disease, diabetes, 
arthritis, cancer, and brain disorders across various contexts and settings,  
including schools.

In 2010, six leading researchers (our Theme Leads listed below) devel-
oped a proposal for a Priority Research Centre for Physical Activity and 
Nutrition. We argued that this centre would place the University of New-
castle in an enviable position to offer unique interdisciplinary expertise 
and leadership by galvanizing educationalists, dietitians, nutritionists, bio-
chemists, exercise physiologists, food scientists, public health researchers, 
and behavioural scientists, to combat the chronic-disease epidemic and 
related disease burden, thereby improving the health and quality of life of 
Australians. Such a centre would be one of Australia’s first interdisciplin-
ary research centres for both physical activity and nutrition. The intent 
of the Priority Research Centre was to build significant capacity aligned 
to the national and university’s strategic directions in research, research 
training, and community partnerships. Our public health rationale for a 
Priority Research Centre included a number of core arguments outlined  
in table 13.1.
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Table 13.1  Core Arguments Presented for the Need for a Priority Research Centre 

•	Strong evidence from numerous prospective studies linking physical inactiv-
ity and poor nutrition with premature death and a growing number of chronic 
conditions.

•	A graded linear relation between physical activity, diet quality, nutritional status, 
and overall health status.

•	The prevalence of inactivity and poor nutrition is a major public health concern, 
which is amplified in disadvantaged populations.

•	Despite the health benefits documented in physical activity and nutrition trials 
and through public health initiatives, a significant proportion of our population 
do not achieve public health guidelines for physical activity and healthy eating.

•	Over the last twenty years, obesity rates have tripled in countries adopting a 
western lifestyle, with decreased physical activity and increased dietary intake as 
major contributing factors. Obesity is a major cause of preventable death in Aus-
tralia, costing Australian society and governments billions of dollars per year.

•	To successfully combat this epidemic, clinicians and health care systems require 
feasible, effective, and evidence-based treatment options that can be provided 
to large numbers of people.

•	Reasons for the current status of, and trends related to, physical inactivity, poor 
nutrition, and obesity are complex and multi-factored, but can be explained in 
large part by: (1) modest efficacy of current prevention and treatment strate-
gies, and (2) the fact that few interventions are scaled-up or disseminated. 

We concluded our rationale by stating that the promotion of healthy 
lifestyles and prevention and treatment of obesity are clearly national con-
cerns, as indicated by calls for input and action across Australia’s most 
senior sectors of government, academia, and public health agencies. We 
also explained that our proposed Priority Research Centre would address 
one of the four national research priorities of the Australian federal gov-
ernment: Promoting and Maintaining Good Health. This national research 
priority is focused on promoting good health and well-being for all Austra-
lians. The priority goals include:

•	 a healthy start to life;
•	 aging well, aging productively;
•	 preventive health care; and
•	 strengthening Australia’s social and economic fabric.
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We noted that the national Crawford Report (Independent Sport Panel, 
2009) included a major recommendation to focus on the nation’s fitness 
and participation in activity, including a focus on physical education 
within our schools. 

We indicated that the Centre would also align with the National Health 
and Medical Research Council’s strategic plan, which listed obesity as a 
major focus of its funding, and noted that the Department of Health and 
Ageing had recently announced major funding towards fostering healthy 
lifestyles and obesity reduction, with AUD $72 million over four years 
and a linked national Quality Assurance Program, to support the initiative. 

We also argued that the Priority Research Centre could act as a service 
provider for university employees in the promotion of healthy lifestyle 
behaviour change in physical activity and nutrition, contributing to the 
safe and healthy university goals and strategies set out in the NeW Futures 
plan of the university.

Our bid in 2010 for a university-supported, interdisciplinary centre 
was successful in the university’s Priority Research competitive scheme, 
which provides infrastructure funding for highly selected centres within 
the university. Our internal and external peer reviewed proposal for a cen-
tre combining physical activity and nutrition across the entire university 
received very strong support from the university’s senior administration 
(e.g., Deputy-Vice Chancellor–Research, Pro-Vice Chancellor of Educa-
tion and Arts, Pro-Vice Chancellor of Health and Medicine, and Director 
of the Hunter Medical Research Institute, which is a partnership between 
the regional health authority and the university and facilitates collabo-
rations between researchers to translate scientific advances into better 
clinical care). The Centre was successfully funded for five years, from 
2011 to 2015, and was then renewed for another five years (2016 to 2020) 
after another application was awarded based on internal and external peer 
review and recommendation.

Priority Research Centre for Physical  
Activity and Nutrition Research Program 

Our vision was to be recognized as an international leader in physical activ-
ity and nutrition research, training, and dissemination, with a unique focus 
on population health and education. The Centre’s mission is to improve 
Australians’ health and quality of life through evidence-based education 
and promotion of physical activity and nutrition, by advancing scientific 
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understanding of the interrelationships among its biological, psychosocial, 
behavioural, and environmental aspects. 

The primary aim of the Priority Research Centre is to achieve high- 
quality research, training, and knowledge translation in the development 
and testing of efficacious and effective, theory-driven, multi-level, pop-
ulation-based physical activity and nutrition-related interventions (and 
natural experiments) that can ultimately be used and sustained in practice. 

Distinctive Aspects 
Our Priority Research Centre takes a comprehensive and interdisciplinary 
approach to understanding physical activity and nutrition for population 
health, with particular emphasis on education and health promotion strate-
gies for chronic disease prevention, treatment, and well-being. The Centre 
aims to examine these interrelationships across the lifespan, by target-
ing “at risk” and general population groups, at multiple levels (individual, 
social, organizational, population) and within various settings (schools, 
clinics, workplaces, communities). We chose four research dimensions 
and presented these in a framework (see figure 13.1) showing that they 
were interrelated on a continuum. Research and training activities cover 
the spectrum of theory development and measurement, intervention 
building and testing, and knowledge transfer. Our group had expertise 
across all dimensions of this framework.

Figure 13.1  Research Framework for the Priority Research Centre for Physical 
Activity and Nutrition

RESEARCH FRAMEWORK
Target Populations: Children, Youth, Men, Women, Indigenous Groups, Families,

Individuals with Obesity, and Adults with Cardiovascular Disease, Type 2 Diabetics, Cancer Groups,
Low Socio-Economic Status, and General Population.

Levels: Individual, Social, Organisational, Community, Policy, and Physical Environments.
Settings: Schools, Medical Clinics, Workplaces, and Communities.

Theory
Development

& Measurement
Measurement

Intervention
Building 
& Testing

Knowledge
Translation

FIGURE 13.1  /  Research Framework
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We also identified six interrelated research themes for our Centre:

1.	 Physical Activity and Population Health
Professor Ronald Plotnikoff (Lead)—The research conducted by members 
of the Physical Activity and Population Health theme takes a comprehen-
sive and interdisciplinary approach to understanding physical activity 
and population health, with particular emphasis on education and health 
promotion strategies for chronic disease prevention, treatment, and 
well-being.

2.	 Nutrition and Dietetics
Professor Clare Collins (Lead)—The research conducted by members of 
the Nutrition and Dietetics theme examines the contribution of diet, eat-
ing patterns (including the development and evaluation of new dietary 
assessment methods), and nutritional status to health and disease out-
comes across various life stages, from childhood to pregnancy and older 
ages, and across medical conditions including heart disease and diabetes, 
with a strong focus on using new technologies.

3.	 Obesity
Professor Philip Morgan (Lead)—This theme focuses on developing 
and testing innovative lifestyle programs to prevent or treat obesity. 
Importantly, programs are designed and delivered to appeal to specific 
population subgroups (men, women, fathers, mothers, and children) in 
different settings (schools, communities, and workplaces).

4.	 Clinical and Experimental Nutrition 
Professor Manohar Garg (Lead)—The research conducted by members of 
the Clinical and Experimental Nutrition theme goes beyond normal nutri-
tion and examines the role (efficacy and safety) of dietary supplements and 
fortified foods in weight loss and maintenance, diabetes, asthma, mental 
health, heart disease, and physical activity.

5.	 Exercise Sciences
Professor Robin Callister (Lead)—The research conducted by members 
of the Exercise Sciences theme investigates the role of exercise in the 
prevention and treatment of many diseases, including diabetes, asthma, 
mental health, obesity, stroke, and other cardiovascular disease.
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6.	 Physical Activity and Nutrition in Schools
Professor David Lubans (Lead)—The research conducted by members 
of the Physical Activity and Nutrition in Schools theme is primarily 
concerned with the development, evaluation, and dissemination of school-
based physical activity and nutrition interventions.

Across these themes, we planned to address: chronic disease (cardio-
vascular disease, diabetes, and cancer), determinants of health, mental and 
social health, Indigenous populations, workplace, the built environment, 
public health policy, surveillance, dissemination, and knowledge transla-
tion. Notably, education and health promotion strategies are embedded 
in Themes 1, 2, 3, and 6. To enhance knowledge translation, partnering 
with stakeholders through all research facets of our projects was also 
emphasized.

Structure, Governance, and Members of the Centre
The Centre is co-supported by the Faculty of Education and Arts and the 
Faculty of Health and Medicine. The Centre currently has a membership 
of over fifty University of Newcastle researchers (ten principal and forty 
associate researchers) across four faculties of the university, and over fifty 
PhD candidates. Our work primarily falls into the following Australian 
Fields of Research domains: Human Movement and Sports Science, Nutri-
tion and Dietetics, Public Health, and Health Education and Promotion.  

The six themes provide the underlying structure of the Priority 
Research Centre, which has been an effective structure from the onset 
of the Centre. Each theme has a theme leader (at professorial level), from 
which the director and deputy directors are chosen (leadership team). In 
2016, we added six deputy theme leaders (one per theme) to foster the 
leadership skills of our early-career researchers and mid-career researchers 
and to increase their inputs into each theme’s research direction. 

Membership for each theme comprises:

•	 the listed theme leader
•	 other theme leaders from the six listed themes
•	 other listed investigators 
•	 listed associate researchers (mid- and early-career researchers)
•	 post-doctoral fellows
•	 PhD candidates
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Theme leads are responsible for monitoring progress of their theme, 
executing processes developed by the Research Management Commit-
tee, fostering collaboration and integration of researchers, and developing 
collaborative research funding proposals. The themes also foster increased 
cross-collaboration, cross-mentoring, and cross-fertilization of research 
ideas throughout the Centre. The theme groups report to the Research 
Management Committee via the theme leader.

Terms of reference for the Research Management Committee stipulate 
that it is responsible for ensuring that the Centre achieves its vision and 
objectives within defined timelines. The six listed theme leaders (includ-
ing the director and two deputy directors who are also theme leads) and 
the Centre coordinator make up the Research Management Committee. 
In an effort to further build leadership capacity, we added junior Centre 
members who are deputy theme leads as committee members in 2016. 
The Research Management Committee oversees and allocates the Centre’s 
budget, advises on research directions, monitors progress of each research 
theme, identifies sources of project and infrastructure funding, monitors 
coordination and resourcing across research areas, develops processes for 
enhancing the quality of grant submissions (including peer review and 
support processes to maximize submission quality), and develops pro-
cesses for fostering new local, national, and international collaborations. 
The committee also oversees all operational aspects of the Centre’s work. 
This includes: recruitment and scholarship applications of post-doctoral 
fellows and PhD students; submissions of funding applications; devel-
opment of early-career researchers’ research and core competency goals; 
and planning of research symposia, meetings, and research dissemina-
tion strategies. The Research Management Committee meets every two 
months, or more frequently when required. 

We also have an external advisory board, which meets annually to 
provide strategic direction to the Centre. The advisory board initially 
comprised a large group of individuals, including representatives from 
industry, government agencies, and academia, ex-officio members from 
the university, and the director and deputy directors of the Centre. Over 
the years, we have made the advisory board more focused; it now com-
prises a smaller group of individuals, which makes the organization of 
meetings more manageable. Our external board provides input on and 
advocates for a clear strategic direction for the Centre.

In addition to the existing six themes and research framework 
described above, in 2017 we established Six Pillars as part of an overarch-
ing and underpinning capacity-building group. Importantly, these pillars 
(outlined in table 13.2) are based on operationalizing the university’s 2017 
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NeW Futures strategic plan within the context of the Priority Research 
Centre’s vision (University of Newcastle, n.d.).

Table 13.2  The Priority Research Centre’s Six Pillars for Capacity Building

Dimension Definition Examples of Strategies

Impact Research making a dif-
ference in disciplines and 
society, and dissemina-
tion of research 

Grant writing seminars and workshops
Access sites to Centre publications
Workshops for writing policy briefs from  
our research

Examining ways to increase followers on the 
Centre’s Twitter feed, Centre newsletters

Logos and branding

Internationalization Fostering international 
collaborations including 
visiting fellows, students, 
and interns 

Strategies to improve international visitors’ 
experiences such as assistance with visas  
and an accommodation and visitor’s guide

Sustainability Capacity building, 
high-quality training 
and mentoring, succes-
sion planning, ongoing 
research excellence, sus-
tainable funding, and 
self-reliance

Workshops and seminars delivered to  
PhDs and staff

Survey of career needs

Theme exchange of staff and students  
for cross- and up-skilling

Equity/Social Justice Equitable participation 
and access to support 
and resources for all  
Centre members 

Research that recognizes 
and addresses social 
inequities, and targets 
vulnerable minority 
groups  

Survey of staff to identify research  
conducted by the Centre addressing  
equity and diversity

Equity policies in place for meetings  
and forums

Innovation and 
Interdisciplinarity

Novel, world-class, and 
interdisciplinary research 
and engagement 

Journal club meetings

Innovation awards

Analysis of cross-theme collaboration

Tracking of the Centre’s interdisciplinary  
publications and successful grants

Community 
Engagement

Engaging with  
stakeholders, giving  
back to the public 

Community forums, Centre research  
volunteer registry

Displays and activities at university and  
Hunter Medical Research Institute community 
open days 
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Financial Support and Allocation 
An annual base budget is essential for the work of our Centre. It is impor-
tant to explicitly demonstrate how the Priority Research Centre addresses 
the University of Newcastle’s strategic directions (University of Newcastle, 
2013), as the university provides our base funding. The Centre receives 
annual base funding to the sum of approximately AUD $400,000. This 
pool of funds comes from various university sources, including annual 
operating budgets from: (1) the central research office; (2) the Faculty of 
Education and Arts and the Faculty of Medicine and Public Health; and 
(3) the Hunter Medical Research Institute’s Cardiovascular Program. In 
addition, Priority Research Centres have priority access to internal fund-
ing schemes provided by the University of Newcastle, such as visiting 
fellowships, graduate scholarships, and post-doctoral fellowships.

The allocation of funds within the Centre has changed over the years. 
During the Centre’s first few years, funds were dispersed across a number 
of areas, including Centre management (i.e., Centre manager salary, an 
annual research symposium and retreat); salary expenses for post-doc-
toral fellows, early- and mid-career research support (i.e., travel-related 
expenses to attend national or international conferences); and project seed 
funding and other competitive strategies, as well as base funds for each of 
the six themes.

The allocation of funds has changed as the needs of the Centre have 
evolved and as the Centre has become more successful in receiving exter-
nal grant funding. These external grant funds include budgetary items 
such as PhD and post-doctoral awards, and research assistant and project 
manager positions. As a result, the base funding allocations have been 
modified accordingly. However, every year four key areas still remain 
a priority within these allocations: (1) the Centre co-ordinator’s salary; 
(2) theme-led base funding allocation (equally distributed across the six 
themes); (3) a small allocation to support the Centre’s early- and mid-ca-
reer researchers; and (4) a portion for the Priority Research Centre 
director’s discretionary fund, to be spent on such things as strategic ini-
tiatives and an annual retreat.

More recently, a fifth infrastructure support component has been 
included in the yearly allocation to cover the yearly maintenance costs of 
key Centre-related pieces of equipment (e.g., a dexa machine, to measure 
body composition) as well as yearly subscription fees for research-related 
software (e.g., Qualtrics survey software).

Through the support of the university, each member of each theme 
is required and encouraged to apply for competitive external grant fund-
ing schemes to major national and international bodies. We have been 
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successful in receiving funding from the National Health and Medical 
Research Council of Australia, the Australian Research Council, and the 
Bill and Melinda Gates Foundation, as well as other public sector, industry, 
and philanthropic sources. 

In 2017, the Centre received an annual base funding of just over  
AUD $350,000, whereas the amount received in successful research 
funding over the same year was over AUD $8.9 million. This substantially 
exceeded the goal placed on the Priority Research Centres by the univer-
sity of a four-to-one funding ratio (four external dollars secured for every 
dollar of internal funding provided to the Centre by the university).

Building Leadership and Succession Planning for the Centre 

It is very important to build leadership capacity among researchers. A 
research centre such as ours is well placed to proactively do so. This lead-
ership capacity is critical to ensure that the existing strengths in a field of 
research continue to grow and develop, and that succession planning is 
under way. We have deliberately built leadership capacity through men-
torship, by creating incremental leadership roles that are reflected in our 
governance structure, and through a range of engagement opportunities 
for researchers at different career stages.  

Our Centre has been successful in fostering the careers of both early- 
and mid-career researchers. For example, one of the deputy directors 
(Philip Morgan) and one of the theme leads (David Lubans), who are now 
full professors, were initially early-career researchers when the Centre 
began. Additionally, Professors Clare Collins (National Health and Medical 
Research Council Senior Research Fellow) and David Lubans (Australian 
Research Council, Future Fellow) have been awarded highly competitive 
national fellowships. Experience in these senior research positions helps 
provide the succession for future leadership of the Centre. 

Our Centre is training high-calibre PhD graduates who are gaining 
opportunities to progress their careers locally and overseas. Some of these 
individuals have remained with our research centre, while others have 
relocated to other universities in Australia or elsewhere. Links to other 
academic centres are important not only for career development but also 
to extend links between our Centre and other institutions. For example, 
Melinda Hutchesson and Myles Young (who both completed their PhDs 
and post-doctoral fellowships at the Centre) were awarded research fel-
lowships by the Heart Foundation of Australia. Both are currently deputy 
theme leaders within the Centre. A number of our PhD graduates have 
completed post-doctoral fellowships in the USA and Europe. These and 
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other previous PhD graduates and post-doctoral fellows who have gar-
nered academic positions in Australian universities are still linked to and 
collaborating with the Centre. As will be discussed in the next section, 
these collaborative links provide the necessary base for replicating our 
research studies and scaling-up our interventions, two areas that have 
become an essential thrust of our work. 

Our Centre’s PhD training success is due to the high quality and collab-
orative supervisory skills of our theme leaders. For example, Clare Collins, 
Manohar Garg, Philip Morgan, Robin Callister, and David Lubans have 
all received faculty and/or university Research Higher Degree candidate 
supervision awards. In addition to recruiting post-doctoral fellows from 
other national and international universities, whenever financially possi-
ble, we also create post-doctoral positions within the Centre to provide 
opportunities for our PhD students’ training and development in their 
early years. Seven of the Centre’s recent PhD graduates have been funded 
on two- to three-year post-doctoral fellowship schemes.

The Six Pillar co-leads are all early- to mid-career researchers; they 
are given responsibility to lead the future direction of the Centre under 
the supervision of the theme leaders. This mentoring model provides the 
opportunity for the junior members of the Centre to take on senior lead-
ership roles now and in the future, supporting their career progression. 

Our Priority Research Centre group also attracts highly successful 
early- and mid-career researchers from other universities to increase our 
capabilities and capacity. For example, Mitch Duncan transferred his Heart 
Foundation of Australia Fellowship from another university to the Univer-
sity of Newcastle, bringing with him new expertise in sleep behaviours and 
physical activity. Tamara Bucher, who held two highly competitive Swiss 
nutrition fellowships from the Consumer Science and Food Behaviour 
Unit at the Swiss Federal Institute of Technology in Zurich, Switzerland, 
now holds a post-doctoral research fellow appointment in our School of 
Health Sciences, Faculty of Health and Medicine.

Training of PhDs and Post-Doctoral Fellows

Although there is flexibility with work schedules, our trainees are expected 
to be fully committed to their research training. It was important to estab-
lish this expectation from the Centre’s onset, and many years later this is 
still the “normative culture.” The Centre has both a PhD and a post-doc-
toral fellowship office, with academic and research staff directly nearby in 
the same location.
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Each PhD student has one primary supervisor and two to three co-su-
pervisors, normally comprising a combination of the Centre’s theme leads, 
with post-doctoral fellows and junior academics assisting in the mentor-
ing and supervision process to build their supervisory experience. Most 
students complete their thesis by publication (series of published papers), 
which is mutually beneficial for the student, academic staff, and the uni-
versity. Many of the thesis topics are interdisciplinary in nature. 

PhD students and post-doctoral fellows are also provided ample 
opportunities to co-author papers and grant applications, including oppor-
tunities to work at other centres across the university, throughout the 
country, or internationally for a few weeks or months to gain relevant 
experience. Our Centre also has a formal supportive education group for 
our PhD students and post-doctoral fellows, which is led by one of the 
Centre’s mid-career investigators (Mitch Duncan). This group is one way 
we are operationalizing a key pillar strategy (sustainability) by providing 
assistance with developing funding applications and internal review. The 
group also conducts a regular seminar series, allowing trainees to present 
and get timely feedback on their work.

The Centre provides a host of other support structures for this group, 
such as: seed funding for pilot studies, administrative support, access to 
the Centre’s principal investigators, visiting scholars, research forums 
and retreats, seminars, and targeted workshops. These help equip train-
ees with critical skills for future employment that complement skills 
they require to complete their PhD. A unique aspect of our Centre is the 
ongoing partnership with the New South Wales Department of Educa-
tion whereby a number of our PhD students have received funding from 
the department to disseminate successful interventions through the 
delivery of professional learning workshops for teachers in New South  
Wales schools.

Of note, our Centre also hosts undergraduate and postgraduate 
trainees from a number of European and North American universities, 
enriching the Centre’s training environment. A Dual Award PhD inita-
tive with Wageningen University, the Netherlands, is another example of 
a formal mechanism for graduate training that fosters linkages between 
academic research units.

Fostering Collegiality and a Supportive Environment

We (theme leads) attempt to lead by example in a number of ways. In line 
with the university’s strategic direction, values, and beliefs, the Centre 
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provides a positive and vibrant environment whereby staff, students, and 
visitors are encouraged and provided with opportunities to create a healthy 
work–life balance. For example, we provide flexible working hours to allow 
members to juggle personal and family commitments, such as dropping 
off and collecting children at school or daycare and attending school-re-
lated events, and being physically active. In addition, we encourage and 
provide a supportive cultural environment for the variety of students and 
researchers who visit the Centre from around the world. We role-model 
healthy eating and incorporate physical activity in fun and creative ways 
during the workday, including walking and standing meetings, as well as 
in our social celebrations. The Centre runs staff forums every two months 
for all Centre members (staff and students) to celebrate our successes, 
share information, and provide another opportunity for collaboration and 
networking. A bell is rung for informal stop-work catch-ups for work- or 
personal-related announcements. Everyone drops what they are doing 
for a few minutes to hear the news and updates. This incorporates a 
stretch break away from desks and computers, and provides an oppor-
tunity for informal interaction amongst the themes. This is one of the 
benefits of having most of the Centre members in close proximity under 
one roof. We also provide Centre apparel (e.g., shirts and jackets) with 
a Centre logo to provide a sense of professionalism, identification, and  
team unity.

The theme leads extend an open door policy to members of the Cen-
tre and encourage and provide opportunities for their staff’s and students’ 
professional development through collaboration on grants and publica-
tions, attendance at national and international conferences, and taking 
relevant courses provided to the university’s staff and researchers.

How the Research Program Has Evolved

Over the past decade, there has been a significant shift towards knowl-
edge translation and implementation science for scaled-up lifestyle health 
interventions. Our external funding models (via the health and educa-
tion sectors) have been driving this important and needed change. A core 
feature of our Centre’s research projects involves partnering with govern-
ment, industry, and community organizations. We have been successful in 
receiving research and partnership funding grants for the replication and 
dissemination, and broader scale-up, of a number of our published efficacy 
intervention trials. For example:



Australia’s University of Newcastle’s Interdisciplinary, Priority Research Centre  293

•	 Healthy Dads, Healthy Kids is a world-first program aimed at engaging 
fathers in positive lifestyle role modelling and effective parenting strategies 
to improve the physical activity and dietary behaviours of both themselves 
and their children. Healthy Dads, Healthy Kids started as a pilot program 
at the University of Newcastle (2008), progressed to a community-based 
trial (2010–11), and then transitioned to community scale-up (2014). Since 
2009, Healthy Dads, Healthy Kids has engaged five hundred families, 
including over nine hundred kids. More than thirty community forums 
and conferences have been conducted; ten facilitators and five community 
managers have been appointed and trained to deliver the program in their 
communities. In 2015, Healthy Dads, Healthy Kids was successful in an 
application to the UK National Institute for Health Research for a cul-
tural adaptation in Birmingham, with the University of Birmingham and 
the UK Fatherhood Institute in London. In 2016, Healthy Dads, Healthy 
Kids received funding from the National Heart, Lung, and Blood Institute 
Planning Grant with Baylor College of Medicine to adapt the program to a 
Latino population in Texas. This program is also being adapted in Belgium 
and in a trial with fathers in Scottish prisons.

•	 Professor David Lubans and his research team are transforming the deliv-
ery of physical activity in Australian schools. For example, the iPLAY 
(Internet-based Professional Learning to help teachers support Activity 
in Youth) intervention is now being disseminated in more than a hun-
dred elementary schools. Another example is the Resistance Training for 
Teens program, which has been designed to improve adolescents’ muscu-
lar fitness and provide them with the knowledge, motivation, and skills to 
engage in a range of lifelong physical activities. The Australian Research 
Council and the New South Wales Department of Education provided 
funding to develop, evaluate, and disseminate the intervention in the 
state’s secondary schools. To date, more than 352 teachers from 190 sec-
ondary schools have received training to deliver the Resistance Training 
for Teens program. 

•	 Led by Professor Collins, the Healthy Eating Quiz™ (HEQ ) is a brief, 
freely available, online dietary self-assessment tool. The HEQ™ translates 
an extensively validated diet quality index, the Australian Recommended 
Food Score developed by the Nutrition and Dietetics theme, into a com-
munity resource. The Australian Recommended Food Score provides the 
research that informs the HEQ™. First launched in 2012 with support 
from the University of Newcastle commercialization arm, Newcastle 
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Innovation, over 300,000 individuals have completed the HEQ™, and 
it has been linked as a tool within many of our project websites as well as 
endorsed and hosted by other professional organization websites, such 
as the Dietitians’ Association of Australia. These activities led to success 
in a multi-year partnership grant with a major regional health insurance 
foundation to further develop it as a nutrition resource for the community.

•	 Led by Professor Garg, the InsuTAG™ is a novel, physiologically relevant 
predictor of insulin resistance and metabolic syndrome that has attracted 
worldwide attention. Further utility of InsuTAG™ as a predictor of type 
2 diabetes has been validated using the AusDiabetes database, involving 
over eleven thousand participants. An InsuTAG™ mobile app and med-
ical device, using a blood sample from a finger prick, are currently under 
development as well.

•	 Led by Professor Callister, an individualized home- and community-based 
exercise program for people who have had a stroke led to improvements 
in walking endurance and cardio-respiratory fitness. These improvements 
may contribute to the prevention of second strokes and other cardiovas-
cular events. The local area health service is now determining how it can 
adapt the program for implementation by its community stroke team.

•	 Led by Professors Plotnikoff and Lubans, eCoFit is a successful, innovative, 
multi-component intervention that integrates smartphone technology, 
social support, and the outdoor physical environment (outdoor gyms and 
trails) to promote physical activity. We have partnered with regional coun-
cils that are currently installing outdoor gym equipment and fitness trails. 
We have received a National Health and Medical Research Council part-
nership grant to replicate and disseminate the eCoFit program across the 
regional communities.

Monitoring and Evaluating Progress and Impact 

Each year, we produce a detailed annual report, which serves a number 
of purposes. It provides an opportunity to review the year with senior 
administration at our annual meeting; to monitor our progress against that 
of other centres at the university; to explore renewal of internal funding; 
to review and update the targets for our Centre at our Research Manage-
ment Committee’s meetings and annual retreats; and to disseminate our 
achievements to the broader community.
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We set annual performance targets and use corresponding metrics to 
indicate how well we have done in meeting these targets in our annual 
reports (see table 13.3 for some of our 2017 indicators and achievements). 
Each year we aim to increase (by at least 10 percent) our external research 
income, salary awards, publications, and PhD and post-doctoral fellowship 
completions. Furthermore, theme leads present at least one national or 
international academic conference paper per year and make at least one 
oral or written (e.g., newsletter article) presentation to partner, practice, or 
stakeholder groups per year. We also aim to secure a National Health and 
Medical Research Council Centre of Excellence by 2019. In recent years, 
we have emphasized reporting on the quality of our research and on its 
impact and translation outcomes, using metrics for publication citations, 
media Altmetrics, and policy changes. 

The country’s Excellence for Research in Australia evaluation, which is 
based on external funding, PhD completions, and the quality and quantity 
of publications, is conducted every few years and is a source of esteem for 
universities that attain in the highest possible category a score of 5, which 
is regarded as “well above world standard.” The Centre’s research was 
the major contributor to the university receiving ratings of 5 in the 2012 
Excellence scores for both the Human Movement and Sport Sciences and 
Nutrition and Dietetics field of research codes. It is worth noting that in 
2014 we were the only regional university to achieve these 5 ratings for 
both these codes of research, and one of only two universities in all of 
Australia. We also received scores of 5 for both fields in 2016. 

Table 13.3  The Priority Research Centre for Physical Activity and Nutrition 2017 
Annual Report Highlights

Indicators Achievements (examples)

Research Funding 39 externally funded grants awarded/commenced with 9 x 
Category 1 grants (including 8 National Health and Medical 
Research Council), 7 x Category 2 grants, and 23 x Category 
3 grants (over AUD $8.9 million in total)

Peer Reviewed  
Journal 
Publications

141 unique journal articles [co-]authored by our 10 Named 
Research Investigators

PhD Completions 9 PhD completions supervised by our 10 Named Research 
Investigators
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Indicators Achievements (examples)

Supervision Over 50 current PhD students being supervised by our 10 
Named Research Investigators

Collaborations 11 public seminars hosted with international collaborators

Innovation/
Commercialization

Professor Manohar Garg’s group invented a novel surro-
gate marker for Metabolic Syndrome and Insulin Resistance 
called InsuTAG, which was trademarked and registered in 
2017.

Development and testing of new portion-sized estimation 
tools that have been trademarked: ServAR and IFU, led 
by Professor Clare Collins, Dr. Megan Rollo, and Dr. Tamara 
Bucher.

The Centre’s first Massive Open Online Course commenced 
in 2017: The Science of Weight Loss (led by Professor Clare 
Collins and Associate Professor Tracy Burrows), which 
enrolled over 45,000 people from 181 countries.

Academic 
Promotions

4 Centre female researchers were promoted to senior  
lecturer or associate professor.

Major Academic 
Awards

Professor Clare Collins: Senior Researcher of the Year 
Award, Hunter Medical Research Institute  
Professor David Lubans: Mid-Career Researcher of the Year 
Award (Hunter Medical Research Institute) 

Visiting 
International
Academics and 
Interns

The Centre hosted 13 international visiting academics from 
the USA, Canada, the Netherlands, Denmark, Slovenia, and 
Hong Kong, including 11 public seminars/presentations 
delivered by international academics. In addition, the Centre 
hosted 11 international interns at the Centre, from the USA, 
the Netherlands, and Belgium.

Collaboration 
with Leading 
Universities

The Centre is currently collaborating with 11 universities in 
the top 200 globally.

Note  examples of impact and translation achievements are contained in the 
above section.
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Challenges and Future Opportunities  
for Sustainability and Growth

One of our biggest challenges is space, a common problem in universities. 
With our successful targeted growth rates, we have now outgrown our 
space and are looking for new premises where we can continue to be co-lo-
cated. An important factor contributing to our Centre’s interdisciplinary 
successes and our collegial normative culture has been the co-location of 
our primary team. In our experience, being in the same physical location is 
paramount for successful interdisciplinary research, but this does become 
challenging with the rapid growth of a research centre. 

Our Centre continues to grow each year in terms of research and 
training outcomes. We are currently exceeding a 10 percent annual tar-
get growth rate, which can become a risk if adequate infrastructure is not 
put in place. Our approach to alleviating this potential concern is pro-
viding post-doctoral fellows and junior academics with opportunities for 
leadership roles as part of the Centre structure, pillar initiative, and gover-
nance. This is also mutually beneficial, in that these individuals are gaining 
invaluable experience that will help shape their career pathways as they 
are mentored by senior Centre researchers; while having them take on 
such roles helps alleviate the work volume of the theme leaders, who are 
working to capacity. 

We strive to attain a balanced mix of gender, career levels, and dis-
ciplines among our core investigators by capitalizing on university and 
external gender and early-career schemes. Fifty percent of our ten current 
investigators have also secured salary awards. A number of these external 
awards augment existing university appointments. This provides a further 
mechanism by which to leverage additional post-doctoral fellows to build 
the research capacity of the Centre. 

We continue to seek and apply for all types of research funding, publish 
in the top quartile of field-specific journals, and have our PhD students 
complete on time (i.e., within 3.5 years). However, successfully competing 
for external funding at times feels like a lottery. Patience and perseverance 
are required. The collegiality, mutual support, and mentorship provided 
through a research centre can help researchers bounce back when grant 
submissions are not successful.  
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Lessons Learned
There is no formula for building a successful research centre. However, we 
think a number of factors have contributed to our successes. In no particular 
order, these include the following:

1.	 Garnering strong support from university senior administrators and exter-
nal stakeholders for the strategic directions of the research centre. As 
administrators and partners change over time, this support must not be 
taken for granted, but rather be reinforced and renewed. 

2.	 Building strong regional community engagement and partnerships for 
scale-up of our interventions.

3.	 Having faculty, staff, and trainees located under the same roof, in one 
physical premises. The benefits of co-location will be realized by putting 
mechanisms in place for effective communication among all staff and 
trainees.

4.	 Applying for external research funding, and ensuring that expectations for 
the research centre’s members regarding grant submissions are explicit. 
However, it is important to recognize and plan for the unpredictable ebbs 
and flows in external funding. Having core funds and an annual base budget 
will ease the troughs in external funding that are bound to occur.

5.	 Mentoring the next generation of researchers and providing skills for career 
progression. This is essential to advance a field of research and is an element 
of succession planning for the leadership of a research centre. 

6.	 Setting the norms for a collegial, committed, and positive work ethic so as 
to create an environment where people are excited to come to work. It is 
also important to celebrate the successes (both personal and work-related) 
of those in the Centre.

7.	 Effectively utilising the media (including social media) and branding rec-
ognition (e.g., a Centre logo, Centre apparel) to enhance collegiality and 
recruitment.



Australia’s University of Newcastle’s Interdisciplinary, Priority Research Centre  299

Conclusion

Given the high prevalence of physical inactivity and poor diet in our pop-
ulation, it is safe to say that research into physical activity and nutrition 
will be required for decades to come. We have found that a research centre 
with base funding can substantially advance work in this field. It takes an 
aligned vision, targeted implementation strategies, and deliberate atten-
tion to the workplace culture to achieve the potential of a research centre. 
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Making Research Possible 
Reflections on a Decade as a Funder

C H R I ST I N A  Z A ROWS KY

Introduction

This chapter is about developing and implementing research programs 
from within a Canadian research funding agency, the International 
Development Research Centre (IDRC). It describes the evolution of a 
program of global health research funding that encouraged researchers 
and their partners in government and civil society to use both technical 
and socio-political analyses to strengthen health systems, promote civic 
engagement, and bring research evidence into the broad range of action 
needed to increase health equity. The story of this research program is 
not of an initiative planned strategically from the outset and implemented 
in clear and logical steps. Rather, it is a story of seeking out like-minded 
individuals and institutions to craft an evolving and shared vision and pro-
gressively realize the vision through research funding, ongoing dialogue 
and debate, and active networking among researchers, policy-makers, 
funders, and advocates for health equity and stronger health systems. We 
sought not only to respond to research priorities expressed by researchers 
and research users but also to inform and influence research agendas, to 
build on and use institutions’—especially funders’—comparative strengths, 
and to push the boundaries of institutional orientation and habit.
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This chapter is also about developing a program of research over a 
career, across different settings: this “chapter” of my own research career 
is a very individual case study of nine years spent outside a typical univer-
sity setting. 

Through telling this story, I explore three key issues: 

1.	 identifying and managing opportunities to develop a research program and 
career across diverse settings; 

2.	using a programmatic perspective for research within a funding organi-
zation; and

3.	building and managing the partnerships and relationships required to 
work programmatically within a funding organization, particularly to build 
a new area of research. 

The chapter begins and ends with my own story and transitions from 
academic to funder to academic. The story of the research program and 
partnerships I helped to build within IDRC and with other funders is set 
between these bookends. Our work as professionals is shaped by our own 
vision and action and is an expression of our own trajectory. That vision 
and personal story, however, do not contain what we create. The programs 
I developed continue to evolve without my input, both within IDRC and 
through the research and other efforts the program funded in the “real 
world.” I was fortunate to be able to observe some of them in my new 
workplace in South Africa, where I followed another thread of a research 
career that somehow keeps coming back to the links and tensions between 
the technical and the political, analysis and action, and health and social 
transformation.

Managing Career Transitions: Allowing Your Story to Unfold

The core of this chapter is about building and managing a program of 
research in a setting other than a university department. The assumption 
underlying the chapter’s inclusion in this collection is that it is indeed pos-
sible to build a research career in different settings. The first key message 
goes further, to argue that it is possible—and can be highly rewarding—
for one individual to build a research career and a program of work that 
maintains a coherent common thread across different settings over time. 
Indeed, if the program of work is situated at the interface of the university, 
government, civil society, and practice, and seeks to facilitate collaboration 
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and at times integration across sectors, there are clear advantages to being 
able to bring experience and crucial tacit knowledge of one organizational 
culture and ethos to another setting. 

In my case, it must be said that this is a late realization and justifica-
tion. My own career trajectory, which has been unconventional but so far 
both interesting and successful, reflects the story of the research program 
at IDRC: it has not been a carefully planned career campaign, but rather 
an evolving recognition of a storyline in my own interests, talents, and 
passions, leading to choices that would allow a particular thread of that 
storyline to emerge more clearly. 

My interests in health, social justice, cultural diversity, and academics 
are not surprising given my family history—eldest daughter of post–World 
War II Ukrainian refugees, human rights activism, parental emphasis on 
education and academic success common to many refugee and immigrant 
communities—and formative experiences through a Canada World Youth 
exchange to Sri Lanka at nineteen and medical education at McMaster 
University in the early 1980s. I was in the first medical school class in 
Canada with a majority of women students, many of whom were starting 
medical school after other careers, some satisfying, others not. At McMas-
ter we were strongly encouraged to experience other medical and social 
settings and not limit our training and future career choices to one univer-
sity. A two-month elective in community health in Sierra Leone reinforced 
my interest in international development, health, and social research. By 
the end of medical school I knew that somehow I wanted to combine pri-
mary care, public health, medical anthropology, activism, and research. 
I was just not quite sure how to do it, and in what order or combination. 

My subsequent career choices have included clinical practice in rural 
Canada and community health centres, studies in public health and a few 
years later a PhD in anthropology (examining, not surprisingly, refugee 
experience and identity, trauma and politics—only among African, not 
East European, communities), and a back and forth between academic 
settings with a community and social justice perspective and being closer 
to national and global policy processes. The choices have been shaped 
and sometimes constrained by life circumstances: raising a child as a sin-
gle parent and helping to support and care for aging parents is a theme 
familiar to many, especially women. But at the centre of each choice and 
each chapter in my own career has been a dialogue with myself, and with 
trusted friends and mentors: a slowly deepening understanding of who  
I am and where my skills and, crucially, my passions lie, recognizing that 
these evolve over time, and seeking and listening to advice from a range 
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of people about what needs to be done and how I might contribute—and 
then following my own (evidence-informed!) heart. I have not to date 
explored the short, intensive project mode of consultancies, but rather 
have gravitated towards professional positions. Before making a move,  
I have to be comfortable committing to a stay of at least one and prefera-
bly two or more years, as it is neither helpful to your own career nor fair 
to colleagues and institutions to move around so quickly that the invest-
ments in building relationships and learning the ropes cannot bear fruit. 
This chapter describes my longest stage to date: nine years with IDRC  
in Ottawa.

Making the Move from Researcher to Research Funder

In April 2000, I joined IDRC as the Senior Scientific Advisor for Health.  
I took leave from my position as researcher with the Psychosocial Research 
Unit at McGill University’s Douglas Hospital Research Centre and as lec-
turer in the McGill Department of Psychiatry to take on the challenge 
posed by IDRC: rethink and rebuild programming related to health policy 
and systems and to governance, develop partnerships with other Canadian 
agencies and institutions, and develop partnerships with funders and insti-
tutions in other countries. These became the terms of reference for the 
new Senior Scientific Advisor for Health. No budget was committed; the 
initial charge was to advise on how IDRC could strengthen its program-
ming and impact within the existing budget for health. 

Making the move from the university to a funding agency was not an 
easy choice: Would I be permanently “stuck” in government or the donor 
world? Would I be intellectually challenged and stimulated? Would I be 
able to move back into the academic world? I consulted with colleagues 
and mentors, including prominent Canadian academics but also activists, 
friends in research and public health NGOs, and funders. Academics told 
me that it would not be the “kiss of death” for me as a scholar if I were 
to spend a few years with an agency such as IDRC. Indeed, this could 
be a valuable addition to my experience and, of course, my curriculum 
vitae—provided I kept up some kind of publication record or otherwise 
stayed in tune with developments in my field. Colleagues from the funder 
side appreciated that it is great to do things, including research, but it 
is also important and very gratifying to be able to make things happen 
by influencing how and to whom research funds are allocated. Finally, I 
remembered my earlier two-year experience at IDRC as a junior program 
officer, having just completed my master’s in public health at Harvard. A 
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program officer at IDRC has a great job, in fact almost the most fun parts 
of research: brainstorming and developing research ideas and designs with 
smart and committed researchers around the world; and having access 
to resources that allow networking, collaboration, and dissemination of 
research results to important audiences, including governments and other 
funders. I decided to give it a try for one year, with a maximum horizon of 
three years. I stayed for nine. 

What Does a Research Program within a Funding  
Agency Look Like—and How Did It Get There?

The rest of this chapter speaks to some of the realities, challenges, and 
rewards of trying to push boundaries of conventional research and 
research funding within a government and donor setting, offering a 
glimpse of the other side of the researcher–funder relationship. I write 
from my own perspective as the senior “technical” expert on a program 
as well as the eventual manager of a larger cluster of programs and staff. 
The chapter thus does not speak to the “high politics” or bureaucracy of 
government so much as to the interface between ideas, modalities through 
which ideas could be funded and implemented, and the politics, dynamics, 
and bureaucracy of navigating that interface. In this section, I describe the 
research programs I helped to build within IDRC and discuss their evolu-
tion over my nine years there. In the next section, I describe the evolution 
of an inter-agency research funding partnership to reflect on some of the 
elements critical to successfully developing a sustained and substantial 
program: trust, relationships, and partnerships. 

The program evolved somewhat unevenly, with opportunities identi-
fied and seized as they arose in the context of the annual and multi-year 
rhythm of strategic plans, work plans, budgets, and political developments 
juxtaposed against theoretical and empirical developments in global health 
research—all of this in the context of the personal and organizational rela-
tionships and interests that shape all programs and all careers.

When I left IDRC in May 2009, I was program manager of a new 
cluster of programs, Research for Health Equity. These programs funded 
and provided technical support to research, capacity strengthening, and 
knowledge translation focusing on policies and systems oriented to 
increasing equity in health. Each of the programs—Governance, Equity, 
and Health; Research for International Tobacco Control; and the Secretar-
iat of the interagency Global Health Research Initiative—followed distinct 
strategic directions while sharing a commitment to three objectives: 
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•	 making a difference to health-related policy, systems, and outcomes “on 
the ground” in countries, regions, and communities; 

•	 informing and influencing global policy debates while remaining grounded 
in the priorities and perspectives of Southern researchers, decision-mak-
ers, and stakeholders; and,

•	 developing research capacities and supporting communities of practice to 
help institutionalize a governance and equity approach to health systems 
research and policy-making beyond IDRC. 

I developed and then led the Governance, Equity, and Health program, 
was the IDRC technical lead in the development of the Global Health 
Research Initiative, and was responsible for integrating the three programs 
into a coherent cluster. 

IDRC is a Canadian Crown corporation with close links to, but at 
some arms’ length from, government. It is a small funder in compari-
son with bilateral development agencies and many private foundations. 
IDRC’s annual parliamentary grant over this period was approximately 
CAD $100 million, covering both direct grant making across a number of 
fields as well as technical support, library and information services, and 
program and grant administration. IDRC supports research in a number 
of areas, including social and economic policy, environmental and natural 
resource management, information and innovation systems and technol-
ogies, as well as health. While the direct earmarked IDRC allocation for 
the health programs within Research for Health Equity was about CAD 
$7–8 million per year, or, CAD $35–40 million over five years, the grant 
value of the initiatives described here was over CAD $130 million between 
2006 and 2011. The balance of the funds was leveraged, partly from other 
programs and special initiatives within IDRC, but mostly through part-
nerships with other funders.

Drawing on my archives of draft materials I was involved in writing 
for IDRC at the time, the two programs discussed in this chapter were 
described as follows: 

The Governance, Equity, and Health program aimed to promote a 
shift in thinking and practice among key actors so that political and gov-
ernance challenges, equity concerns, and health policy questions were 
increasingly seen as being interconnected. Moving beyond description 
and measurement, it supported research projects and teams that sought 
to better understand and redress health inequities facing underprivileged 
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populations in developing countries. All projects addressed gender and 
socio-economic equity and linked research with policy and practice. The 
2010 external review identified many successful outcomes (Brown, Habte, 
& Singh, 2010). 

The program focused on three principal entry points: evidence to sup-
port effective, accountable, and participatory governance of plural health 
systems, with an emphasis on the stewardship role of the state and active 
civic engagement; tools and evidence to support effective and equitable 
health systems performance, including integration of specific interventions 
into comprehensive health policies and systems; and evidence to inform 
and evaluate financing approaches for effective, efficient, equitable, and 
sustainable public health systems. In adopting a governance perspective 
to research on these three pillars, it highlighted the need to link techni-
cal and political knowledge to address both long-standing and emerging 
health challenges. 

The Global Health Research Initiative was a partnership created by 
Health Canada, the Canadian Institutes of Health Research (CIHR), the 
Canadian International Development Agency, and IDRC in 2001 to 
strengthen and build capacity for global health research in Canada and 
in developing countries. The Public Health Agency of Canada joined the 
four original partners in the fall of 2009. The four strategic objectives of 
the Global Health Research Initiative were:

•	 strengthening global health research to address priority challenges of low- 
and middle-income countries;

•	 informing and influencing policy related to health and development and 
global health research domestically and internationally; 

•	 strengthening information sharing and collaboration among partner agen-
cies and external strategic partners; and

•	 fostering and supporting organizational excellence of the Global Health 
Research Initiative and other multi-partner global health research funding 
initiatives. 

The program focused on four themes: health policy and health systems 
issues; prevention and control of pandemics and/or emerging infectious 
diseases (including HIV/AIDS); prevention and control of chronic dis-
eases, their underlying causes, and related healthy public policy issues; and 
interactions of health, environment, and development.

While the funding opportunities developed and implemented through 
these programs targeted lower- and middle-income country research teams,  
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or partnerships between those researchers and Canadian researchers, an 
important element of the work was to create space for health systems 
research and maintain critical and politically engaged health research 
among funding agencies, through building joint funding programs among 
Canadian agencies and with international funders. 

Building a Program of Research
The space provided by IDRC for collegial critical inquiry, innovation, and 
implementation of funding programs at arm’s length from direct govern-
ment interests, and the culture of accountability and grants administration 
that was oriented to the best possible success of a diverse research port-
folio, was crucial for me at this stage of my career. IDRC offered an 
opportunity to shape a research agenda and, potentially, to inform and 
influence policy. Its organizational culture, a kind of hybrid between 
university, NGO, and government department, was well-suited to my 
temperament of impatience with purely “academic” debates, recognition 
of the importance and value of government, but concurrent impatience 
with “bureaucracy” and intellectually un-rigorous zeal alike. I would have 
had to think quite differently about the contributions and also the differ-
ent constraints that could be made by an activist researcher from within a 
larger and necessarily less flexible government department.

The Organizational and Historical Context
One of the lessons I learned at IDRC, equally relevant to university or 
other settings, is the importance of understanding how organizational 
structure and history intersect with broader trends in a field and affect 
receptivity to new ideas and organizational capacity to implement these. 

Over the previous decade, IDRC had seen radical transformations 
and significant funding cuts through Canada’s own “structural adjust-
ment” and austerity program. IDRC had for many years been structured 
around sectoral or disciplinary lines: health sciences, agriculture, food and 
nutrition sciences, social sciences, and so forth. With an annual budget 
of approximately CAD $100 million, it was clear that IDRC would never 
be sufficiently well-funded to effectively be a global funding agency the 
size of the Medical Research Council, the Social Sciences and Human-
ities Research Council, or the Natural Sciences and Engineering Research 
Council, much less attempt to be all of these at once. In seeking to align 
its fiscal realities with its experience and niche in providing both funding 
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and technical and networking support for researchers from low- and 
middle-income countries—sometimes with Canadian or other North-
ern partners—to tackle emerging and complex problems, IDRC was 
restructured into five- to ten-year strategic funding “Program Initiatives” 
clustered into broad thematic groups or “Program Areas.” 

“Health” as more traditionally addressed by domestic and interna-
tional researchers and agencies had become mainstreamed, but had in 
the process also become less visible, less cohesive, and—with the loss of 
earmarked funding and specialized staff—less prominent within IDRC 
itself. In addition, IDRC had lost a significant proportion of its prior fund-
ing base and was beginning to explore partnerships with other funders, 
both to leverage funds for the kind of research IDRC wanted to continue 
to support and to become more effective in ensuring that IDRC’s own 
niche and the research it supported was a more coherent part of a larger, 
integrated body of research and practice.

It was the right time to draw on IDRC’s past activities and successes 
and champion a campaign both to significantly increase and to more effec-
tively integrate its investments in health research. It was also a time to build 
bridges and partnerships rather than create large stand-alone initiatives. 
This suited my interests and skills, but it also posed challenges of complex-
ity and high transaction costs that would not always prove easy to resolve.

Reading the Landscape and Outlining a Strategy for. . . ?
An intensive period of consultation marked my first year at IDRC: con-
sultation within IDRC; with Canadian agencies, university colleagues, 
and potential partners; with IDRC award recipients in Africa, Asia, and 
Latin America; and with international agencies, funders, and researchers. 
IDRC and other colleagues were enthusiastic about a return by IDRC to 
dedicated “conventional” international health funding, and specifically to 
supporting health systems research. To my surprise, a strong consensus 
emerged among IDRC colleagues that the program needed dedicated fund-
ing and could not rely on shared good intentions—even though this meant 
that their own programs might have cuts to support new health funding.

The consultation also revealed growing interest in health equity, 
although perspectives were politically polarized between a critical analy-
sis that was mainstream in universities and NGOs and a very conservative 
approach by funders, who were still largely committed to the neo-liberal 
ideas of the structural adjustment and Washington consensus era (Kentike-
lenis, 2017; Labonté & Stuckler, 2016).
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Concurrently, IDRC led an exploration into how it might contribute 
to the field of “governance.” This consultation recommended that IDRC 
programming concentrate on service delivery as the point where citizens 
and the state effectively meet, particularly in the structural adjustment era 
where there had been a significant erosion of the role and legitimacy of the 
state in actually providing or enabling effective access to essential services. 

The consultations were important for three reasons. First, they helped 
to shape the directions for strategic IDRC funding to contribute to 
research in the areas of health systems, health equity, and governance. 
Second, they were critical in assessing the range and level of support—or 
lack thereof—for a possible expansion of funding for equity-oriented and 
partnership-based health research. Third, they were important in help-
ing to build this support among individual colleagues, researchers, and 
institutions both in Canada and in developing countries, as well as among 
key like-minded donors and agencies elsewhere. Without wide-ranging 
support and at least some interest in joint funding, an innovative new 
research program that openly addressed the political as well as technical 
dimensions of “health equity” would remain a vision with little likelihood 
of short-term success. While long-term goals are vital, equally important 
is the ability to capture imaginations and demonstrate some early success 
in a relatively short exploratory time frame. 

As a conclusion to these consultations, I drafted, circulated, revised, 
and submitted a “Health at IDRC” strategy paper to IDRC management. 
This paper provided the foundation for the Board of Governors’ subse-
quent approval of a two-year exploration in Governance, Equity, and 
Health, with a proposed budget of CAD $1–2 million annually to build 
on existing investments, under my leadership. I had two years to find out 
and demonstrate whether I, and IDRC, had correctly read the landscape. 

From Strategic Exploration to Strategic Research Funding Program
The two-year exploration became the core of the Governance, Equity, and 
Health Program Initiative, whose initial four-year prospectus was approved 
by the Board of Governors in March 2002. Phase One was a “proof of 
concept” phase: Would the idea of linking technical and socio-political 
analyses in health policy and systems research take hold? Would it result 
in successful research projects that made a difference? In the program ini-
tiative–based structure of IDRC, the first four-to-five-year phase of a new 
strategic research program is intended to provide a solid-enough founda-
tion to answer such questions with reasonable confidence. If the concept 
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were proved, a second and occasionally third phase could potentially fol-
low, thus striking a balance between continuity and innovation, stability 
and risk, and a desire to provide sustained support where possible with 
the realities of annual parliamentary allocations and political and economic 
cycles. The latter could not reasonably be predicted over the ten- or fif-
teen-year periods that would be ideal for building institutional capacities 
and a real critical mass of research. The new program of research was now 
fully in place. 

The strap-line version of the Phase One Governance, Equity, and 
Health objectives was “Strengthening Health Systems, Promoting Civic 
Engagement, and Making Research Matter.” The program put power and 
the dynamics of “governance” front and centre, using the Institute of Gov-
ernance definition of governance: “governance comprises the traditions, 
institutions and processes that determine how power is exercised, how 
citizens are given a voice, and how decisions are made on issues of pub-
lic concern.” (Graham, Amos, & Plumptre, 2003, p. i). Equinet’s (http://
www.equinetafrica.org/) understanding of equity and emphasis on vertical 
equity (Matovu, Goodman, Wiseman, & Mwengee, 2009) was also central: 

Equity in health implies addressing differences in health status that are 
unnecessary, avoidable and unfair. In southern Africa, these typically 
relate to disparities across racial groups, rural/urban status, socio-eco-
nomic status, gender, age and geographical region. Equinet is primarily 
concerned with equity-motivated interventions that seek to allocate 
resources preferentially to those with the worst health status (vertical 
equity). Equinet seeks to understand and influence the redistribution of 
social and economic resources for equity oriented interventions. Equinet 
also seeks to understand and inform the power and ability people (and 
social groups) have to make choices over health inputs and their capacity 
to use these choices towards health. (Equinet, n.d.) 

Arriving at an approved prospectus required successfully programming, 
over the period of the Governance, Equity, and Health Exploration, ongo-
ing negotiation and dialogue with colleagues and management at IDRC 
to ensure that the directions, rationale, and proposed structure of the 
program were understood and shared. This involved obtaining appropriate 
input from all levels, demonstrating informed and enthusiastic support 
from lower- and middle-income country and Canadian research partners, 
and from international organizations and other funders, and of course 
producing a compelling and well-researched prospectus. Concurrently 
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with the ongoing exploratory grant-making and prospectus development, 
existing IDRC staff were partially reassigned to Governance, Equity, and 
Health, and two new staff members were hired. 

Expanding the base of active developers and supporters of the program 
was important to institutionalize it within IDRC. My own role in this was 
to both champion the proposed new program and be a hands-on leader of 
the exploration under way. As “champion,” my job was to build support 
and alliances. As leader, my job was to establish the core of a team within 
IDRC through new hiring and collaboration with other colleagues, and to 
ensure that exciting and sound projects were funded and managed effec-
tively, and included a diverse-enough portfolio to demonstrate both early 
results (for example, through publishing and holding workshops to share 
emerging results) and a longer-term vision to address a gap that ongoing 
funding might help to fill. Because the program was just being created and 
the team was very small, I had tremendous scope to stamp its direction 
with my own vision and perspectives, which had evolved over a decade of 
research, training, and work in population and public health, development 
anthropology, social epidemiology applied to community mental health, 
and refugee studies. While this was not “my” research program, it was 
very much in line with my values and interests—including the value of 
building programs collaboratively with others, even if our perspectives 
did not always neatly converge.

What’s Trust Got to Do with It? Building and  
Managing Partnerships and Relationships

There is a growing literature on the importance of communication, values 
coherence, and trust for effective organizational performance and partner-
ships (Gilson, 2016; Gilson, Lehmann, & Schneider, 2017; Yarmoshuk, 
Guantai, Mwangu, Cole, & Zarowsky, 2018). This does not mean perfect 
alignment on all matters, but it does require establishing and maintaining 
confidence that partners are working in good faith and with reasonable 
transparency. These “soft” dimensions of leadership, management, and 
partnership were crucial to developing and implementing a new research 
program at IDRC, at all levels—from my own professional relationships 
with individual colleagues and managers to institutional relationships with 
other departments within IDRC and with other funders. 

Being able to argue convincingly and with evident passion from a 
credible knowledge of the evidence, the theoretical and methodological 
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debates, and the diverse actors in the health equity and health systems 
field was critical to the success in creating and maintaining space and 
resources for this research program; IDRC and other government agen-
cies within and outside Canada were receptive to “risky” proposals if these 
were presented compellingly by knowledgeable and networked champions. 
Conversely, the openness of the home base, IDRC, to vigorous intellec-
tual debate and to boundary pushing, as long as it went hand in hand with 
a recognition of the roles, including the limitations, of a Crown corpora-
tion and of other agencies more directly linked to government, was critical 
to my own continued commitment and creative engagement. 

With the Governance, Equity, and Health program developing and 
then in place, my “champion” and advisory role shifted more towards 
the inter-agency partnerships that were the second pillar of my initial job 
description as Senior Scientific Advisor. The Governance, Equity, and 
Health and Global Health Research Initiative programs developed in par-
allel, with the first exploratory activities in both occurring over 2000–2001 
and insights from each of the two processes informing the shape and con-
tent of each initiative. Not surprisingly, the inter-agency partnership took 
much longer to become institutionalized within IDRC than did a program 
that was fully “homegrown.” My role in developing this and other funder 
partnerships was more complex, as it entailed simultaneously promoting 
an IDRC vision to the world and negotiating space within IDRC to engage 
with other visions and ways of funding and managing health research. 

There are, of course, many partnerships and other ways of developing 
research programs within funding agencies. My approach was anchored 
in transparency about my own perspectives and the evidence base under-
lying them, and in transparency and genuine commitment to try to create 
win-win partnerships. This was not always an easy fit with an organization 
where, as a senior staff member, I was a representative of the organization 
and not of my own personal preferences. My compromise was to be as clear 
as possible about what was my perspective and what was IDRC’s perspec-
tive. I was also clear, to myself, my supervisors, and our partners, that this 
compromise required a fairly close alignment between my perspectives 
and what was possible for IDRC: I would have considered it both person-
ally and organizationally unprofessional to be in a position where I was in 
fundamental disagreement with non-negotiable organizational positions 
and hence feeling forced to choose between undermining my institution 
and suppressing or denying my own values. While I very often had to sup-
press certain personal preferences and settle for an incremental rather 
than a more radical approach to health equity, I was never in a position of 
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fundamental disagreement with IDRC principles and values. This allowed 
me to advocate externally for IDRC, and also to advocate vigorously within 
IDRC for changes that might help it to move closer to its stated goals and 
vision. This approach to internal and external advocacy from a position of 
confidence in the bona fides of one’s home organization and partners also 
characterized the work of each of the agency champions in the Global 
Health Research Initiative partnership described in more detail below.

This values congruence may seem overplayed, but it was essential to 
maintaining the mutual trust and regard that created the space for creative 
work—including, at times, intense debate and disagreement—rather than 
simply implementing a set of bureaucratic or nicely banal recommenda-
tions. The “day job,” however, was about how to implement these values 
and a vision of health research that was pro-poor, transdisciplinary, and 
engaged in broader processes of progressive social transformation within 
countries and globally. The challenge was to hold and, as needed, adjust the 
vision while paying close attention to the many devils in the many details.

From an IDRC Program to Inter-agency Partnerships:  
The Global Health Research Initiative
The above discussion of the health strategy and the birth of Governance, 
Equity, and Health focused largely on developing and securing support for 
a more or less “classical” IDRC funding program: strategic research funds 
open primarily to developing country research teams, supported primarily 
by IDRC, and managed according to IDRC’s organizational culture and 
practices. An early partnership with the Swiss Agency for Development 
and Cooperation began to shift the emphasis from a solely IDRC-shaped 
approach to partnerships that sought to find and build on common ground 
among funders to increase the resource base available for particular areas 
of research, as well as the impacts of research on policy and practice. The 
Global Health Research Initiative was a far larger and more complex part-
nership among the Canadian International Development Agency, CIHR, 
Health Canada, IDRC, and eventually the Public Health Agency of Can-
ada—in dynamic relationship with a new organization seeking to link 
Canadian and lower- and middle-income country researchers, the Cana-
dian Coalition for Global Health Research. 

From my perspective, this partnership offered an opportunity to 
become more strongly linked with Canadian agencies active in health, to 
link Canadian and global health concerns as well as establish relationships 
with multilateral organizations such as the WHO and the Pan American 
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Health Organization, and to strengthen the constituency within CIHR 
and the Canadian health research community. Through these links, we 
sought to position global health as a legitimate and significant part of the 
Canadian health research and research funding portfolio. And from my 
professional perspective as a physician with a master’s in public health and 
a PhD in medical anthropology, and with a keen interest in social research 
for health, this was an opportunity to participate in the shaping of a larger 
health research agenda during a moment of transformation of the Cana-
dian health research funding landscape. 

The founding Scientific Director of CIHR’s Institute of Population 
and Public Health (Dr. John Frank) was personally committed to global 
health research but needed convincing that there was in fact significant 
demand in Canada, so IDRC, the Canadian International Development 
Agency, and Health Canada co-funded a small grants competition around 
“Partnerships for Global Health Equity,” managed by IDRC and the Cana-
dian Society for International Health. This competition resulted in over 
250 submissions and nearly ninety successful small research or research 
application projects involving Canadian and lower- and middle-income 
country researchers, or partnerships between researchers, government, 
and/or civil society. The case was made.

In 2000–2001 there was debate over whether to foster cross-agency 
collaboration at the operational and project level, or whether to seek high-
level support in principle for inter-agency collaboration in global health. 
The latter approach was eventually adopted. This led, not surprisingly, to 
some delays in crafting and securing multi-party agreement to a memoran-
dum of understanding, which was signed during the Canadian Conference 
on International Health in November 2001. It committed two research 
funding agencies and two “research-using” policy and practice agencies 
to collaborate in jointly funding and otherwise supporting global health 
research, in the interests of both Canadian and lower- and middle-income 
countries’ health and development. 

The actual documents and memorandum of understanding were 
important, but more significant was the growing excitement and inter-
est in global health research, and specifically in equity-oriented research 
that would address both determinants and interventions for health. The 

“champions” for the initiative from each of the agencies, together with 
the researchers who formed the eventual core of the Coalition as well as 
a broader community of practice around global health research in Canada, 
agreed that at this early stage it was more important to build a broad- and 
values-based program of work than to identify a small number of priorities. 
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In the words of one colleague, “Principles unite; priorities divide.” The 
uniting principles were equity, egalitarian partnerships, and approaches to 
health research that took both “upstream” and “downstream” health issues 
seriously. Nevertheless, while we did not want to exclude the biomedical 
and clinical research communities, in fact what developed was an approach 
to research and research funding that privileged systems-sensitive research.

Over the subsequent years, the tension between doing what was possi-
ble now versus holding out for higher-level or structural change within and 
across agencies persisted. We were anxious to launch calls for proposals 
quickly, but were mindful of the delicate politics around conveying the 
impression that there were ample resources already available. We wanted 
to hold out until significant rather than mere token funding was in fact 
made available through exerting moral suasion on our respective institu-
tions. We did not want to raise expectations in the research community 
that could not be adequately met, nor to cultivate or be seen to acquiesce 
to what some of us as funders perceived as a subculture of disgruntled 
entitlement among some researchers, where nothing could possibly be 
done in the absence of secure multi-year, multi-million-dollar funding. 

The pragmatic approach evident in the development of the Gover-
nance, Equity, and Health program won out here as well. The Canadian 
International Development Agency contributed the funding for the first 
competition, around operational research in support of immunization 
coverage. Modest competitions for planning grants and team grants were 
announced early, but no glossy brochures were produced until all of us 
were convinced that we had something substantial to write about in a 
brochure. The opportunity represented by the G8 Summit in Kananaskis 
in 2002 was seized to advocate for greater attention to and spending on 
health and research in and for Africa. Here the civil society colleagues in 
the Coalition took the public and advocacy lead, while agency champions 
worked through channels available in the government processes leading 
up to the summit. 

Early competitions actively sought to make optimal use of existing 
experience and infrastructure while pushing institutional boundaries and 
trying to further legitimize and institutionalize partnership-based global 
health research in all the institutions. IDRC and the Canadian Interna-
tional Development Agency were able to fund lower- and middle-income 
country institutions directly—in fact preferred to do so—while CIHR was 
not able to. Thus, CIHR channelled their funding to Canadian teams while 
IDRC administered grants directly to Southern institutions. CIHR had a 
ready-to-go peer review mechanism for competitive grant making, which 
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all partners wanted to both use and stretch so that peer reviewers and 
managers alike would begin to be more open to research embedded in the 
realities of poor countries with weak health systems. The CIHR system 
was adopted and adapted, with representatives of all funders involved in 
relevancy reviews and “peers” selected from Canada as well as low- and 
middle income countries for review panels. Of the partners, Health Canada 
was the least able to commit research funds, so the partners sought to find 
ways of realizing the commitment to research utilization and application 
to policy rather than just the generation of new knowledge. The partners 
also actively involved Health Canada in informing and shaping the research 
agenda. The Global Health Research Initiative and the individual part-
ner agencies actively participated in the Ministerial Summits and Fora for 
Health Research in Mexico City in 2004 and Bamako, Mali, in 2008, again 
seeking to both influence and use the global influence of important inter-
national meetings to shape global and Canadian health research agendas. 

All of the champions—senior technical staff in the partner agencies—
were equally involved and committed, but at the senior management level 
the agencies most actively involved with the Global Health Research Ini-
tiative were those whose mandates directly and explicitly included health 
research: CIHR and IDRC. The presidents of these two organizations 
took a strong personal interest in the initiative and actively sought new 
funding for major new research initiatives, notably what became the flag-
ship research competition, the Teasdale-Corti Global Health Research 
Partnership Program.

The Ministerial Forum on Research for Health in Bamako, Mali, in 
November 2008 saw IDRC and the Global Health Research Initiative 
co-host the opening reception with the Global Forum for Health Research, 
the WHO, and the Government of Mali, and publicly introduce the 
winners of the Teasdale-Corti Global Health Leadership Awards to this 
high-level global gathering. While we felt that public and political visibility 
were important, the real work had to happen at all levels, in the public eye 
and behind the scenes, in universities and think tanks, government offices 
and clinics, neighbourhood groups and activist organizations. As funders 
and promoters of research and its uptake, we played a significant role—
but definitely not the most important. Some of the projects and teams 
supported by the Governance, Equity, and Health and Global Health 
Research Initiative programs have already significantly influenced policy, 
health systems practice, approaches to research, and health outcomes in 
several countries (Edwards et al., 2007; Edwards, Kaseje, & Kahwa, 2016; 
Labonté, Sanders, Packer, & Schaay, 2017).
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Moving On: From Funder Back to Academic

I had arrived at another decision point, again shaped by both professional 
and personal factors. The programs I had built and led were no longer 
new and rapidly changing; they now needed some time to consolidate 
and become more routinely institutionalized, and they needed to be led 
accordingly. Besides, my three-year limit for IDRC had long since expired, 
and I wanted to do less management and more research for a while. On the 
personal front, my adopted Ethiopian daughter was in eighth grade, and if 
we were going to live in Africa for a few years as I had long dreamed, it was 
now or never. My work in the field of global health and research capacity 
over the previous decade had also led me to question a global reality where 
90 percent of authors of peer reviewed publications on global health were 
based in North American or European universities, and not in the global 
South (Cash-Gibson, Rojas-Gualdrón, Pericàs, & Benach, 2018). When an 
opportunity arose to join a progressive, dynamic school of public health 
at the University of the Western Cape in South Africa, to work with col-
leagues I had come to know and respect through IDRC, and to build a 
new centre for research in HIV/AIDS focusing on health and education 
systems and social and gender equity, it proved too inviting to refuse. 

In many ways, the challenges and realities of a funder are similar to 
the dynamics of scientific disciplines and university politics. The funda-
mental difference is that individual academic freedom and independence 
is not the highest explicitly stated value within the funder and govern-
ment universe. Nevertheless, researchers in a university or a discipline 
also need to negotiate or persuade others—funders, editors, academic 
administrators, and students—of the value of their ideas. Reflecting on 
this process of negotiation and persuasion in a setting where a long- and 
medium-term vision must be constantly and explicitly balanced against 
immediate opportunities and financial and institutional realities shaped my 
transition back to a university setting, emphasizing the value of a program- 
rather than a project-based perspective on research that seeks to inform 
and catalyze social and policy change for health equity.

Conclusion: Big Challenges, Small Successes

It is now some years since I left IDRC and joined the School of Public 
Health at the University of the Western Cape in South Africa. Sitting on 
the other side of the funding table is not always easy, and I would highly 
recommend periodic field placements—but real ones, not a few weeks or 
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months—for funders. Research capacity strengthening looks very different 
when you are actually supervising a large number of graduate students—
many with English as a second or third language. Reporting to funders 
and funders’ desires to foster linkages among their respective grantees 
look even more different. 

Yet I am also aware of and anxious to hold on to other things I am 
learning, including resisting the academic tendency—reinforced by proj-
ect-based funding—to see the world mostly in terms of my own projects, 
interests, and desires. My experience at IDRC has ingrained a taking-
for-granted programmatic approach whereby I actively seek to build a 
semi-coherent whole that nevertheless respects the distinctive contribu-
tions of many parts. It is easy to become mired in parochial disciplinary and 
university politics and lose sight of the bigger social, political, and even 
research pictures in which my own work would ideally be embedded and 
which it should both challenge and help to improve. The theoretical and 
methodological approaches we developed and supported through Gover-
nance, Equity, and Health and the Global Health Research Initiative are 
highly relevant to the work I am developing and on which I am collaborat-
ing at our university. I have developed a great respect for efforts to build 
on what exists rather than being constantly enthralled by the “NEW!” 
and “INNOVATIVE!”—which is by no means always “new and improved.” 
Most importantly, perhaps, I have learned to hold the uncomfortable ten-
sion of urgency in the face of intolerable suffering and inequality, and at 
least some patience and understanding for how both people and organi-
zations work.

The nine years I spent at IDRC were far more productive and success-
ful than I had imagined possible in April 2000. They were also challenging 
and at times deeply frustrating and disappointing. I have not written here 
about the anger that often kept me awake at night over the indifference 
of well-paid experts and bureaucrats to the suffering the research we 
supported sought to end, or about the painfully slow and only partially 
successful efforts at changing entrenched institutional cultures and prac-
tices. The corollary of IDRC’s desire to build partnerships, find common 
ground, and influence agendas was that all of the partners’ agendas and 
ways of working might need influencing and changing. The reality was 
that this decade provided an opportunity to carve out space and money 
within the existing frameworks and ways of working for these and other 
institutions. However, it did not lead to a fundamental transformation 
of any of them, let alone of the global economic order! Over the decade, 
changes in leadership, staffing, and government showed just how vulnera-
ble such change as did occur can be, with one or another partner or funder 



322  Developing a Program of Research

becoming newly enthusiastic, or newly uninterested after a prior period 
of commitment. A new minister can and at times did multiply or elimi-
nate the funds allocated to research for health, and to research for health 
equity. A shared vision and passion at the level of senior technical staff did 
not necessarily or always translate into the shared or even mutually com-
prehensible approaches to administration, reporting, accountability, and 
capacity development that could be essential to implementing that shared 
vision in difficult circumstances on the ground. 

Yet the tens of millions of dollars newly available to researchers com-
mitted to equity, social transformation, and a critical and fair-minded 
application of evidence to policy and practice would probably not have 
existed had these programs and partnerships not developed, stumbling 
and imperfect and slow as they were. The resources available to health 
equity and health systems research are still dwarfed by the need on the 
ground and by the resources available for biomedical research. Yet the 
importance of health systems, leadership, civic engagement, fairer North–
South and more South–South partnerships, and attention to politics and 
power are firmly on almost all global health development and research 
agendas, making them much less vulnerable to changes in any one institu-
tion or any one government. Looking back, it was worth risking perpetual 
exile to the world of donors and bureaucracies to be able to contribute, 
however modestly, to this change.
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Introduction

Field building is fundamental to advances in research. Strategic research 
agendas with a field building aim may be initiated and led by research 
funding councils; by philanthropic organizations; and by the academic 
community, often through alliances, consortia, or networks. Despite the 
recognized importance of field building, few publications provide a com-
prehensive assessment of what field building efforts entail or document 
the challenges that have to be addressed and the leverage points that can 
enable success. This chapter describes a field building approach to popu-
lation health intervention research, undertaken by the Canadian Institutes 
of Health Research (CIHR) Institute of Population and Public Health. 
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Background

Societal needs and health issues evolve, and so too must research and 
research programs. As we glean new insights into or are stymied by com-
plex or newly relevant problems, continuing to do research using existing 
methods, theories, and approaches may no longer suffice. New fields of 
research may be needed. As Einstein said, “We can’t solve problems by 
using the same kind of thinking we used when we created them,” nor 
can we rely on the very systems that created these problems in the first 
place. Furthermore, tackling vexing problems takes a concerted approach 
by researchers from different disciplinary backgrounds, who can work in 
tandem to bring collective efforts to bear on these challenges. The impetus 
for pushing an emerging field of research forward is often multi-faceted, 
involving scientists, government, civil society, the private sector, and 
research funding agencies. In this chapter, we focus on the latter, using 
the exemplar of the CIHR Institute of Population and Public Health and 
its role building the field of population health intervention research. 

A substantial literature describes approaches to building a field of 
research, with particular attention having been given to capacity strength-
ening, and creating networks and technological innovations, as these 
are often foundations for productive fields of research. Some of these 
initiatives have targeted particular disciplines (e.g., clinical epidemiol-
ogy [Halstead, Tugwell, & Bennett, 1991], nursing [Hassmiller, 2013; 
Lomas, 2005]) and many have a problem orientation (e.g., criminal jus-
tice [National Research Council, 2010], increasing active living [Sallis et 
al., 2009], reducing childhood obesity [Ottoson et al., 2009], strengthen-
ing health care policies and systems [Bennett, Frenk, & Mills, 2018], and 
reducing the impact of neglected diseases [Zeitvogel, 2016]).

The literature suggests three predominant changes in the approach to 
field building used by research funding agencies over the past two decades 
(Bennett et al., 2018; Bernholz, Seale, & Wang, 2009; Ottoson et al., 
2009; Rodin, 2013). Research capacity–building efforts have shifted from 
exclusively individually-oriented approaches to more systems-oriented 
strategies that tackle institutional and other structural supports as essential 
components (Edwards, Kaseje, & Kahwa, 2016; Gyapong & Ofori-Ad-
jei, 2011). Uni-disciplinary approaches to research are being replaced by 
interdisciplinary approaches, which bridge methods and catalyze team 
science (Ramirez, Gallion, Despres, & Adeigbe, 2013) . The development 
of alliances, consortia, and networks that link sectors (e.g., private and 
public, governmental and non-governmental) has become more prominent 
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in descriptions of key mechanisms for field building (Industry Canada, 
2013; Riddell et al., 2017; John E. Fogarty International Center, 2014). 

One of the stimuli for this change has been an increasing emphasis 
on knowledge exchange, uptake, and utilization beyond peer reviewed 
publications (Giles-Corti et al., 2015; Lomas, 2005; Meissner et al., 
2013). Overall, it is now recognized that a longer-term and multi-faceted 
approach is essential for successful field building with sustained impact.

The evaluation of field building efforts has occurred within the broader 
research impact assessment literature. As noted by Milat, Bauman, and 
Redman (2015), the impacts of research are non-linear and complex both 
in their nature and in the manner in which they are captured and reported. 
Project retro-sight studies in the areas of mental health, arthritis, and car-
diovascular research represent a gold standard for retrospective analyses of 
long-term impacts of sustained investments in these research fields. Using 
the payback framework (Donovan & Hanney, 2011) and looking back over 
a period of ten to twenty-five years, these studies used mixed and multiple 
methods to understand the returns on investment in terms of research 
outcomes and societal benefits.

Indicators used in summative evaluations of field building initiatives 
reflect some of the trends outlined above. Indicators commonly described 
to assess field building progress include shifts in patterns of research 
funding (Viergever & Hendriks, 2016) and career trajectories (Zeitvogel, 
2016); bibliometric assessments (Larivière & Grant, 2016); and the use of 
research to inform and influence practice, programs, and policy changes 
(Barker & Gutman, 2014; McLean, Graham, Tetroe, & Volmink, 2018). 
Regardless of the selected indicators, what is meant by a “field” should be 
well-defined, as should the unit of assessment and the time frame. 

The Role of Research Funding Councils in Field Building

Research funding councils have an important role to play in field building, 
as research funding can catalyze work in a particular area, and frame or 
set research agendas. Typically, field building approaches used by funders 
involve several key elements: environmental scanning to assess research 
capacity and existing patterns of funding, building research capacity 
(within or across disciplines) and providing career support, convening new 
partnerships (e.g., coalitions, consortia, networks), providing dedicated 
strategic research funding, and optimizing and creating mechanisms for 
dissemination and knowledge translation. 
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Case Study Context

CIHR was created in 2000 through an act of Parliament to catalyze inter-
disciplinary health research and knowledge translation. Its mandate as a 
research funder was expanded beyond the focus of its predecessor, the 
Medical Research Council, from biomedical research and clinical research 
to also include research examining health systems and services; and the 
health of populations and the societal, cultural, and environmental dimen-
sions of health (collectively referred to as the “four pillars/themes of health 
research”). Thirteen institutes were established, including the Institute 
of Population and Public Health, with an ambitious and dual mandate as 
an institute and as champion of pillar/theme 4, or population and public 
health,1 across CIHR. The mandate of the Institute of Population and 
Public Health aimed to support 

research into the complex biological, social, cultural and environmental 
interactions, which determine the health of individuals, communities, 
and global populations; and the application of that knowledge to improve 
the health of both populations and individuals, through strategic 
partnerships with population and public health stakeholders, and 
innovative research funding programs. (Canadian Institutes of Health  
Research, 2018) 

At that time, Canada’s population and public health research infra-
structure was not well developed. In 2002–3, Severe Acute Respiratory 
Syndrome and subsequently other public health emergencies high-
lighted the fragility of Canada’s public health systems. These led to major 
shifts in the policy and institutional context, including provincial pub-
lic health system reforms in several provinces; the establishment of the 
Public Health Agency of Canada in 2004 and six National Collaborating 
Centres for Public Health in 2005, with an explicit focus on knowledge 
translation; the creation of a provincial public health agency in the prov-
ince of Ontario in 2009 (complementing existing agencies in Quebec 
and British Columbia); and a significant expansion in graduate educa-
tion programs in public health alongside the creation of schools of public 
health. Several government-commissioned reports called for improved 

1	 For the purposes of brevity, we will refer henceforth to population and public health (pillar/theme 4). 
In the original CIHR act, pillar/theme 4 is described as the health of populations and the societal, 
cultural, and environmental dimensions of health. 
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capacity to generate and use public health evidence, and better linkages 
between academic and policy and practice settings (Kiefer et al., 2005;  
Naylor, 2003). 

Early on in its mandate, the Institute of Population and Public Health 
undertook extensive cross-country consultations with researchers, poli-
cy-makers, and practitioners in public health, and identified five research 
priorities, including research capacity building for population and public 
health and its application, and four others focused on research to further 
elucidate the “causes of the causes” of ill health—or why some people are 
healthy and others are not. The inclusion of a population health orienta-
tion in the Institute’s mandate and priorities was no accident. Pioneered in 
Canada through efforts by the Canadian Institute for Advanced Research, 
including the contributions of J.W. Frank (the Institute of Population and 
Public Health’s inaugural Scientific Director) and other leading scientists, 
the term refers to a broad trans-disciplinary approach to understanding 
the fundamental determinants of human health, especially the interaction 
of physical and social environments with genetic predispositions, over the 
life course, at both individual and community levels, in whole societies 
(Etches, Frank, Di Ruggiero, & Manuel, 2006; Evans, Barer, & Marmor, 
1994; Frank, 1995). 

While the Institute’s initial research priorities largely focused on 
“describing” population health problems, research capacity in the country 
to study the possible “solutions” was also gaining momentum. This capac-
ity aligned with increased demand from public health decision-makers 
for research evidence on policy and program interventions (or population 
health intervention research). However, there was limited research fund-
ing available for such intervention studies. To quantify the extent of the 
problem, Institute of Population and Public Health staff undertook an 
assessment of CIHR funding in population health intervention research 
from 2001 to 2006. They estimated that only 8 percent of applications 
were in population health intervention research, of which 22 percent 
were funded. Other global syntheses (Milat, Bauman, Redman, & Curac, 
2011; Wolfenden et al., 2016) also revealed lower research outputs from 
intervention research compared with other types of public health research, 
citing limited research capacity and infrastructure, the complexities of 
studying multi-level interventions, and the “legitimacy” of this type of 
research as possible reasons (Di Ruggiero, Rose, & Gaudreau, 2009). In 
response to these gaps, the Institute of Population and Public Health 
actively mobilized the research, policy, and practice communities in 
Canada to identify possible solutions. One such catalytic event, held in 
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2006, led to the creation of the multi-stakeholder alliance, the Population 
Health Intervention Research Initiative for Canada, with the Institute of 
Population and Public Health as its founding secretariat. The alliance was 
established to increase the quality and quantity of population health inter-
vention research—its funding, conduct, and use (Sullivan, 2009). 

Case Study: Building the Field of  
Population Health Intervention Research 

It is impossible to provide a specific starting point for this field building 
initiative. But it is clear that there were a number of defining events and 
mobilization efforts that created the necessary conditions for population 
health interventions to be demarcated as a strategic area of focus for the 
Institute of Population and Public Health and a field of research we would 
proactively work to develop and support. 

This case study describes a number of components for this field build-
ing work (see figure 15.1). While this figure may suggest a phased and 
cyclical chronology to this work, in reality there were ongoing activities 
taking place within each of these components simultaneously. The activa-
tion of a particular component was both opportunistic and strategic. The 
perspective for this case study is that of a research funding agency, and 
for the time period from 2008 to 2016, when two authors of this chapter 
(Edwards and Di Ruggiero) held senior leadership roles within the Insti-
tute. The third author (Viehbeck) provided leadership for the monitoring 
and evaluation of the Institute’s strategic plan and priorities in her role as 
Assistant Director, Evaluation and Strategic Initiatives for a large portion 
of this period. 

Set Strategic Research Agenda
Many inputs were used to develop a strategic plan for the Institute of 
Population and Public Health, wherein we formalized population health 
intervention research as a primary focus for the Institute in 2009. Fore-
runners of the plan included a population health intervention forum held 
in 2005, when a definition for this field of research was agreed to; sum-
mer institutes sponsored in conjunction with another CIHR institute 
(Institute of Health Services and Policy Research) and led by universities 
with a strong public health and population health research orientation; a 
supplement issue in the Canadian Journal of Public Health on population 
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health intervention research (https://journal.cpha.ca/index.php/cjph/
issue/view/270); internal consultations with other CIHR institutes to 
determine complementarity and potential synergies of our strategic direc-
tion with theirs; and external consultations with scientists and potential 
partners (governmental and non-governmental) to guide not only this stra-
tegic direction but also funding initiatives that would be launched by the 
Institute of Population and Public Health. An entity of particular impor-
tance during this formative period was the Population Health Intervention 
Research Initiative in Canada, an alliance of individuals and organizations 
interested in supporting and advancing population health intervention 
research (Di Ruggiero et al., 2017; Hawe & Potvin, 2009). This alliance 
was set up following the 2005 population health intervention forum, and 
it undertook formative work essential to the advancement of population 
health interventions as an institute priority.

The Institute was at a critical point of strategic planning renewal when 
a new Scientific Director (Edwards) was appointed in 2008. Prior to this 
appointment, the ground had been laid by the first Scientific Director of 
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the Institute of Population and Public Health (Frank) for this strategic 
orientation. The funding of seven research centres for development with 
a primary focus on the impacts of physical and social environments on 
health had helped to build both research capacity and Canadian visibility 
for population health research generally and, in two of the centres, pop-
ulation health intervention research specifically. A pilot funding scheme, 
undertaken with two other CIHR institutes (Institutes of Nutrition, 
Metabolism and Diabetes and Aboriginal People’s Health) had funded nat-
ural experiments in population health intervention research (where the 
intervention was defined as being out of the control of the researcher) and 
helped to demonstrate that there was capacity among Canadian research-
ers to undertake this work. Our Institute Advisory Board had identified 
population health interventions as an important and viable strategic direc-
tion; this was reinforced through various consultations with researchers 
and other partners, including health charities. 

Our initial strategic plan (2009–14) was for a five-year period. Stock-tak-
ing was an important aspect of the strategic plan renewal process. We 
deliberately monitored efforts and investments to see what was being 
spent, by whom, and on what. We carefully examined what research had 
been funded, what funding roadblocks researchers had encountered, and 
whether the research community had started to apply for population health 
intervention research through open operating grants (investigator-led 
research) as well as strategic funding (in response to a defined research 
funder’s priority). The plan was refreshed in 2014, when several specific 
dimensions of population health intervention research were delineated as 
priorities, and the refreshed plan was issued for 2015–18 (Canadian Insti-
tutes of Health Research, 2016). 

The priorities for our initial and subsequent strategic plan with a focus 
on population health interventions are shown in table 15.1. 

Table 15.1  CIHR Institute of Population and Public Health Evolving Strategic 
Priorities

2009–14 Priorities 2015–18 Priorities

Pathways to health equity Equitable population health impacts

Population health interventions Scalable population health solutions

Implementation systems for popula-
tion health interventions

Coherent inter-sectoral action for  
population health improvements

Methodological and theoretical 
innovations
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Build Constituency of Internal and External Partners
Internal partners included other scientific directors and senior executives 
within CIHR. These individuals made up the Science Council, which 
is the CIHR strategic planning body that considers each of the thirteen 
institutes’ strategic plans and subsequent disbursement plans for grant 
funding. They also approve business plans and budgets for other large-
scale strategic initiatives involving multiple institutes that complement 
and extend institute-specific initiatives. Outreach to other scientific direc-
tors and their staff, meetings with the Institute Advisory Boards, and input 
provided to numerous CIHR working groups and through joint inter-in-
stitute activities provided the mechanisms required to pitch, explain, and 
apply our population health intervention priority.

External partners included governmental (provincial and federal), 
non-governmental, philanthropic, and professional organizations. We 
reached out to organizations that shared similar or complementary man-
dates, aims, and activities, identifying ways in which we could work 
together to inform, fund, and improve the visibility of population health 
intervention research, and strengthen capacity and networks for doing 
and using research in this field among researchers, practitioners, and 
decision-makers. Discussions took place through stakeholder forums, con-
sultations, workshops, and advisory committees and boards. 

Researchers, their employing organizations (primarily universities), and 
the decision-making partners with whom they worked were key stake-
holders. Many participated through the discussion venues mentioned 
above. It was important to convey how the population health interven-
tion research field built on, but was distinctive from, important research 
on determinants of health and behavioural interventions that had already 
been undertaken (in Canada and internationally). There is one slide we 
used in many presentations to help communicate these distinctions (see 
table 15.2). Release of the World Health Organization Commission Report 
on Social Determinants of Health in 2008 (CSDH, 2008) also bolstered 
our efforts to explain that while there was still important work to be under-
taken to understand determinants of health, our focus was going to be on 
tackling social determinants and health inequalities and inequities through 
population health intervention research. We explained that this focus 
would address more system-oriented approaches that tackled structural 
determinants of health rather than interventions that focused on changes 
at the individual level. Given the number of interventions that have con-
tributed to increasing inequities, we also emphasized the importance of 
measuring both the health and health equity impacts of interventions at 
the population level. 



334  Developing a Program of Research

Table 15.2  Shifting State of Science: Population and Public Health

From understanding determinants to examining the impact of coherent,  
multi-level interventions and policy

From describing socio-economic gradients to interrogating health inequities  
and their mitigation

From controlling context to understanding the influence of context on 
interventions

From studying intervention components to examining complex interventions 
within complex adaptive systems

From conducting effectiveness research to leading implementation science

From examining prevention strategies to examining prevention systems

Catalyze and Support an Enabling Research Infrastructure 
Having received endorsement and approval for a population health inter-
vention research strategic priority, our efforts turned to catalyzing and 
supporting research in this field. Applied Public Health Chairs, focusing 
on population health intervention research, had been funded jointly by the 
Institute of Population and Public Health with the Public Health Agency 
of Canada before the Institute’s strategic plan (2009–14) was approved. 
This helped us jump-start some of the capacity-building work and sig-
nalled the importance of this field to universities. Along with the Public 
Health Agency of Canada, we hosted annual meetings of the chairs and 
other stakeholders. This provided an important venue for networking and 
gave chairs an opportunity to hear what issues were at the forefront of fed-
eral-level decision-makers and what policy directions were emerging. In 
addition to these informal networking opportunities, each chair had also 
been required, as part of their application, to identify a decision-making 
partner(s) with whom they would work over the course of their award. 
These researcher–decision-maker links were an important catalyst for 
research ideas. 

A renewal of the original chair program took place in 2014. In total, 
twenty-nine chairs were funded during the two phases of the program. 
The Institute contributed and also leveraged CIHR central training funds 
to support eight Strategic Training Initiatives in Health Research. Led by 
highly accomplished population health intervention researchers (including 
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those who held Institute of Population and Public Health/Public Health 
Agency of Canada research chairs), these training initiatives helped to 
build the next generation’s research capacity—a key component of field 
building. The leads of the Strategic Training Initiatives in Health Research 
participated in a Population Health Intervention Research Initiative for 
Canada–led training network, which contributed to the creation of the 
first-ever population health intervention research competencies to guide 
the recruitment of trainees and curriculum development in population 
health intervention research by universities (Riley, Harvey, Di Ruggiero, 
& Potvin, 2015). 

Recognition of researchers and their research outputs was critical 
to supporting the field of population health intervention research. The 
Canadian Public Health Association annual conference provided one such 
venue to feature the work of the chairs and other researchers funded by 
the Institute of Population and Public Health to conduct population health 
intervention research. A one-day session for early-career researchers and 
graduate students was hosted to provide career guidance, and an award 
was given to a graduate student for the best abstract. We also profiled 
Canadian scientists at national and international conferences, such as the 
Canadian Public Health Association, the European Union of Public Health 
Associations, and the International Union of Health Promotion and Edu-
cation, to build discussions and discourse internationally about population 
health intervention research.

We developed several strategic funding mechanisms for population 
health intervention research. However, institute strategic funding is a 
small fraction of CIHR’s overall budget and we knew that if we could 
not increase the application pressure for population health intervention 
research in the open competition, our strategic priority was likely to fail 
in the medium term. Therefore, we needed to convince researchers that 
well-designed population health intervention research applications would 
get a fair review in the open competition. We also needed to sensitize 
internal CIHR colleagues responsible for designing granting competi-
tions to the specific recruitment and briefing requirements for the review 
of population health intervention research, to help ensure that the peer 
review environment was conducive to this type of research. We tackled 
this on a number of fronts. These included discussions with the scientific 
chairs of the population health open competition committees to reinforce 
the pertinence of this field of research; and a series of meetings with deans, 
directors, and faculty in all Canadian universities with Schools of Public 
Health to discuss grantsmanship, how to apply for the open competition, 
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and competition success rates, and to bust myths about what was and 
was not fundable. We confirmed eligible expenses of population health 
intervention research, including the cost of interventions. We also sug-
gested that the wording for the mandates of other open grant peer review 
committees be modified to include specific reference to population health 
interventions, as another way to signal the relevance and importance of 
this work. Although we could not make changes to the criteria for eval-
uating open operating grant review processes, we were able to illustrate, 
through fit-for-purpose and robustly tested population health intervention 
research peer review criteria in our own strategic competitions, how the 
use of fair and well-aligned criteria can make a difference. 

Extend and Mainstream Field of Research 
This component involved extending the integration of population health 
intervention research principles and approaches within other CIHR ini-
tiatives and with other partner agencies. We considered this essential to 
bring this field of research into the mainstream, ensuring it would con-
tinue as a robust area of research that would extend beyond a period of 
strategic funding by our institute. We had failures and successes in this 
work. We learned from both.

One of our early failures was a proposal we put forward to CIHR’s 
Science Council that population health interventions become an inter-in-
stitute Signature Initiative. This designation involved the development 
of a business case by several institutes and would have led to an addi-
tional and dedicated envelope of funding for grants in this area. But it 
was not deemed a priority for a Signature Initiative, in part because it was 
thought to be too similar to the Institute strategic priority we had already 
delineated, and thus not in keeping with the aim of a larger cross-cutting 
CIHR initiative. This taught us that mainstreaming population health 
intervention research had to move well beyond direct replication of fund-
ing objectives and approaches our institute was using. 

New opportunities arose. Edwards championed implementation 
science as a focus for both a Signature Initiative on Aboriginal Peoples’ 
Health and global health initiatives such as the Global Alliance for Chronic 
Diseases and the Innovating for Maternal and Child Health in Sub-Saharan 
Africa, stressing the importance of scaling-up interventions for equitable 
population health outcomes as a feature of this work. A framework for 
implementation science (Edwards & Barker, 2014) was shared with the 
Science Council and in other forums with partners. This seemed to res-
onate strongly, and implementation science became an underlying focus 
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for a number of funding initiatives. It was through this approach that a 
population health intervention orientation became embedded in a number 
of CIHR’s major strategic initiatives. 

Although we viewed this as a success, it became apparent that it could 
also become a stumbling block, because other scientific directors were 
starting to ask whether CIHR had too many strategic investments in 
implementation science. Partly in response to this concern, we delin-
eated distinctive system sub-themes for population health initiatives with 
an implementation science thrust, and mapped this against our funding 
programs (see table 15.3). This helped to demonstrate the purposeful com-
plementarity rather than the duplicative nature of these funding tranches; 
further buy-in was achieved. 

Table 15.3  System Sub-themes for Major Population Health Strategic  
Funding Initiatives with an Implementation Science Thrust

Strategic Funding 
Initiatives

Equity  
Systems

Organizational 
(Delivery) 
Systems

Socio-economic and 
Political Systems

Health and health 
equity programmatic 
grants

Structural 
determinants

Delivery  
systems for 
health equity 
outcomes

Contextual  
variations 

Community-based pri-
mary health care

Vulnerable 
populations

Models of care 
delivery and 
access

Cross-jurisdictional 
comparisons

Pathways— 
Aboriginal peoples

Decolonization Western vs. 
Indigenous 
health care 
systems

Indigenous  
governance 

Environments  
and health

Equity across  
nexus areas

Inter-sectoral 
systems

Regulatory systems 

Global Alliance for 
Chronic Diseases

Universal  
health care

Scale-up in 
resource-con-
strained settings

International socio- 
political comparisons

Infectious disease 
threats (H1N1, Ebola)

Vulnerable 
circumstances

Rapid response 
delivery systems

Intergovernmental 
communication

HIV/AIDS Initiative Stigmatizing 
pathways

Justice system Transitions
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Mainstreaming efforts also needed to continually engage external 
stakeholders. In addition to our leadership role in the Population Health 
Intervention Research Initiative for Canada, we worked with a number of 
national and international partners on public and population health ini-
tiatives, bringing population health intervention research to the fore, as 
appropriate. A few examples are provided below.

Building on our established partnership with the Public Health Agency 
of Canada, we successfully relaunched the Research Chairs Program for 
five years, maintaining an explicit focus on the study of population health 
interventions—their health and health equity impacts. In this second 
round of funding, we embedded several new features, including require-
ments for chairs to: tackle a pressing public health issue of priority to 
the Public Health Agency of Canada/other partners; have a formal rela-
tionship with a decision-maker in public health or another sector; and 
have a clear plan for sustainability, including a formal commitment from 
their host institution stipulating that the chairs would be able to apply for 
a tenure-track position in their department/faculty during or following 
the five-year award period, and/or that each host institution establish a 
new Canada Research Chair or endowed chair in applied public health at 
their institution by the end of the five-year award. Demonstrating progress 
towards this plan was part of the chairs’ annual reporting requirements 
to CIHR. 

On the international front, we partnered with the UK National Insti-
tute for Health Research Public Health Research Programme on the 
development of a first-ever guidance on taking context into account in 
the study of population health interventions aimed at researchers, jour-
nal editors, and research funders (Craig et al., 2018). To inform this work, 
background papers explored, through different perspectives, the role and 
relationship of context(s) in population health intervention research; two 
workshops were then held involving leading researchers in the field from 
Canada and the UK. 

To encourage the receptivity of journal editors to population health 
intervention research, we convened an initial meeting of editors, which 
resulted in an editorial in Preventive Medicine (Morabia & Costanza, 2012) 
recognizing this growing field of research and encouraging publications 
in this area. A subsequent meeting of editors from a dozen or so jour-
nals resulted in a declaration statement recognizing this growing field of 
research, and encouraging publications in this field and their appropriate 
review (Di Ruggiero et al., 2016). Several journal editors, including those 
of the Canadian and American editions of the Journal of Public Health, 
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have since published commentaries in their respective journals reinforcing 
these recommendations. 

The international Sparking Solutions Summit that the Institute of Pop-
ulation and Public Health hosted in April 2016 was the culmination of 
extensive efforts to assess the state of science for population health inter-
ventions, and identify catalytic research questions to push the field in 
new directions. According to participants, the summit set a new standard 
for provoking and catalyzing dialogue about population and public health 
research. Then Minister of Health Jane Philpott provided closing remarks, 
noting that the “challenge is to find out how we take these solutions, adapt 
them for specific communities and scale them up for impact—all while 
promoting health equity in the process.” The event also marked the inau-
gural recognition by the Minister of three trailblazers in population health 
research for their leadership and research excellence.

Monitor and Evaluate Performance and Outcomes
Monitoring and evaluating field building initiatives is critical, to enable 
mid-course adjustments and to understand the longer-term impacts result-
ing from such investments. The approach to evaluating field building 
efforts integrated both ongoing performance measurement and periodic 
evaluation, and included a mix of both formative and summative evaluation 
approaches. Results of these assessments fed into continuous improve-
ment activities within the Institute to, for example, make adjustments to 
the language or foci in requests for population health intervention research 
proposals. They also supported institutional and accountability reporting 
requirements by CIHR and the Government of Canada to determine the 
relevance, organizational excellence, and outcomes of the Institute’s work. 
For example, the 2011 International Review of CIHR assessed the Insti-
tute’s focus on population health intervention research to be relevant and 
an important niche area in which to invest. 

The Institute’s strategic plans in 2009 and 2015 set out a vision and 
frame against which to measure the process and outcomes of its work. As 
a starting point, the Institute tracked the inputs to its field building activi-
ties by using a consistent definition of what constituted the “field,” in this 
case population health intervention research (Hawe & Potvin, 2009), in its 
funding and other strategic activities. The scope of field building “inputs” 
is shown in figure 15.2. Correspondingly, performance measurement and 
evaluation activities occurred at multiple levels: grantee, funding mecha-
nism, and institute. 
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Figure 15.2  Multi-level Performance Measurement and Evaluation of CIHR Institute 
of Population and Public Health Field Building Inputs

PHIRIC = Population Health Intervention Research Initiative for Canada;  
NIHR = National Institute for Health Research;  
PHIR = population health intervention research

With the specific funding mechanisms described earlier, the invest-
ment strategy for population health intervention research revolved around 
funding people (through the capacity-building activities such as chairs and 
training grants), projects (through the multi-year operating grant fund-
ing), and programs of research (through programmatic research grants). 
A key output indicator at the Institute and CIHR level was the invest-
ment going into population health intervention research over time. This 
included establishing a baseline prior to the Institute setting this research 
as a priority and characterizing the size of this investment relative to 
other institute priorities. Figure 15.3 shows the substantial increase in 
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population health intervention research investments relative to both the 
time period that preceded implementation of this strategic priority and 
other areas of investment by our institute. 

Figure 15.3  Institute of Population and Public Health Mandate Area Investments by 
Strategic Research Priorities (All amounts in CAD$)

A second approach was to develop common reporting metrics across 
diverse funding mechanisms. Doing so enabled data collection at the 
grantee level to be rolled up to the funding mechanism and institute levels 
and fed back to grantees for intentional cross-learning. Drawing on outputs 
from the Canadian Academy of Health Sciences Research Impact Frame-
work (Panel on Return on Investment in Health Research, 2009), common 
indicators related to advancing knowledge and capacity building (the 
expected proximal research impacts) were collected from funded grant-
ees. By using the same metrics to assess the outputs of population health 
intervention research across funding mechanisms, the Institute was able 
to have a greater understanding of the success achieved within and across 
different approaches. Tables 15.4 and 15.5 highlight evaluation results for 
the programmatic grants and two rounds of Applied Public Health Chairs. 
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Table 15.4  Capacity-Building Support through CIHR Select Institute of Population 
and Public Health Funding Initiatives

Capacity-Building 
Supports

Programmatic  
Grants 2011–14 (1)
n=11
Total number  
(Average, Range) 

Applied Public Health 
Chairs 2008–10 (2)
n=15
Total number  
(Average, Range) 

Applied Public Health  
Chairs 2014–15 (3)
n=14
Total number  
(Average, Range) 

Post-doctoral 
fellows

27 (1.23, 0–8) 33 (3.3, 0–14) Paid: 9 (0.64, 0–2)
Unpaid: 15 (1.07, 0–5)

Doctoral students 54 (2.45, 0–15) 71 (7.1, 0–22) Paid: 7 (0.50, 0–2)
Unpaid: 43 (3.07, 0–11)

Master’s students 49 (2.23, 0–10) 30 (3, 0–6) Paid: 19 (1.36, 0–3)
Unpaid: 36 (2.57, 0–12)

Additional research 
dollars leveraged 
through grants

$28.84M 
($2.6M, $0–$20.6M)

$98.3M 
($8.9M, $.6M–$22.5M)

$21.2M 
($1.5M, $0–$5M)

Notes
(1) Programmatic Grants to Tackle Health and Health Equity: Synthesis of Mid-Term Progress Reports 
(2) �Health Equity Matters, Presentation to the Subcommittee on Planning and Priorities on August 31, 

2015 (based on mid-term review)
(3) Summary of Outputs from Applied Public Health Chairs Launch 2 Annual Reports, Year 1
(4) All amounts are in Canadian dollars

Table 15.5  Knowledge Creation and Dissemination Research Outputs from Selected 
Institute of Population and Public Health–Funded Initiatives

Type of  
Output

Programmatic Grants 
2011–14 (1)
n=11
Total number  
(Average, Range) 

Applied Public Health  
Chairs 2008-10 (2)
n=15
Total number  
(Average, Range) 

Applied Public Health  
Chairs 2014-15 (3)
n=14
Total number  
(Average, Range) 

Journal articles, 
published

139 (12.64, 0–62) 370 (26.4, 0–78) 226 (16.12, 0–30)

Reports/technical 
reports

20 (1.82, 0–7) 28 (2, 0–14) 25 (1.79, 0–7)

Conference presen-
tations, abstract 
based

156 (14.18, 0–44) 225 (20.45, 0–43) 127 (9.07, 0–21)

Conference presen-
tations, invited

92 (8.36, 0–39) Not available 77 (5.5, 0–23)

Notes
(1) Programmatic Grants to Tackle Health and Health Equity: Synthesis of Mid-Term Progress Reports 
(2) �Health Equity Matters, Presentation to the Subcommittee on Planning and Priorities on August 31, 

2015 (based on mid-term review)
(3) Summary of Outputs from Applied Public Health Chairs Launch 2 Annual Reports, Year 1
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A key outcome indicator for population health intervention research 
was the extent to which research informed decision-making about future 
research, policy, or practice. To measure informed decision-making, a 
common reporting template for both applied research and policy impact 
case studies was used to elicit an understanding of the impacts of research 
on health, social, and other actors. Here, grantees were invited to provide 
evidence of the significant scientific contributions as well as significant 
policy or program impacts including an effect on, change to, or benefit 
to the economy, society, culture, public policy or services, health, the 
environment, quality of life, and/or knowledge translation beyond the aca-
demic setting. 

Discussion

This case study illustrates both conditions for successful field building 
and some challenges encountered along the way; these are discussed in 
some detail below. Lessons learned might be considered most pertinent 
for research funding agencies that are working to build fields of research. 
However, insights gained are also important for researchers to understand 
as they provide input on or attempt to harness field building initiatives of 
relevance to their own individual programs of research. 

Conditions for Success
There were a number of converging conditions for success. These condi-
tions created a window of opportunity for this field building initiative in 
population health intervention research and helped to leverage our efforts. 

There was strong momentum in Canada to strengthen population and 
public health research and its use. As noted earlier, an important impe-
tus for this had been the Severe Acute Respiratory Syndromes epidemic 
and, subsequently, the creation of the Public Health Agency of Canada. 
This federal agency joined us in co-funding a significant capacity-building 
effort (chairs in public health). They also funded or co-funded and pro-
vided co-leadership for other population health intervention initiatives, 
as this work fit squarely within the mandate of their organization. At the 
same time, there was a groundswell of Canadian graduate programs being 
developed in public health, and a nascent network of graduate program 
leads was established. This provided a networked hub of leaders with 
which the Institute of Population and Public Health could interface. The 
increase in graduate public health training provided an essential pipeline 
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of early-career researchers for the population health intervention field. 
This surge in graduate programs also complemented Institute of Popula-
tion and Public Health and CIHR investments in research training and 
mid-career mentors through the Strategic Training Initiative in Health 
Research and the Research Chairs Program, respectively. 

Internally, CIHR had an institute with population and public health 
research as its primary focus. As previously mentioned, we were desig-
nated a “pillar institute,” meaning that our mandate lined up with one 
of CIHR’s four pillars of research. Consequently, our institute was seen 
as central to advancing this research through our institute-specific work, 
while also supporting the advancement of this research through the other 
twelve institutes, each of which had responsibility to fund research across 
CIHR’s four pillars of research. In line with this mandate, we had identi-
fied stewardship as one of the core operating principles for our institute.

In 2011, CIHR underwent an international review. Although our insti-
tute was only three years into the implementation phase of our strategic 
plan focusing on population health intervention research, the panel urged 
us to “stay the course,” providing further impetus for continuing this 
thrust in our refresh of the Institute’s strategic plan in 2014. 

Challenges 
In the early days of our strategic plan, it was difficult to demonstrate exist-
ing “bench” strength in the field of population health interventions. This 
bench strength was questioned by other scientific directors, who asked 
if there was sufficient capacity in the country to move research in this 
direction. On the one hand, we needed to communicate that there were 
important capacity gaps to be addressed, while on the other hand, we 
needed to convey that there was adequate capacity to yield a solid set of 
fundable research protocols to any calls for funding we issued. Consis-
tent and strong application pressure for Institute of Population and Public 
Health strategic funding was a key metric used to gauge growing capacity 
in this field of research.

Our ongoing stewardship role in sustaining population health interven-
tion research initiatives presented another set of challenges. Irrespective 
of well-communicated shifts in strategic directions from funding agen-
cies, there will always be pressure from the research community to set 
up a renewal mechanism for those already funded or to reissue existing 
calls for grants or awards. We faced this pressure in relation to three fund-
ing initiatives and worked closely with the scientific community and their 
academic institutions to address these concerns. The first was a set of 
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research centres for development that had been funded under the Insti-
tute of Population and Public Health’s original strategic plan for six years. 
The second concerned our renewed call for Applied Public Health Chairs. 
The question arose as to whether or not we would allow existing chairs to 
reapply for a second phase of funding. The third was an operating grant for 
population health intervention research. Unlike the majority of strategic 
funding mechanisms, it has been offered annually for an extended period 
of time, and in 2013–14 it was time to determine whether or not to con-
tinue with this grant, particularly in light of internal financial pressures 
CIHR was facing at the time. 

There are always competing funding priorities within a research orga-
nization. Describing and justifying a priority area that is designated as a 
legitimate field of research with demonstrable impact provides a powerful 
means to counter threats to its sustainability. As the primary steward for 
this field of research within CIHR, this role also came with great respon-
sibility. But flexibility and alignment with other initiatives is key, and in 
our experience opened up other funding mechanisms for mainstreaming 
this research. Furthermore, data that shows how the field is advancing 
not only within a lead funding agency but also with partners is essential to 
sustain this work. As the assessment of the Population Health Intervention 
Research Initiative for Canada’s leadership and championing roles showed, 
impact examples of population health intervention research success and 
effective communication of its value-add are critical to sustaining individ-
ual organizations’ efforts in furthering this field of research (Di Ruggiero 
et al., 2017). 

We saw that an alliance (Population Health Intervention Research Ini-
tiative for Canada) was an efficient and powerful way to bring together 
like-minded partners who could push a common vision and agenda for-
ward. But, over time, the issues requiring attention were changing. We also 
felt that the secretariat for the alliance needed to shift from the Institute of 
Population and Public Health to another agency if it was going to remain 
an entity that served multiple partners and interests beyond the Scien-
tific Director mandate of Edwards. There was also growing recognition of 
the need to further engage those on the demand side—decision-makers 
who need or use evidence from population health intervention research. 
Because the alliance was, by design, an informal entity, there were no clear 
parameters on how to renew membership. An evaluation of the alliance’s 
leadership and championing roles (Di Ruggiero et al., 2017) identified 
strengths and weaknesses, and with the leadership transition in the Insti-
tute of Population and Public Health leadership, a new secretariat home 
for the Population Health Intervention Research Initiative for Canada was 
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identified within one of the existing partner organizations: the Propel 
Centre for Population Health Impact (University of Waterloo). 

Performance measurement and evaluation efforts were challenged in a 
number of ways. Firstly, population health intervention research is some-
what of a “made in Canada” term and was initially quite particular to the 
Canadian context. While this type of research is conducted in other set-
tings, it may be referred to by other terms, such as “program evaluation” or 

“policy research,” making bibliometric studies a challenge. For this reason, 
one of our initial bibliometric analyses focused on health equity research 
as this was considered a fundamental underpinning of research examin-
ing both determinants of health and population health interventions. This 
performance measurement issue was compounded as the Institute did 
not initially set substantive priorities for population health intervention 
research (such as obesity, tobacco control, or substance use) on which to 
focus funding or activities. While this approach had the advantage of not 
privileging specific research topics, it made drawing conclusions about 
impact difficult due to the potential diffusion of impacts  across many 
health or disease areas. 

Across these performance measurement and evaluation approaches, 
contribution (rather than attribution) to building the field was assumed. 
As noted earlier, much of the Institute’s work occurred in partnership with 
agencies in Canada and also internationally. As such, the Institute was not 
the sole investor or stakeholder in building the field of population health 
intervention research. The extent and nature of these other investments 
was not measured, and so the relative contribution of the Institute is not 
definitively known.

A final challenge was the time frame for determining the outcomes of 
field building efforts. While this chapter describes activities from 2008 to 
2016, the true impact of the field building efforts is unlikely to be realized 
for a period of ten years or more. Although the amount of investment in 
population health intervention research grew considerably over time, it 
nevertheless represents a relatively small absolute value when compared 
with the full scope of health research investment in the country. There 
is not a counterfactual against which to fully understand whether these 
investments were sufficient to have the desired effects. The concepts of 
time frame and investment level invite the question “When is a field 
built?” and should it lead to discussion and debate about whether and 
how to further accelerate, hold steady, wind down, or completely stop 
investing in a research field. It is unknown whether the size and duration 
of investments made were sufficient to maintain the desired impact of 
shifting from catalyzing to sustaining a field of research. 
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Conclusion

Understanding the role of research funding agencies in field building helps 
researchers consider how and whether or not to deliberately build syner-
gies between the strategic agendas of research funding agencies and their 
individual or institutional research programs. Regardless of one’s research 
path, funding agencies have the resources needed to undertake substan-
tial local, national, and international environmental scans of research and 
capacity gaps, threats, and opportunities for alignment and collaboration. 
These scans are future-oriented, given the long-term outlook required to 
support and build a new or emerging field of research. There are oppor-
tunities for researchers to engage in and learn from these deliberative 
processes, and these in turn may directly influence and inform individual 
programs of research. 
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Global Health Research Initiative, 231, 309, 
315, 316–19

goal mapping, 34, 56–57
Goffman, E., 116
governance, 313
grant applications, 21, 41, 47, 49, 100–101, 

114, 181
Gray, Ross, 133
Greenhalgh, T., 198, 199
Grinspun, Doris, 183. See also whole  

systems change (case study)

Health and Social Services Utilization 
Research Unit (case study): introduction 
and conclusion, 4, 241, 253–54; chal-
lenges faced by, 247–49; collaboration 
with partner organizations, 243–44, 
246–47, 254; cultural differences 
between academia and partner organi-
zations, 248–49; cumulative learning 
across research projects, 249–51; devel-
opment of research projects, 245–46; 
establishment of, 243; framework for 
understanding efficiency outcomes of 
interventions, 249–51, 250; funding, 
244–45, 247; investigators selection, 245; 

knowledge translation, 251–53, 252, 254; 
language issues, 247–48; lessons learned, 
255; management of, 246; origins of, 
242–43

Health Canada, 104, 107, 110, 309, 317, 319. 
See also Global Health Research Initiative

health care: issues in, 95; policy influencing, 
85, 170–72; scholarship on best practices 
implementation, 185–86. See also public 
health; whole systems change (case study)

Health Dialog nurse call centres, 169
health equity, 307–9, 311, 312, 313–14, 

317–18, 322. See also social determinants 
of health

health inequalities, 76–77, 78. See also Chair 
in Community Approaches and Health 
Inequality (interdisciplinary environment 
case study); social determinants of health

health promotion: ecological perspectives, 
143–45, 144. See also promoting healthy 
weights and preventing chronic disease 
(case study)

health psychology (case study): introduc-
tion and conclusion, 3, 121–23, 136; 
breastfeeding project, 134; collaboration, 
130–31, 133, 134–35; community health 
psychology project, 129–30; conceptual 
framework, 126–27; conceptual reflec-
tion, 132–33; evolution of program of 
research, 127–30; fish harvesters project, 
131, 134; funding issues, 130; impacts 
from program of research, 133–35; 
International Society of Critical Health 
Psychology, 128, 131, 133; lessons learned, 
135–36; moving between universities, 128, 
132; older people projects, 131–32, 134; 
origins of program of research, 123–26; 
recent developments, 131–33; smoking 
among young people project, 125–26, 
127–28, 131, 134

health workforce research, 96, 97
health workforce research (case study): 

introduction and conclusion, 3, 95, 
115–16; collaboration, 101, 108–10, 115; 
comparative dimensions of program of 
research, 102–3; conceptual framework, 
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98–99, 105; evolution of health work-
force research program, 106–8; evolution 
of midwifery research, 100–101; first 
academic position, 103–5; funding 
issues, 100–101, 106–7, 115; impacts 
from program of research, 111–13; inter-
disciplinary challenges, 113–14; lessons 
learned, 115; moving between universities, 
113, 115; origins of program of research, 
96–98; second academic position, 106; 
self-promotion, 101; third academic posi-
tion, 108; work-life balance, 114

Healthy Alberta Communities project, 
150–51, 153, 156

Healthy Dads, Healthy Kids program, 293
Healthy Eating Quiz, 293–94
Heaney, Seamus, 123
Heart and Stroke Foundation of Canada, 150
Hébert, Y., 200
hedgehog concept, 38–39
Heider, Fritz, 124
Herzlich, Claudine, 124
Hird, M., 83
Hirschkorn, Kristine, 109
Holloway, Richard, 121
human resources for health, 96. See also 

health workforce research
Hutchesson, Melinda, 289

independent research, transition to: intro-
duction and conclusion, 2, 37–38, 39, 
51; funding, 47–49; hedgehog concept, 
38–39; joining teams, 47–49; networking, 
44–47; research focus, 39–44; research 
time, 49–50

Indigenous research, 146
infrastructure support exercise, 30–31
Insight grants, 100
Institute of Population and Public Health, 

328, 329. See also population health field 
building (case study)

Institute of Population Health, 168, 225
institutions and institutional support: devel-

opment of program of research and, 17–18, 
235; Edwards’s experience, 225; moving 
between institutions, 113, 115, 128, 132; 
Raine’s experience, 147–50. See also 

Tropical Institute of Community Health 
and Development (institutionalization 
case study)

InsuTAG, 294
interdisciplinary planning exercise, 32
interdisciplinary research environments, 

113–14, 130–31, 167–69. See also Chair 
in Community Approaches and Health 
Inequality (interdisciplinary envi-
ronment case study); collaboration; 
decision-makers; Priority Research 
Centre for Physical Activity and Nutrition 
(case study)

International Development Research Centre 
(IDRC), see global health research (funder 
case study)

International Federation of Red Cross and 
Red Crescent Societies, 261–62

international health research, see global 
health research (funder case study)

International Patient Decision Aids 
Standards Collaboration, 169

International Society of Critical Health 
Psychology, 128, 131, 133

International Sociology Association Research 
Committee on Professional Groups, 98

International Working Group on Birth, 
Culture and Society, 108–9

inter-sectoral partnerships, 76, 78, 81, 253. 
See also collaboration; decision-makers; 
partnerships and relationship building

iPLAY (Internet-based Professional Learning 
to help teachers support Activity in Youth) 
intervention, 293

Jarvis, Kim, 13, 14–15
job satisfaction, 54. See also work-life balance

Kaseje, Dan, see Tropical Institute of 
Community Health and Development 
(institutionalization case study)

Kaseje, Margaret, 263
Kenya, 262, 266. See also Tropical Institute 

of Community Health and Development 
(institutionalization case study)

knowledge exchange, see knowledge 
translation
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Knowledge to Action framework, 42
knowledge translation: academia support  

for, 113; CIHR and, 328; to deci-
sion-makers, 171, 254; Edwards’s 
experience, 234, 236; Health and Social 
Services Utilization Research Unit, 
251–53, 252, 254; influencing health 
policy, 85, 170–72; mentorship, 172; 
O’Connor’s experience, 169–72; by 
Priority Research Centre for Physical 
Activity and Nutrition, 285, 292–94; 
within program of research, 234, 236; 
publications, 234; time considerations, 
171–72; tool kits, 170. See also field 
building; mentorship; population  
health field building (case study)

Krewski, D., 225
Kuhlmann, Ellen, 111
Kyriakidou, O., 198

Langley, A., 200
language: differences between academia and 

partner organizations, 247–48; social 
psychology on, 124

Larson, Magali Sarfati, 97
leadership capacity building, 289–90, 298. 

See also mentorship
Lea-Roback Centre on Social Inequalities in 

Health of Montreal, 77
Légaré, F., 168–69
life satisfaction, 54. See also work-life balance
Lozeau, D., 200
Lubans, David, 280, 285, 289, 290, 293, 

294. See also Priority Research Centre  
for Physical Activity and Nutrition  
(case study)

Luce, Jacquelyne, 100, 109
Lupton, Deborah, 79

MacDonald, Margaret, 100, 109
Macfarlane, F., 198
MacLean, Lynne M., 65–68
Mahon, Derek, 135
Marck, Patricia, see whole systems change 

(case study)
Marková, Ivana, 124
Marks, David, 133

Martín-Baró, Ignacio, 129
maternity leaves, 114. See also pregnancy  

and parenting
McLeroy, K.R., 144
McMaster University, see Health and  

Social Services Utilization Research  
Unit (case study)

mentorship: benefits from, 60; Chair in 
Community Approaches and Health 
Inequality research program, 80–82, 
85–86; Edwards’s experience, 227–29, 
232–33, 234–35, 236; as knowledge 
exchange strategy, 172; O’Connor’s  
experience, 172; post-doctoral fellows, 
227–29, 232–33, 290–91; research 
internship, 227; for research staff, 172; 
Strategic Training Initiatives in Health 
Research, 334–35, 344; Tropical Institute 
of Community Health and Development, 
268–71. See also leadership capacity 
building

Merry, Lisa, 13, 16–17
midwifery, 96–97, 98, 100–101, 102, 108, 

109–10. See also health workforce  
research (case study)

Milat, A. J., 327
milestones exercise, 33
Mills, C. Wright, 122, 132
monitoring and evaluation, 19–20, 203, 

294–95, 339–41, 343, 346. See also 
reflection

Montreal Directorate of Public Health, 76–77
Morgan, Philip, 280, 284, 289, 290. See also 

Priority Research Centre for Physical 
Activity and Nutrition (case study)

Moscovici, Serge, 124, 126
moving, between institutions, 113, 115,  

128, 132
Mulvale, Gillian, 105, 109, 111
Murray, Mary Ann, 38–39, 40, 41, 42, 43, 

46, 48–49, 49–50. See also independent 
research, transition to

Murray, Michael, see health psychology  
(case study)

nature, taking breaks in, 61, 70
Naylor, David, 111
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Neiterman, Elena, 109, 111
networking, 44–47, 60, 174. See also partner-

ships and relationship building
new investigator awards, 104–5, 106
no, saying, 62, 154–55
non-academic research positions, 58, 65
Nova Scotia Heart Health Project, 146
Nova Scotia Nutrition Council, 146

“novel” issues, 174
Nursing Best Practice Guidelines Research 

Program, 182–83. See also whole systems 
change (case study)

nutrition, see Priority Research Centre  
for Physical Activity and Nutrition  
(case study)

nutshell exercise, 26–27
Nykiforuk, Candace, 151

obesity, see promoting healthy weights and 
preventing chronic disease (case study)

O’Connor, Annette M., 42. See also decision 
support (case study)

older people projects, 131–32, 134
Ontario Health Human Resources Research 

Network, 110, 112
organizational change mechanisms, 194–95
Ottawa Decision Support Framework, 165, 

166, 167, 167, 172
Ottawa Personal Decision Guide, 173
overcommitment, 116
Oxford Forum on Shared Decision  

Making, 170–71

parenting, see pregnancy and parenting
Parsons, Talcott, 97
participatory research (participatory action 

research), 131, 134, 145, 231
partnerships and relationship building, 

156–57, 314–16, 333. See also collabora-
tion; mentorship; networking

passion, research, 10, 39, 68, 158, 235
Patient Decision Aids website, 168, 170
personal life, see support structures; work- 

life balance
personnel awards: career scientist awards, 

173; Edwards’s experience, 214–15, 216, 

223–24, 229, 230; new investigator 
awards, 104–5, 106; performance indica-
tors, 229, 230; for research time, 173, 174; 
salary awards, 297. See also chair awards

physical activity, see Priority Research 
Centre for Physical Activity and Nutrition 
(case study)

Ploeg, Jenny, 183. See also whole systems 
change (case study)

Plotnikoff, Ron, 280, 284, 294. See also 
Priority Research Centre for Physical 
Activity and Nutrition (case study)

policy studies, 84–85
Pomodoro Technique, 70
population health, 329. See also promoting 

healthy weights and preventing chronic 
disease (case study)

population health field building (case study): 
introduction and conclusion, 5, 325, 
330, 347; alliance issues (Population 
Health Intervention Research Initiative 
for Canada), 331, 345–46; catalysts and 
support for research projects, 334–36; 
challenges, 344–47; conditions for 
success, 343–44; context for, 328–30; 
development of strategic research agenda, 
330–32; funding issues, 344–45; main-
streaming efforts, 336–39; monitoring 
and evaluation, 339–41, 342, 343, 346; 
partnership and relationship building, 
333, 334; time frame issues, 346–47

Population Health Improvement Research 
Network, 110

Population Health Intervention Research 
Initiative for Canada, 330, 331, 335, 
345–46

post-doctoral fellows/fellowships: 
Bourgeault’s experience, 100–101, 102–3; 
Jarvis’s experience, 14–15; mentorship 
and training, 80–82, 85–86, 227–29, 
232–33, 290–91; Merry’s experience, 
16–17; programs of research for recruit-
ment of, 10, 11, 234–35; rationale for 
research training program, 78–80.  
See also independent research,  
transition to
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Potvin, Louise, 75. See also Chair in 
Community Approaches and Health 
Inequality (interdisciplinary environment 
case study)

pregnancy and parenting, 63–64, 68,  
96–97, 114, 146, 157

Primary Care Transition Fund, 104
priorities, 56, 59, 68. See also work- 

life balance
Priority Research Centre for Physical Activity 

and Nutrition (case study): overview and 
conclusion, 5, 279, 299; background and 
rationales for, 280–82, 281; challenges 
and opportunities, 297; conceptual 
framework, 283; evolution of program of 
research, 292–94; funding, 280, 288–89, 
297, 298; leadership capacity building, 
289–90, 298; lessons learned, 298; moni-
toring and evaluation, 294–95, 295–96; 
research themes, 284–85; Six Pillars 
for capacity building, 286–87; space 
issue, 297; structure, governance, and 
membership, 285–87; training of PhDs 
and post-doctoral fellows, 290–91; vision, 
282–83; workplace culture, 291–92, 298

programmatic research questions, 12
program of research, development of: intro-

duction and summary, 1–2, 9–10, 23; boot 
camps for, 13, 14, 16; collaboration, 13; 
conceptual framework, 11–12; funding, 
20–21; hedgehog concept, 38–39; insti-
tutional support, 17–18; integration with 
other responsibilities, 19; Jarvis’s experi-
ence, 13, 14–15; Merry’s experience, 13, 
16–17; monitoring and evaluation, 19–20; 
overall plan development, 11–13; program-
matic research questions, 12; renewal 
considerations, 22–23; research focus 
selection, 10–11; research projects, 13; 
taking stock, 20; time demands, 21–22

program of research, development exercises: 
introduction, 13–14, 24–25; abstract 
writing exercise, 27–28; alignment 
exercise, 30; conceptual framework exer-
cise, 28–29; goal mapping exercise, 34; 
infrastructure support exercise, 30–31; 

interdisciplinary planning exercise, 32; 
milestones exercise, 33; nutshell  
exercise, 26–27; research goals and  
objectives exercise, 26; starting points  
exercise, 25

programs of research case studies, see Chair 
in Community Approaches and Health 
Inequality (interdisciplinary environment 
case study); community health (case 
study); decision support (case study); 
global health research (funder case study); 
Health and Social Services Utilization 
Research Unit (case study); health 
psychology (case study); health work-
force research (case study); population 
health field building (case study); Priority 
Research Centre for Physical Activity 
and Nutrition (case study); promoting 
healthy weights and preventing chronic 
disease (case study); Tropical Institute of 
Community Health and Development 
(institutionalization case study); whole 
systems change (case study)

promoting healthy weights and preventing 
chronic disease (case study): introduction 
and conclusion, 3, 141–42, 158; Alberta 
Policy Coalition for Cancer Prevention 
project, 151, 153, 156; being true to self, 
158; collaboration, 154–55; conceptual 
framework, 143–45, 144; “An Ecological 
Perspective on the Promotion of Healthy 
Weights” project, 149, 152; evolution of 
program of research, 145–47; Healthy 
Alberta Communities project, 150–51, 153, 
156; impacts from program of research, 
155–56; institutional support, 147–50; 
origins of program of research, 142–43; 

“Promoting Optimal Weights through 
Ecological Research” project, 150, 152; 
relationship building, 156–57; research 
focus and major projects, 150–51, 152–53; 
work-life balance, 157

“Promoting Optimal Weights through 
Ecological Research” project, 150, 152

Propel Centre for Population Health  
Impact, 346
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psychology: community, 129; community 
health, 129; liberation, 129; narrative, 126; 
social, 123–24, 131. See also  
health psychology (case study)

publications, 104, 234, 338–39
public health: policy studies approach, 

84–85; relationship with social sciences, 
78–80; relevance of research and, 124–25. 
See also Chair in Community Approaches 
and Health Inequality (interdisciplinary 
environment case study); promoting 
healthy weights and preventing chronic 
disease (case study)

Public Health Agency of Canada, 232, 328, 
334, 338, 343. See also Global Health 
Research Initiative

Raine, Kim, see promoting healthy  
weights and preventing chronic  
disease (case study)

Redman, S., 327
reflection, 20, 57, 122–23, 132–33, 233.  

See also monitoring and evaluation
Registered Nurses’ Association of Ontario, 

182–83, 189, 194, 195, 196, 198, 200, 201. 
See also whole systems change (case study)

relationships, see partnerships and relation-
ship building

relevance, of health research, 124–25
remote-communication technology, 64
renewal, of program of research, 22–23
research centres and institutions: Centre 

for Health Promotion Studies, 147–48, 
149; Centres of Excellence in Women’s 
Health, 102; Dartmouth Institute for 
Health Policy and Clinical Practice, 171; 
Institute of Population and Public Health, 
328, 329; Institute of Population Health, 
168, 225; Lea-Roback Centre on Social 
Inequalities in Health of Montreal, 77; 
Propel Centre for Population Health 
Impact, 346; York Centre for Health 
Studies, 100, 102. See also Health and 
Social Services Utilization Research Unit 
(case study); institutions and institu-
tional support; Priority Research Centre 

for Physical Activity and Nutrition (case 
study); Tropical Institute of Community 
Health and Development (institution- 
alization case study)

Research Chairs Program, 338, 344
research collaboration, see collabora-

tion; decision-makers; inter-sectoral 
partnerships

research focus, 10–11, 39–44
research goals and objectives exercise, 26
research impacts: Bourgeault’s health 

workforce research experience, 111–13; 
Edwards’s community health experience, 
232–33; influencing policy, 85, 170–72; 
Kaseje’s experience in Kenya, 261–62, 
272–73; Murray’s health psychology 
experience, 133–35; O’Connor’s deci-
sion support experience, 172–73; Raine’s 
applied public health research experience, 
155–56. See also whole systems change 
(case study)

research positions, non-academic, 58, 65
research projects, 13
research proposals, see grant applications
research questions, programmatic, 12
Research to Policy Framework, 163, 165
Resistance Training for Teens program, 293
respect, mutual, 155
rest and relaxation, 59–60, 61, 136
Ritchie, Judith, 183. See also whole systems 

change (case study)
Robert, G., 198
Roelofs, Susan, 68–71

salary awards, 297
Sandall, Jane, 101, 109, 111
science development, models of, 80
self-promotion, 101
setbacks, 123, 135
simplicity, 39
sleep, 116
Smith, G., 83
Smith Higuchi, Kathryn, see whole systems 

change (case study) 
smoking project, among young people, 

125–26, 127–28, 131, 134
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social determinants of health, 76, 78, 81, 
83, 145. See also health equity; health 
inequalities

social representation theory, 126, 127
social sciences, see Chair in Community 

Approaches and Health Inequality  
(interdisciplinary environment  
case study)

Social Sciences and Humanities Research 
Council, 97, 100, 101, 102, 107, 112

Sparking Solutions Summit, 339
Spencer, Harrison, 260
Stacey, D., 168–69
starting points exercise, 25
stock-taking, see monitoring and evaluation; 

reflection
Strategic Training Initiatives in Health 

Research, 334–35, 344
Strauss, Anselm, 79
succession planning, 175, 289, 298
supervisors: responsibilities of, 22; selection 

of, 98
support structures: personal, 63; profes-

sional, 20, 291
systems models, 185

Tajfel, H., 123–24
Tanzania Essential Health Intervention 

project, 185
team grants, 149
teams, 47–49, 115, 174
Teasdale-Corti Global Health Research 

Partnership Program, 231–32, 319
technology: audio dictation, 64; 

remote-communication, 64
Tilley, Neil, 131, 133
time: for collaboration, 154; competing 

demands on, 21–22, 49–50; control over, 
55, 66; field building, 346–47; knowl-
edge translation, 171–72; management 
of, 59, 70, 115; personnel awards for, 174; 
Pomodoro Technique, 70; for reflection, 
133; for rest and relaxation, 59–60, 61, 
136; for writing, 59, 61, 116

tobacco control, 185
to-do lists, 70–71

tool kits, for knowledge translation, 170
trainees, see post-doctoral fellows/

fellowships
travel, for work, 64
triathlon metaphor, 142. See also promoting 

healthy weights and preventing chronic 
disease (case study)

Tropical Institute of Community Health and 
Development (institutionalization case 
study): introduction and conclusion, 4, 
259, 274–75; academic program, 267–68; 
author’s precursor program of research, 
259–62; capacity building, 274; collabora-
tion with policy-makers, 265–67, 271–73, 
274; mentorship program, 268–71; origins 
of, 263–64; vision and goals, 262–63, 264

Trottier, L.-H., 200

universities, moving between, 113, 115,  
128, 132

University of Newcastle (Australia), see 
Priority Research Centre for Physical 
Activity and Nutrition (case study)

University of Ottawa: Institute of Population 
Health, 168–69, 225

values congruence, 315–16
van Teijlingen, Edwin, 109
Veterans Health Administration, 185
Viehbeck, Sarah, 330. See also population 

health field building (case study)
Virani, Tazim, 183. See also whole systems 

change (case study)
Virchow, Rudolf, 125

whole systems change (case study): introduc-
tion and conclusion, 3–4, 181–82, 203–4; 
background, 185–86; contextual influ-
ences, 196; discussion, 197–201; dynamic 
system capabilities, 196; enablers, 192, 
193–94; ethics, 189; final conceptual 
framework, 190–96, 191; first conceptual 
framework, 183–84; future research direc-
tions, 202–3; impetus from programmatic 
call for research, 182–85; limitations 
of research and model, 201–2; model 
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development process, 189–90; organi-
zational change mechanisms, 194–95; 
program of research and specific projects, 
186–87, 187–89

whole systems change theory, 185, 186,  
197, 198

Whyte, Natasha, see Priority Research 
Centre for Physical Activity and  
Nutrition (case study)

Wilkinson, Richard, 78
Witz, Anne, 97, 98–99
work-life balance: introduction and conclu-

sion, 2, 53–54, 71; for academic positions, 
58; audio dictation for writing, 64; back-
to-work transitions, 71; Bourgeault’s 
experience, 114; child care assistance, 
63–64; Davison’s experience, 62–65; 
determining personal balance, 55–56,  
66, 71; Edwards’s experience, 61–62; 
family considerations, 55; goal mapping, 
56–57; for independent consulting, 58; 
literature on, 54–55; MacLean’s expe-
rience, 65–68; nature breaks, 61, 70; 
for non-academic research positions, 
58; peer and mentorship groups, 60; 
personal stories of, 60–71; pregnancy and 

parenting, 63–64, 68, 96–97, 114, 146, 
157; printing documents for review, 65; 
priorities and goals, 56, 59, 68; Raine’s 
experience, 157; remote-communica-
tion technology, 64; rest and relaxation, 
59–60, 61, 136; Roelofs’s experience, 
68–71; saying no, 62; seeking new oppor-
tunities, 67; strategies for, 59–60, 61–62, 
63–65, 66–68, 70–71; time manage-
ment, 70; to-do lists, 70–71; workplace 
resources, 60; work travel, 64; writing 
time, 59, 61

workplace culture, 291–92, 298
workplace resources, 60
Wrede, Sirpa, 109, 111
writing: abstract writing exercise, 27–28; 

audio dictation, 64; publications, 104, 
234, 338–39; setting time for, 59, 61,  
116. See also grant applications

York University: Centre for Health Studies, 
100, 102

Young, Myles, 289

Zarowsky, Christina, see global health 
research (funder case study)
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