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As the athletic training profession continues to embrace
evidence-based practice, athletic trainers should not only
critically appraise the best available evidence but also effectively
translate it into clinical practice to optimize patient outcomes.
Whereas previous authors investigated the effectiveness of
educational interventions on increasing knowledge of critical
appraisal of evidence, little attention has been given to
strategies for both researchers and clinicians to effectively
translate evidence into clinical practice. The use of knowledge
translation strategies has the potential to bridge the knowledge-
to-practice gap, which could lead to reduced health costs,

improved patient outcomes, and enhanced quality of care. The

purpose of this article is to (1) highlight the current challenges

preventing the successful translation of evidence into practice,

(2) discuss knowledge translation and describe the conceptual

frameworks behind the effective translation of evidence into

practice, and (3) identify considerations for athletic trainers as

they continue to provide high-quality patient care in an evidence-

based manner.
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Key Points

� To minimize the current gap between research and clinical practice, knowledge translation strategies may offer a
bridge between dissemination and utilization.

� Knowledge translation models, such as the 4E framework and knowledge-to-action framework, may serve as
valuable resources for guiding dissemination and utilization efforts in health care.

� Knowledge producers (eg, researchers) and knowledge users (eg, clinicians) must work together so the available
evidence can be effectively disseminated and efficiently adapted.

E
vidence-based practice (EBP) was recommended by
the Institute of Medicine almost 20 years ago with
the aim of improving the quality of patient care and

addressing global health care concerns, such as the use of
unnecessary diagnostic tests and unsupported interventions
and increasing costs.1 Defined as the integration of the best
available evidence along with patient values and clinician
expertise,2 EBP has become a keystone principle in health
care. In athletic training, EBP has been highlighted for
more than a decade as an imperative cultural shift for the
progression of the profession.3 As a whole, the profession
has made significant efforts to foster an EBP culture,
including identifying EBP as a core competency throughout
athletic training education4–6 as well as requiring EBP-
specific continuing education units to demonstrate mainte-
nance of competence.7 Despite concerted efforts to
encourage EBP across all disciplines of health care,
including athletic training, researchers8,9 suggested that
the implementation of new and available evidence into
routine care has remained limited.

The explanation for limited implementation of evidence
is multifaceted, but one often overlooked aspect of the EBP

process is the translation of knowledge gained from
scientific findings to patient care. In general, athletic
trainers (ATs) may think of EBP as identifying the
available literature via online databases, incorporating
strategies for an effective literature search, and critically
appraising the evidence. Although these are indeed
essential aspects of EBP, there is often little to no mention
of what happens next. Truly embracing EBP will require
ATs to constantly question practice as well as make
changes to practices based on the current available
evidence and evolving best-practice guidelines. Therefore,
it is essential that ATs be able to not only critically appraise
the available evidence but also effectively translate the
evidence into their own practices.10

Translating evidence into practice poses multiple chal-
lenges to both individuals who create and disseminate new
evidence (eg, researchers) and individuals who must
interpret and implement new evidence in practice (eg,
clinicians). Researchers are often limited by the formats in
which findings can be disseminated. For promotion and
tenure purposes, academic researchers are typically re-
quired to disseminate study findings through peer-reviewed
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journals, which are generally more concerned about the
scientific merit of the evidence than the translation of the
evidence into routine care. Thus, this approach often creates
a linear gap whereby the researcher disseminates the
scientific evidence and places the burden of translating the
evidence into clinical practice on the clinician. Specifically,
the passive nature of journal publications and noninterac-
tive conference presentations often requires clinicians to
actively seek out and appraise the new evidence, consider
the local context or patient population or both, and then
implement the new evidence with very little to no insight as
to what the application of this evidence will actually look
like in practice. Thus, whereas researchers might expend a
great deal of time and effort to enhance awareness and
knowledge of emerging evidence, traditional dissemination
methods often stop short of providing actionable steps or
clinical tools that can aid clinicians in readily implementing
the new evidence in practice. Furthermore, in published
reports, researchers11–13 suggested that although education-
al interventions are effective in increasing short-term
knowledge gains, they often do not provide health care
professionals with the necessary skills or tools to
effectively translate this knowledge to promote clinical
practice behaviors.

To directly address these challenges, knowledge transla-
tion (KT) models have been recognized as a mechanism for
shifting away from the linear gap between the dissemina-
tion of evidence by researchers and the burden of evidence
implementation by clinicians and instead facilitating a more
collaborative exchange to enhance the level of evidence-
based care provided to patients. Therefore, the objectives of
this article are to (1) highlight the considerations and
potential challenges of the dissemination and use of
evidence in clinical practice, (2) discuss KT and describe
the conceptual frameworks behind effectively translating
evidence into practice, and (3) identify considerations for
ATs as they continue to provide high-quality patient care in
an evidence-based manner.

UPTAKE OF EVIDENCE IN CLINICAL PRACTICE

In health care, a rigid dichotomy is presumed to exist
between research and clinical practice. However, treating
these areas as siloed entities leads to the assumption that a
clinician cannot also produce research and that a researcher
cannot also practice clinically. Several calls have been
made in athletic training to break down such silos and
bridge the gap between research and clinical practice.14–16

Furthermore, it is important to highlight roles in which an
individual engages in both research and clinical practice
(eg, clinician-scientists, scholarly clinicians). Thus, to
avoid the use of dichotomous terms such as researcher
and clinician, in this article, we will refer to individuals
who regularly create and disseminate new knowledge or
evidence as knowledge producers and those who routinely

interpret and use new knowledge or evidence as knowledge
users.

The uptake of evidence is often broken into 2
components: dissemination and utilization (Figure 1). In
its most basic form, ‘‘dissemination is considered the
process of communicating new findings and out-
comes,’’17(p48) whereas ‘‘utilization encompasses a more
complex process of applying the evidence that has been
disseminated.’’17(p48) In terms of evidence dissemination,
we most often think of journal publications, conference
presentations, and webinars as means of disseminating the
available evidence. Although commonplace in health care,
these modes emphasize passive rather than active dissem-
ination. The literature supports passive dissemination
mechanisms for increasing awareness and familiarity, yet
they often do not lead to clinical practice behavioral
changes.18–21 Therefore, a lack of evidence uptake in
athletic training may be due to the fact that evidence is
often only passively disseminated, leaving knowledge users
to not only navigate the complex process of evidence
utilization on their own but also to actively seek out new
knowledge. With hundreds of new research publications
distributed monthly covering a diverse range of topics
relevant to the unique patient populations ATs serve and
often through platforms that require fees for access, it is
unsurprising that a significant burden is placed on
knowledge users to actively seek out, interpret, and then
implement evidence that is only passively disseminated by
knowledge producers.

The use of the best available evidence not only requires
effective dissemination from knowledge producers but also
positive attitude changes from knowledge users considering
implementation. To effectively apply evidence that has
been disseminated, knowledge users must not only have a
solid understanding of the evidence itself but also value its
importance before they will adopt it into routine patient
care. Similarly, knowledge producers also need to make
more concerted efforts to disseminate evidence through
methods that are easily accessible (eg, social media, open-
access publications) and include active dissemination
strategies (eg, podcasts, blog posts and tweets, virtual
exchanges22) that promote actionable steps for clinical
practice implementation. As a result, it is no surprise that
educational interventions are not effective at promoting
clinical practice behavioral changes because they typically
focus on dissemination of evidence without making a
connection as to how the evidence can be applied by
knowledge users in a variety of practice settings in real
time. This notion raises several questions about how
information (ie, evidence) is both communicated to and
received by health care professionals.

First, we must consider how evidence is being dissem-
inated by knowledge producers to knowledge users and
whether it is being presented in a manner that allows
knowledge users to easily translate it into clinical practice.
Although discussing the available literature on effective

Figure 1. Examples of dissemination and utilization.
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dissemination strategies to promote knowledge uptake is
outside the scope of this article, it is important to highlight
that an entire field of study, dissemination and implemen-
tation science, has emerged to conduct research to better
understand these very topics. Second, we must consider
whether knowledge users are equipped with the knowledge
and skills to effectively translate available evidence into
routine patient care.

To illustrate the gap between knowledge and its uptake
and use in clinical practice, consider the use of the Ottawa
Ankle Rules (OAR). Some literature suggested that
clinicians were not implementing the OAR routinely in
practice23,24 despite a strong evidence base supporting their
use.25,26 For example, Graham et al23 examined emergency
physicians’ awareness and use of the OAR and Ottawa
Knee Rules in 5 countries and found that even though 96%
of US physicians were aware of the OAR, only 31% self-
reported their use always or most of the time. A similar
investigation in athletic training24 also highlighted a large
knowledge-to-practice gap regarding OAR use. Hankeme-
ier et al24 found the OAR to be the clinical prediction rule
most familiar to ATs yet regularly implemented by only
22.6% of them. Through these studies, it is apparent that
familiarity alone is not enough to change clinician
behavior. That is, researchers proposed that the dissemina-
tion of the OAR has been effective at increasing knowledge
but ineffective in supporting utilization. Although this
dissemination and utilization gap is multifactorial, some
reasons may include the use of passive methods to
disseminate information or unsuccessful implementation
strategies at the system, organizational, or individual
provider levels. To address these primary limitations, there
have been calls to adopt KT models.17,27,28

Knowledge Translation

Knowledge translation has gained attention due to
revelations in the literature depicting the current state of
health care, particularly the amount of care being provided
that is ineffective or potentially harmful and the alarming
costs associated with such care.29 Previous literature
demonstrated a gap and major time lag between the best
available evidence and its use in clinical practice,8 leading
to the provision of suboptimal and potentially ineffective
medical care, as well as inefficient use of health care
resources. Therefore, KT aims to close this knowledge-to-
practice gap, and numerous frameworks and models
highlight the components of KT to help facilitate the
process.

The complexity of KT involves going beyond the simple
dissemination of information and promotes the application
of new knowledge by appropriate users (eg, health care
professionals). Although researchers and organizations
have developed and evolved definitions of KT over time,
the Canadian Institutes of Health Research provided a
comprehensive description that acknowledges the end goals
and overall importance of the KT process. It defined KT as
‘‘a dynamic and iterative process that includes the
synthesis, dissemination, exchange and ethically sound
application of knowledge to improve health, provide more
effective health services and products, and strengthen the
health care system.’’30 Despite multiple interpretations of
the concept, a shared commonality is the active use of

knowledge and evidence to inform decision making and
improve outcomes for patients and the health care system as
a whole.

Knowledge Translation Models

A significant number of KT models, theories, and
frameworks were created to guide dissemination and
implementation efforts, but most are lacking a strong
evidence base to describe their use in clinical practice.31

We aim to fill this gap by discussing 2 frameworks that are
most commonly referred to in the health professions
literature and by providing a clinically relevant example.
It is important that health care professionals maximize KT
efforts to improve the quality of care and optimize patient
outcomes. To use the KT frameworks and models
effectively, a foundational understanding of their compo-
nents is required. The 2 KT models that are most relevant in
health care are the 4E framework17 and the knowledge-to-
action framework.28

The 4E Framework. The 4E framework, developed by
Farkas et al,17 promoted both dissemination and utilization
of new knowledge by providing stakeholder-specific (user-
specific) strategies for accomplishing each ‘‘step’’ of the
evidence-to-practice pipeline32—exposure, experience, ex-
pertise, and embedding (Figure 2). Farkas et al17 identified
a goal for each phase of the framework, which progres-
sively closes the gap between new evidence and its use in
clinical practice. The first step, exposure, aims to increase
targeted users’ knowledge of the evidence.17 This often
takes the form of more passive modes of dissemination,
including articles and conference presentations. The goal of
the next step, experience, is to prepare knowledge users to
implement the information and evidence by improving their
knowledge and attitudes toward its use.17 This is where
‘‘buy-in’’ plays a role. Without a positive attitude and the
perception that the implementation of evidence will add
value to their clinical practice, knowledge users will be less
likely to incorporate it on a routine basis. The third and
fourth steps aim to address more complex processes
whereby knowledge users become competent in the skill
or task (expertise) and sustain the utilization of the new
knowledge in their clinical practice over time (embed-
ding).17

To further illustrate the functionality of the 4E frame-
work, consider again the OAR example. As identified by

Figure 2. Components of the 4E framework.17
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Hankemeier et al,24 ATs were most familiar with the OAR
compared with other clinical prediction rules, yet almost
half reported using the OAR in 50% or fewer of applicable
patient cases. This lack of OAR use suggests a halt in the
process, prohibiting clinicians from translating their
knowledge of the OAR into routine practice. Through
professional or continuing education or both, clinicians are
exposed to and made aware of the essential components of
an injury evaluation, which should include any site-specific
decision aids that can assist the evaluation process (eg,
OAR). Clinicians progress to the experience phase of the
framework and develop positive attitudes toward the use of
the OAR when they perceive the decision aid as valuable to
their practice (ie, effective tool for evaluation, good
diagnostic accuracy, highly sensitive tool).

Having accomplished the first 2 phases, clinicians can
now successfully move on to the next phase (expertise) and
start incorporating the OAR into patient cases in their
clinical practice. To effectively do so, Farkas et al17

proposed interactive training programs to directly teach
and supervise clinicians who want to incorporate the new
tool or technique (in this case, the OAR) to help increase
their use and effectiveness. However, per the authors’
suggestion, this phase of the 4E framework requires
clinicians to seek out available training programs or
individuals who are willing to supervise and provide
feedback regarding OAR use in practice. Therefore, it is
unsurprising that a clinician, particularly one with a limited
community of practice, may be halted at this phase of the
KT process.

The responsibility of the expertise phase should not be
placed solely on the knowledge user. Knowledge producers
and organizations can support this phase by developing
training resources and tools that are translatable for
knowledge users. Moreover, it is crucial that these
resources and tools are also easily accessible and publicized
for knowledge users seeking information and for those who
are unaware. Currently, a majority of continuing education
falls short of providing knowledge users with actionable
steps to easily translate information. Although knowledge
producers do a good job of introducing and discussing the
details of emerging evidence, minimal time is spent on
guiding the knowledge user in what to actually do with that
information. This is true of the OAR example presented but
also for other topics such as patient-reported outcome
(PRO) measures. Most of the educational offerings
regarding PRO measures detail the importance of PRO
measures and how they are developed, validated, and
scored, yet little attention has been given to what
knowledge users should do with these scores and how that
information should inform clinical decision making.

Alongside knowledge producers, professional organiza-
tions that offer continuing education efforts, such as the
National Athletic Trainers’ Association and the Board of
Certification, can support the expertise phase of the 4E
framework by creating opportunities within their infra-
structure to facilitate KT. To do so, it is important that these
organizations evaluate their current mechanisms for
knowledge producers to disseminate information to knowl-
edge users in order to determine whether restructuring is
warranted and feasible. For example, a professional
organization may do a good job of providing tools for
knowledge users to assess areas of weakness and create

professional development plans with goal setting, but
without additional guidance, it is left to the knowledge
user to seek out, complete, and translate evidence gained
from continuing education opportunities to address those
weaknesses and goals. This approach not only places a
burden on knowledge users to filter through thousands of
continuing education opportunities, but it does not aid the
knowledge user in efficiently navigating the KT process.

The last phase of the framework, embedding, is more
easily accomplished with programmatic or system-level
support.17 Incorporating techniques at the system level,
such as strategies that include organizational rules and
policy changes to promote new norms and expectations, is
typically effective because they include maintenance of
change, which helps to drive knowledge use over time. For
ATs looking to increase OAR use, this might entail the
incorporation of a clinical-decision support feature within
an electronic medical record to remind clinicians of the
OAR or employer expectations to demonstrate the cost-
effectiveness of athletic training services provided to
patients with lower extremity injuries. However, it is
possible that the embedding phase may also be facilitated
without employer expectations, especially when clinicians
directly see the value brought to their own practice from
using the skill, technique, or procedure. Through OAR
application, clinicians can see the significance of their use
in providing more effective and efficient medical care (eg,
limiting unnecessary referrals for imaging, reducing health
care costs) to their patients, which promotes the sustained
use of this clinical prediction rule over time.

Although the 4E framework provides a global approach
to KT, the framework does not identify the specific steps
needed to help overcome the knowledge-to-practice gap.
For example, a knowledge user with limited support at the
systems level to promote changes based on available
evidence may struggle to complete both the expertise and
embedding phases of the KT process. Therefore, to truly aid
knowledge users in translating knowledge or evidence into
practice, it is necessary to consider a more comprehensive
KT model.

Knowledge-to-Action Framework. Graham et al28

provided a framework for understanding how research
can be applied in clinical practice and how the best
available evidence can be used as a component of decision
making. The knowledge-to-action framework is composed
of 2 interactive and dynamic processes—(1) knowledge
creation and (2) knowledge application, also known as the
action cycle28—and emphasizes the importance of both the
knowledge producers and knowledge users in the KT
process. Knowledge producers drive the ‘‘knowledge
creation’’ component of the knowledge-to-action frame-
work, in which the production of knowledge through
primary research is combined and synthesized into more
digestible and accessible formats. Graham et al28 illustrated
that knowledge creation should ultimately lead to user-
friendly products and tools (eg, practice guidelines, patient
decision aids, algorithms) that knowledge users can directly
implement in their practice to assist with the decision-
making process (Figure 3). However, new knowledge,
without an audience that uses it, remains just that—
knowledge. Given that KT moves beyond the simple
dissemination of information, it is important to consider the
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knowledge user’s role in improving KT in the health care
professions.

As knowledge producers create and disseminate infor-
mation, knowledge users are responsible for driving the
information application (action cycle) component of the
knowledge-to-action framework. Graham et al28 identified
the action cycle as a fluid, multistep process that could be
affected by the knowledge creation process, causing
knowledge users to respond and adapt to the presence of
new knowledge or outdated practices that may no longer be
beneficial according to the best available evidence. The
action cycle requires knowledge users to go through several
steps, which, depending on contextual factors, may not be
accomplished in this particular order: (1) identify the
problem; (2) identify, review, and select knowledge to
implement; (3) adapt knowledge to the local context; (4)
select, tailor, and implement KT interventions; (5) monitor
the interventions; (6) evaluate outcomes of knowledge use;
and (7) determine strategies to sustain knowledge use
(Figure 4).28 It has been widely reported that only about
14% of evidence is implemented into clinical practice,8

indicating a break or barrier in the action cycle that is
preventing the complete application of new knowledge. It is
plausible that the limited implementation of available
evidence is due to the lack of evidence that is truly
meaningful for clinical practice or to the lack of user-
friendly products and tools that can aid in clinical
implementation. Identifying exactly where that break
occurs is a bigger challenge, but given the professional
and continued preparation of knowledge users and skills
mastered during those times, it may provide insight into this
matter.

Educational efforts are structured in a way that prepares
knowledge users to appropriately appraise evidence (steps 2
and 3 of the action cycle in the knowledge-to-action
framework) yet may not go as far as teaching them how to
take what was found during the appraisal process and
implement (or not implement) it into routine clinical
practice using tailored interventions. Knowledge users
appear to be skilled in identifying a problem when it
occurs and searching and appraising the literature to find
the most appropriate answer based on the available
evidence. However, the actual implementation of evidence
seems to be lacking.

Referring back to the OAR example, the identified lack of
OAR use suggests a halt in the action cycle of the
knowledge-to-action framework as early as the second
phase, which requires knowledge users to adapt knowledge
to the local context. Typically, a halt in adapting knowledge
to the local context is tied to the burden of facing and
overcoming barriers. From the available evidence, we can
surmise that clinicians who are familiar with the OAR but
do not implement them routinely in practice may likely
encounter one or both of the following barriers:

1. Clinicians may be familiar with the overarching intent of
the OAR, yet they may not recognize the utility of these
clinical prediction rules to promote evidence-based
clinical decision making or cost-effectiveness of care
for patients or both.

2. Clinicians may understand the clinical utility of the OAR
to support evidence-based decision making, but they

Figure 3. Examples of each progression stage of the knowledge creation process.

Figure 4. The knowledge application process of the knowledge-to-
action framework. Adapted from Graham et al.28
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may encounter barriers such as perceived time con-
straints, limited resources, and uncertainty about chang-
ing practice (eg, adopting the OAR into routine
practice).

In both instances, it becomes the clinicians’ responsibility
to customize knowledge of the OAR to their particular
situation. Identifying solutions to the first barrier is
relatively straightforward. In this instance, clinicians need
additional education to help promote positive attitudes and
motivation to adapt OAR use to their local context.
Although the clinicians may have felt they acquired enough
knowledge about the OAR to progress to the next phase of
the action cycle, recognizing the clinical utility of this
decision aid is a necessary step before successful
implementation can occur. Concurrently, knowledge pro-
ducers and organizations can also aid in the development of
solutions to overcome barriers by being mindful of what
and how evidence is disseminated. Thus, as part of the
dissemination process, knowledge producers should con-
sider a series of questions to guide the development and
distribution of evidence resources (Figure 5).

The second barrier to OAR use identified herein is more
challenging to overcome and represents real circumstances
that ATs have reported facing when trying to make
behavioral changes in their clinical practice.33,34 Still, by
considering the phases of the action cycle as outlined by
Graham et al,28 it is possible for clinicians to overcome
these obstacles. Consider the perceived barrier of time and
how the action cycle of the knowledge-to-action framework
can be applied to help an AT implement the OAR into
routine practice (Figure 4). The perception of time as a
barrier is thought to be a complicated process. Whereas
physical time constraints may certainly exist because of the
culture and resources available at the clinical practice
setting, it is also possible that mental time (ie, the time
needed for cognitive processes to appraise and apply
knowledge into practice) may account for the perception of
insufficient time.33,35 Regardless, identifying interventions
to overcome both physical and mental time constraints can
help to achieve the end goal.

Athletic trainers familiar with the OAR may not
recognize that they already incorporate the components of
these clinical prediction rules as part of their routine patient
evaluation (eg, palpation of bony landmarks, weight-
bearing status). Therefore, a solution to overcome the
perceived time barrier may be as simple as posting a visual
depiction of the OAR near locations where patient
evaluations routinely occur (eg, athletic training facility,
athletic training kit for off-site evaluations). Similarly, the
OAR can be incorporated into the electronic medical
records system used for patient care documentation or
embedded in evaluation sheets. Doing so will remind
clinicians of the 4 OAR components each time a patient
with a suspected ankle injury is evaluated. Over time, the
clinician should become familiar with the OAR consider-
ations and no longer rely on the visual aid.

The next phase of the action cycle (ie, monitor
knowledge use) is a critical step for ensuring knowledge
is being effectively translated.28 Simply posting a visual aid
to remind oneself of the components of the OAR during
patient evaluations is not sufficient. Instead, it is important
that the clinician routinely monitor the effectiveness of the

visual aid solution until the desired clinical practice change
has been achieved. Doing so will allow the clinician to
assess whether the targeted intervention (ie, posting a visual
aid) has been effective in promoting behavioral change. If it
is effective, the clinician can continue with the intent that,
over time, the visual aid will no longer be necessary and the
OAR will become a routine part of the evaluation process
for patients with suspected ankle injuries. Conversely, if it
is ineffective, the clinician should reflect on why the visual
aid was not sufficient in promoting change and return to the
‘‘select, tailor, and implement KT interventions’’ phase28 to
assess other possible solutions.

In addition to monitoring the application of the OAR in
routine practice, it is also important for the clinician to take
the time to evaluate whether OAR use has improved patient
and systems outcomes.28 Although the OAR are promoted
as a tool to help clinicians make more efficient clinical
decisions grounded in evidence, it is critical for the
clinician to consider how patient outcomes (eg, time loss
due to injury) and systems outcomes (eg, cost-effectiveness
of athletic training services) have been altered since routine
implementation of the OAR. Doing so will help to further
establish the sustainability of knowledge use (ie, incorpo-
ration of the OAR into routine patient care) and will also
foster a feedback loop to ensure continuous quality
improvement of the athletic training services provided. In
summary, whereas the OAR example was used to illustrate
the functionality of 2 KT models (4E framework,17

knowledge-to-action framework28), it is important to
recognize that both models can be used globally across
the profession to incorporate evidence into clinical practice.

A Call to Action for the Athletic Training Profession

The athletic training profession has made great progress
in supporting evidence-based practice over the last decade;
however, challenges persist, including the gap between the
dissemination of evidence by knowledge producers (eg,
researchers) and the utilization of evidence by knowledge
users (eg, clinicians). In short, knowledge producers,
knowledge users, and professional organizations that offer
continuing education platforms (eg, National Athletic
Trainers’ Association, Board of Certification) must work
together so that the knowledge users can effectively and
efficiently adapt what the knowledge producers create and
implement it in routine clinical practice. This not only
requires that these 3 groups work together to ensure that
clinically meaningful evidence is created and disseminat-
ed14 but also that each group identifies strategies to assist in
the KT process.

Knowledge producers must consider dissemination and
KT as part of their research design process and bear in mind

Figure 5. Considerations for knowledge dissemination.28,36
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the many different methods of dissemination, such as
infographics, step-by-step guides, and interactive training
tutorials. To facilitate the dissemination phase of a research
study, knowledge producers should consider the basic
questions proposed by others28,36 (Figure 5). Throughout
this process, input from important stakeholders, including
clinicians and patients, should be sought and considered.
Professional organizations must reevaluate the platforms
and mechanisms they offer for knowledge producers to
disseminate evidence and consider whether changes to their
infrastructure are warranted to serve as a bridge between
knowledge dissemination and knowledge utilization. To
facilitate KT, it is imperative that such organizations shift
away from passive methods of dissemination and provide
platform opportunities for knowledge producers that enable
active learning while simultaneously requiring they provide
actionable steps or accessible products and tools (or both)
that knowledge users can readily translate into practice.
Knowledge users must recognize both the benefits and
barriers to incorporating evidence in their local context and
seek support from knowledge producers and organizations
to identify solutions for overcoming perceived barriers.
Together, knowledge producers and knowledge users
should work side-by-side to establish effective mechanisms
to collect data at the point of care with the long-term goal of
producing evidence that is clinically meaningful and
translatable in routine clinical practice.15,16

Over the last decade, general calls have been made for
researchers and clinicians to collaborate to narrow the
research-to-practice gap on a global scale.14–16 Recently,
Driban and Laursen14 further highlighted this gap and
proposed several activities for both clinicians and research-
ers to aid in bridging the gap between athletic training
research and clinical practice. Although these activities
provide a strong foundational steppingstone to align athletic
training research and clinical practice, most focus on
collaboration throughout the research process with some
attention to collaborative dissemination strategies. Despite
these efforts, however, clinicians may continue to struggle
to translate new evidence and overcome obstacles in their
own local context, particularly if they do not have a strong
community of practice. Therefore, in addition to the
activities for evidence creation and dissemination suggested
by Driban and Laursen,14 athletic training researchers and
clinicians should consider KT models to help translate
knowledge disseminated into knowledge used. This is a
critical phase in the EBP process and, if implemented
effectively, it may help to reduce health care costs, improve
patient outcomes, and enhance the overall quality of care
provided by ATs.

CONCLUSIONS

The athletic training profession has made significant
progress toward developing an EBP culture over the last 2
decades. In general, knowledge producers have generated
and disseminated more sophisticated research, whereas
knowledge users have become more savvy consumers of
the available literature. Yet a gap remains between the
dissemination and use of evidence. Knowledge translation
models have been demonstrated to be valuable tools to help
bridge this gap within the health care community and
should be encouraged within the athletic training profes-

sion. With the successful implementation of KT models by
all stakeholders (eg, researchers, clinicians, professional
organizations), the athletic training profession may be able
to realize a more complete EBP culture and enhance the
overall quality of care provided to patients.
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