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Objective: The aim of this review was to explore what is
known about the effectiveness of strategies to increase the
use of research in mental health policies.

Methods: PsycINFO, MEDLINE, PubMed and EMBASE were
searched for peer-reviewed journal articles by using the
terms information dissemination OR knowledge OR diffu-
sion of innovation OR knowledge transfer OR knowledge
exchange OR evidence based OR evidence informed AND
mental health policy OR decision makers. Searches were
limited to articles pertaining to humans, written in English,
and published from 1995 to 2013. Studies were excluded if
they did not include a component related either to mental
health policy or to mental health policy and decision makers
or did not describe the development, implementation, or
evaluation of an intervention that included a component
aimed at increasing use of evidence. Reference lists were
scanned to identify additional papers.

Results: The search returned 2,677 citations. Fifty addi-
tional papers were identified via reference lists of relevant
articles. Nine separate intervention studies were identified
that included a component aimed at increasing use of ev-
idence in mental health policy. All employed at least three
strategies to increase evidence use, mostly in regard to im-
plementation of a particular evidence-based policy. Method-
ologies of the identified studies did not enable estimation of
the effectiveness of individual strategies to increase evidence
use.

Conclusions: Little research has examined how to increase
the use of evidence in mental health policy. Available re-
search suggests a number of potentially effective strate-
gies for increasing the use of evidence that warrant further
examination.
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Mental health problems cause great distress for individuals
and their loved ones and havemajor cost implications for the
broader community. Although a number of effective treat-
ments have been established for a range of mental health
problems, there remains a large gap between the treatment
that the evidence suggests is optimal for a given condition
and the treatment actually received (1,2). In Australia, it has
been estimated that if evidence-based treatments were de-
livered instead of usual practice across a range of disorders, 15%
of the total burden of disease (measured in years lived with
disability) would be averted (28% versus 13%), with negligible
change in total expenditure on mental health care (3).

This widely acknowledged evidence-practice gap in men-
tal health (1) has come to the attention of governments
internationally, motivating pledges to support evidence-
informed mental health policy (4–7). The involvement of
governments in leading the delivery of evidence-based ser-
vices is vital because the mental health service system is
shaped by incentives and disincentives to deliver particular
treatments and services that are included in government pol-
icies (1,8). This is evident, for example, in Washington State’s

success in expanding the use of evidence-based mental health
interventions by diverting funds from the justice system (9)
and by the Substance Abuse and Mental Health Services
Administration’s efforts to encourage uptake of evidence-
based practices (10). Changes in policy can drive mental
health service reform efforts (11), and the decisions made by
policy makers and other system leaders to endorse or man-
date the use of particular evidence-based practices are often
the first step in implementation.

For the purposes of this article, “policy” is defined as “a
formal statement or action plan developed by a government
agency or statutory body in response to an identified problem.
This includes regional, state, or national legislation, policies,
programs, directives, protocols, guidelines, and service mod-
els” (12). Internationally, there are several examples of mental
health policy initiatives that are strongly evidence informed.
One of the largest is the Improving Access to Psychological
Therapies program. Launched in the United Kingdom in
2008, this program aims to substantially increase access to the
psychological treatments judged by the National Institute for
Health and Care Excellence to be evidence based, primarily
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cognitive-behavioral therapy for depression and anxiety (13,14).
In the United States, the Veterans Health Administration has
been a national leader in the implementation and dissemina-
tion of evidence-based psychological therapies since the de-
velopment in 2004 of its Mental Health Strategic Plan. In
addition, more than 33 states have initiated partnerships with
universities and colleges to drive the implementation of spe-
cific evidence-basedmental health practices (8,11,15,16). These
have tended to focus on evaluation and training, and their
impact has not always been maximized because of the com-
paratively low funds and efforts devoted to knowledge ex-
change (16). Evidence-based practice uptake by states has also
been researcher driven; some treatment development teams
(for example, teams developing multisystemic therapy [17])
have been successful in having their program adopted as policy
in various locales. Taking a different approach, the Alberta
Depression Initiative has designed an evidence-based knowl-
edge transfer and exchange strategy to guide its work (18).

Despite the success of these programs, many believe that
overall progress in establishing evidence-informed mental
health policy has lagged behind that of evidence-based health
policy more generally (19). Indeed, little is known about the
factors that facilitate the creation and adoption of evidence-
informed mental health policy (11,20), and few studies appear
to have investigated the use of evidence inmental health policy
development. A recent reviewof knowledge translation (which
was defined by the authors as “a dynamic and iterative process
that includes synthesis, dissemination, exchange and ethically
sound application of knowledge to improve the health of Ca-
nadians, provide more effective health services and products
and strengthen the health care system”) in mental health (21)
found 187 relevant papers; however, in only eight of these
papers were policy makers one of the stakeholder groups
identified. Instead, most of the papers focused on service
providers, and a significant number involved people with
lived experience of mental ill health. In the United States in
particular, there has been a clearmove toward the adoption of
evidence-based practices by many states (11); however, few
papers have described how states came to endorse evidence-
based practices in general or the particular practices imple-
mented. This suggests that the role of policy and policy
makers in mental health knowledge translation has not yet
come to the fore as a key concern for the research community.

The theoretical and conceptual understanding of how
research is used more broadly in policy development has
increased greatly in recent years. Furthermore, in the health
and public health field many strategies have been proposed
and tested to increase the use of research evidence in policy
development. The types of strategies that have been tested to
date include training policy makers in critical appraisal skills
(22) and providing policy makers with relevant evidence sum-
maries (23). More complex programs have also been studied,
such as providing policy makers with access to an online
registry of research evidence; providing tailored evidence
messaging; engaging the services of a knowledge broker
(24); and offering policy agencies a facilitated program of

evidence awareness, access to tailored research evidence,
critical appraisal skills development, networking, and evi-
dence summaries (25).

Despite the existence of research examining strategies to
increase the use of evidence in health policy and the many
papers describing how research is used in a policy context,
there have been few attempts to develop predictive models,
or action frameworks, to organize knowledge and enable
a systematic approach to selecting and testing potential in-
tervention strategies (26). Indeed, we were unable to identify
any unifying theory of how to increase the use of research
evidence in mental health policy. A model from the public
health field was developed by the Centre for Informing
Policy in Health with Evidence from Research (CIPHER)
and is known as the SPIRIT (Supporting Policy In health
with Research: an Intervention Trial) (26) action framework
(Redman S, Turner T, Davies H, et al., unpublished manu-
script, 2014). This model was designed to facilitate the de-
velopment and testing of interventions to improve the use
of research evidence in policy and program development. It
hypothesizes that a host of factors influences policy at any
given time, including public opinion, media, the economic
climate, political ideology and priorities, and stakeholder
interests. Research is viewed as only one of the factors that
can influence policy. The SPIRIT action framework hypothe-
sizes that a catalyst is needed to stimulate the use of research;
that responses to this catalyst are determined by the capacity
of the organization, including the extent to which the or-
ganization values research and the tools and systems for
research use that are in place and the skills of the staff; that
research engagement actions are employed, including access-
ing and appraising research evidence, generating new re-
search, and interacting with researchers; and that research
use occurs in a variety of ways.

This article explores what is known about the extent to
which strategies to increase the use of research in mental
health policies are effective. Although there are other action
frameworks available, we have elected to use the SPIRIT
action framework to categorize the interventions that have
been studied. Because research of this nature tends to be
multifaceted, use of the framework will enable a clearer
assessment of the types of strategies used to date, the areas of
the action chain that have been the focus of most attention,
and the areas that have not yet been explored.

METHODS

Data Sources and Search Strategy
MOOSE (meta-analysis of observational studies in epide-
miology) guidelines were used to inform the methods of this
review (27). PsycINFO, MEDLINE, PubMed, and EMBASE
were searched for peer-reviewed journal articles focusing on
strategies to increase the use of research in mental health
policy. We combined subject headings (MeSH) with text
words in order to avoid missing publications that had not
been indexed at the time of searching. Search queries were
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combined using the Boolean operators AND or OR, with the
aim of increasing sensitivity, reducing false positives, and
preventing repetitive citations. The search terms used were
information dissemination OR knowledge OR “diffusion of
innovation” OR knowledge transfer OR knowledge exchange
OR evidence based OR evidence informed OR decision mak-
ers and mental health policy. OR public mental health policy.
Searches were limited to those pertaining to humans, written
in English, and published from 1995 to 2013. The reference
lists of obtained articles were searched for other relevant
articles that may have been missed. Authors were contacted
for additional information or to answer queries as required.

Classification
All of the publications located through the search were in-
cluded in the coding process. One researcher (AW) coded
the publications, and another two researchers (SRM and
CM) reviewed the coding by using the definitions and ex-
clusions outlined below. Any disagreements were resolved
through discussion.

Exclusion Criteria
Publications were excluded if they did not describe the de-
velopment, implementation, or evaluation of an intervention
that included a knowledge exchange component and if
mental health decision makers (including policy makers at
state, provincial, and national levels, as well as other leaders
who are responsible for making large-scale decisions about
the adoption or implementation of mental health recom-
mendations in their locale) did not receive at least some part
of the intervention. Unpublished articles and published con-
ference abstracts forwhich an accompanying article could not
be locatedwere excluded. Narrative accounts of interventions
that did not employ standard intervention designs were in-
cluded in the review. When multiple papers derived from
a single study or program were identified, information re-
garding the methods and results of the intervention was col-
lected from each publication and is grouped together in the
relevant tables. Articles reporting on studies that included
clinicians (either managing or practicing) in their samples
were included if the studies also involved decision makers.

Establishment of Domains
Two of the authors (AW and SRM) independently read all of
the studies that met the inclusion criteria and mapped the
strategies used to increase the use of evidence in mental
health policy to the strategies outlined in the SPIRIT action
framework. The strategies identified were organized into
the following three SPIRIT domains, each with several sub-
domains: policy influences, including media, public opinion,
or stakeholder interests; capacity, which refers to increasing
the extent to which the organization and staff value research,
increasing the extent to which the organization has the tools
and systems needed to support research engagement and use,
and increasing the extent to which staff have the skills and
knowledge to engage with and use research; and research

engagement actions, which involve increasing access to re-
search evidence, increasing skills to appraise research evi-
dence, increasing the generation of new research or analyses
by decision makers, and increasing the interaction between
decision makers and researchers.

Intervention Studies
Following Moore and colleagues (28), we examined all the in-
tervention studies in terms of the strategies tested, the results,
and the methods employed. Information regarding each in-
tervention strategy was categorized as follows: the strategy
tested (coded as outlined above), target population (coded as
decision makers, including policy makers at state, provincial,
and national levels, as well as other leaders who are responsible
for making large-scale decisions about the adoption or imple-
mentation of mental health recommendations in their locale;
clinicians, encapsulating all professionals delivering a mental
health–related service, such as psychiatrists, psychologists, so-
cial workers, general practitioners, and mental health nurses;
consumers; researchers; analysts; foster parents; and the general
public), level at which the intervention was administered
(coded as group, individual, dyad, both individual and group,
and both individual and dyad), policy level (coded as regional,
including policies that affect U.S. counties and U.K. National
Health ServiceHealth Boards; state, including policies that have
an impact on U.S. states and Canadian provinces; and national),
number of times administered and frequency administered
(coded as once, weekly, monthly, ongoing, or unclear), duration
of the intervention (coded as time from baseline to final follow-
up), funding source (coded as publicly funded research agency,
government policy agency, and independent broker agency, as
acknowledged in the publication or on the agency’s Web site),
and whether decision makers were involved in the research
(coded as at least one person from a policy or broker agency
participating in one or more of the following, as judged through
authorship or acknowledgments: designing, implementing, or
interpreting the findings of an intervention).

Research methods employed in the intervention studies
were categorized as follows: research design (coded as case
study, cross-sectional, randomized controlled trial, cluster-
randomized trial, multicase study, and rolling cohort), sample
selection and size (coded as the number of individuals or
groups participating in the study and how they were selected),
data collectionmethod (coded as one or more of the following:
self-report, focus groups, questionnaires, document review,
activity log, meeting transcripts, video [recording of sessions to
monitor fidelity], or independent assessment), when outcome
measures were collected (coded as time from the conclusion of
the intervention to final follow-up—immediately after the in-
tervention, six months after the intervention, or 24 months
after the intervention).

RESULTS

The original search returned 2,677 citations, and an addi-
tional 50 papers were identified by scanning the reference
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lists of relevant articles. After duplicates and papers that did
not meet selection criteria were excluded, 17 papers arising
from nine separate intervention studies remained (either
protocols, case study descriptions of interventions, or stan-
dard reporting of trial outcomes). It is important to note that
most studies did not refer to policy makers per se. Therefore,
we reviewed studies examining interventions that included
mental health decision makers.

Methods of the Intervention Studies
Of the nine intervention studies located, twowere randomized
controlled trials (29,30), one study employed a rolling cohort
design (31), and the remaining six utilized a case study ap-
proach (32–37) (Table 1). Most studies represented major
pieces of work and involved large groups, such as entire
counties or communities (eight to 56 counties) (29,37,38), 18
teams of local authorities and agencies (31), and ten community
mental health service teams (35). A small group of nine data
analyst–manager dyads was used in one study (32), and three
management or service delivery teams within a mental health
organization took part in another (36). The scale of several
studies was unclear, but the participants involved were mental
health organizations (number unspecified) and segments of the
VeteransHealth Administration (sample size unspecified) (33).
The policies or decision makers relevant to the majority of
identified studies (five of nine studies) operated at a regional
level (29,32,35,36,38). Two studies addressed state-level policies
or decision makers (34,37), and two addressed national-level
policies or decision makers (31,34).

The data collection methods used for several of the
identified interventions were not clearly stated (31,33,34).
The remaining studies (17,32,35–38) all employed multiple
methods of data collection, reflecting their complexity. The
data collection methods included logs (of field work, of
contact between relevant parties, and of implementation or
intervention components completed and therapist logs); re-
view of documents, transcripts, videos, and e-mail exchanges;
qualitative interviews; and self-report or caregiver report sur-
veys. The outcome measures used in several of the inter-
ventions were not specified (31,33,34,36). The two largest-scale
interventions used a mixture of standardized and bespoke
outcome measures. For example, Chamberlain and colleagues
(39) used the Stages of Implementation Completion measure,
a comprehensive tool that utilizes information from avariety of
sources to track the completion of each stage of implementa-
tion. They also monitored the time taken to complete each
stage and the time taken to place children in a foster home that
used multidimensional treatment foster care (MTFC) (38).
Glisson and colleagues (29,40) used the Therapist Adherence
Measure–Revised (41) and the Child Behavior Checklist (42),
as well as multisystemic therapy audio coding and monitoring
of the number of youths in out-of-home placements. Other
outcome measures used included mapping skills assessment
(32), surveys of community mental health services to identify
current practices (35), and observation of clinical practice in
community, clinic, and ward settings (35).

Strategies to Increase the Use of Evidence
An overview of the nine intervention studies that met the
criteria of this review, along with the strategies they tested
that aligned with those in the SPIRIT action framework, is
presented in Table 2. A wide range of strategies was de-
scribed in the identified intervention studies, and all the
studies employed multiple strategies. There was a high de-
gree of overlap in the strategies tested in various studies.
Seven of the nine studies examined the dissemination of
particular evidence-based practices to decision makers, as
opposed to examining methods of increasing the use of ev-
idence by decision makers per se.

Policy influences. Three studies (17,33,34) focused on policy
influences as a key strategy for increasing the use of evidence
in mental health policy. Broadly, these strategies involved
the mobilization of community support for the adoption or
implementation of a particular evidence-based practice. One
of these studies evaluated the impact of social marketing
strategies on the adoption of evidence-based practice in the
Veterans Health Administration’s Quality Enhancement
Research Initiative (33). The authors applied a socialmarketing
approach designed to gain the support of the audience seg-
ments relevant to the Veterans Health Administration (for
example, national and regional leadership, facility managers,
frontline providers, and veterans) for the national adoption of
a collaborative caremodel for depression. Various groupswere
provided with the information hypothesized as most likely to
drive their behavior change. For example, leaders were given
information about cost and quality impact, and frontline
workers were given information about the impact of the de-
pression care program on health and practitioner workload.

Stimulating better communication and relationships among
stakeholders was a strategy employed by five of the inter-
vention studies (17,31,33,34,38). For example, Chamberlain and
colleagues (30,31,38) tested the impact of community devel-
opment teams, which, among other activities, worked to assist
counties to develop the peer networks needed to facilitate the
multiagency collaborations that were vital to the successful
countywide implementation of the MTFC program.

Capacity. Increasing the extent to which the organization
and staff value research evidence was not an explicit goal of
the intervention studies identified but was nonetheless an
indirect element of all of the studies considered (17,31–38).
Attempts to increase the extent to which research evidence
is valued generally took the form of efforts to demonstrate
the strength and scope of the evidence for the evidence-
based practice that was under consideration. Glisson and
colleagues (17,29,40,43,44), for example, created and tested
amultifaceted organizational and community-level intervention
known as Availability, Responsiveness and Continuity (ARC),
whichwas designed in part to support a shift toward a culture of
evidence-based practice. The ARC model is cognizant of the
social context of agencies (including the service providers, or-
ganization, and broader community). Specifically, this approach
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recognizes that the agency context—and its fit with the objec-
tives of any new practice—plays a vital role in determining
whether and howwell a newpractice is implementedwithin an
organization.

Increasing the extent to which organizations have the
tools and systems needed to support research engagement
and use was an element of five of the interventions identified
(17,31,32,37,38). The tools and systems involved were gen-
erally those required to implement an evidence-based pro-
gram. In the case of Driedger and colleagues (32), however,
the intervention program involved supplying Ontario Early
Years Centres with Geographical Information System soft-
ware. Data analyst–policy maker dyads were then trained in
the use and interpretation of Geographical Information Sys-
tem data and in how to use these data to inform policy and
planning decisions.

Increasing the extent to which staff have the skills and knowl-
edge to engagewith and use researchwas a strategy employed
by all but one of the studies considered (17,31,32,34–38). Di-
rect training in research use skills, such as that described in
the study by Driedger and colleagues (32), was rare. Ward
and colleagues (36), however, provided three management
or service delivery teams with a knowledge broker to help
them devise a plan to address a particular service delivery
or evaluation challenge. The knowledge broker aimed to
provide help and advice centered on information manage-
ment, linkage, and exchange and to enhance participants’
capacity to participate in knowledge exchange as theyworked
through their problem. Most programs applied training to
help participants use the research relevant to a particular
evidence-based practice that theywere seeking to have adopted
as policy (for example, Stark and colleagues [35]) or imple-
mented (for example, Glisson and colleagues [29] and Cham-
berlain and colleagues [38]). Feinberg and colleagues (37) went
further, providing “key leaders” from 21 communities in Penn-
sylvania with three multiday training sessions. These included
the provision of general information and skills related to pro-
gram implementation, monitoring, and evaluation, as well as
information specifically relevant to the Communities That Care
program that was about to be rolled out.

Research engagement actions. Increasing access to research
evidencewas a strategy employed by seven studies (31,33–38).
Studies sought to improve access to evidence related to a
particular evidence-based treatment, rather than to improve
skills in accessing research in general. Increasing the gener-
ation of new research or analyses by decision makers was
a strategy employed in the study by Driedger and colleagues
(32), in which data analysts and managers were taught to use
Global Information Systems software to analyze local data to
inform policy and program planning. The study by Feinberg
and colleagues (37) also included an element of this strategy,
providing training in monitoring or evaluation. Increasing the
interaction between decision makers and researchers was a
component of seven studies (17,31,33–35,37,38), again primarily
related to implementing a particular evidence-based practice.

Impact of Strategies to Increase the Use of Evidence
All of the studies identified used multiple strategies to increase
the use of evidence in mental health decision making and did
not report on them separately. Therefore, it is impossible to
highlight any one strategy as being effective. Further, most of
the studies identified either did not report outcome data
(34–36) or are still in progress (30,31,38). Luck and colleagues
(33) did not present formal outcome data; however, they
achieved the aim of their social marketing intervention in
having the TIDES (Translating Initiatives for Depression into
Effective Solutions) collaborative care model adopted by the
VeteransHealthAdministration. Driedger and colleagues (32)
reported increased mapping skills among most analysts and
some increase in the use of maps to support decision making.
As discussed below, however, the design used in this study
limited the strength of the conclusions that can be drawn.

Glisson and colleagues (29) conducted the largest andmost
complete intervention study involving decision makers at
a county level. They found that young people receiving mul-
tisystemic therapy in counties that also received the ARC
intervention moved into the nonclinical range of problem
behaviors more quickly than young people who received the
same therapy in non-ARC counties. Young people in the ARC
counties were also significantly less likely to be in out-of-
home placements at the 18-month follow-up. These findings
suggest that the multifaceted ARC approach, which includes
focus on the social context of organizations and the social
process of adopting innovations (that link to stimulating com-
munity support, stimulating better communication and rela-
tionships among stakeholders, increasing the extent to which
the organization and staff value research evidence, increasing
the extent to which staff have the knowledge and skills to use
evidence, and increasing the extent to which organizations
have the tools and systems needed to support research en-
gagement and use) may be of significant benefit in enhancing
the use of evidence and evidence-based practices.

Feinberg and colleagues (37) found modest evidence that
providing “key leader” training in prevention science prior to
implementation of Communities That Care in Pennsylvania
was associated with leaders’ expression of more positive per-
ceptions of the internal and external functioning of their co-
alition. There was also some evidence of an impact of training
on individual knowledge and attitudes, but no evidence was
found of an impact on perceived efficacy of Communities That
Care. This study was limited by the fact that outcome data
were collected two to four years after training and by the
researchers’ reliance on retrospective self-report data on
community readiness. Nevertheless, the study provides some
encouraging insights into the impact of wide-ranging pre-
implementation training on the functioning of coalitions.

DISCUSSION

Even though the use of evidence in the development ofmental
health policy and programs is becoming increasingly im-
portant to governments and decision makers internationally
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(4–7), the results of this study suggest that only a small
number of researchers in the mental health field have begun
to systematically investigate strategies that may increase the
use of evidence by decision makers, particularly in regard to
mental health policy and planning. Nine intervention studies
that touched on these issues were identified in our search.
Most employed case study designs, and many did not specify
outcomemeasures—or indeed the outcomes of the research—
reflecting the exploratory nature of much of the work to date.
Although a range of strategies to increase the use of evidence
in mental health decision making were noted, it is not yet
possible to draw strong conclusions about their efficacy.
These approaches differ markedly from the knowledge
translation strategies that have been adopted to increase the
use of research evidence in public health policy (28,45,46).

Few studies that tested the efficacy of interventions to
increase the use of evidence by decision makers were iden-
tified in this review. However, 55 papers that touched on the
use of evidence in mental health policy were found, sug-
gesting a growing interest in this area in the mental health
community. Many of the articles that we identified were
conceptual, whereas others provided descriptive accounts of
evidence use in decision making. Some described the imple-
mentation of major policy changes in mental health (for ex-
ample, the introduction of prescribing algorithms in Michigan
state mental health policy [47]), but the reports did not address
how or why evidence came to be used. Other papers, such as
those documenting the implementation of the Improving Ac-
cess to Psychological Therapies program in the United King-
dom (13,14), provided glimpses of how major evidence-based
initiatives came into being; however, these reports were in-
eligible for inclusion in this review because they did not de-
scribe interventions that actively involved decision makers.

There is a growing body of literature focused on the
implementation of evidence-based mental health programs
and treatments (including seven of the nine interventions that
we identified), but this interest has tended to be focused on
whatmay be considered the second stage of implementation—
getting clinicians to adopt a practice. Thus, as Wang and
colleagues (48) pointed out, little evidence currently exists in
regard to the factors that influence decisionmakers’ uptake of
evidence-based practices, arguably the first stage of imple-
mentation. It is worth noting that most of the implementation
interventions identified in this review involved collaborations
between service delivery organizations or government depart-
ments that typically operate in silos (for example, multisystemic
therapy, which requires multiagency teams to work together
[38]). It is perhaps because of the extra layers of complexity
inherent in engaging leaders from disparate areas that these
study teams have taken the time to specify the strategies they
used to help decisionmakers take up and implement evidence-
based practices. Furthermore, it should be noted that much of
the work of mental health decision makers is far broader in
scope than decisions in regard to the implementation of par-
ticular therapies. The results of this review suggest that as yet
few empirical attempts have been made to increase mental

health decision makers’ capacity to engage with research evi-
dence. The SPIRIT action framework (26; Redman S, Turner
T, Davies H, et al., unpublishedmanuscript, 2014) may provide
a useful starting point for researchers interested in pursuing
this line of inquiry.

All of the interventions identified in this review employed
multiple strategies outlined in the SPIRIT action framework
to increase the use of evidence in mental health decision
making. Most included an element focused on manipulating
the external factors that influence policy decisions. Two fo-
cused on stimulating community support (33,44). Increasing
communication and relationships among stakeholders was
a strategy employed inmost identified studies (17,31,33,34,38).
Strategies to improve communication included establishing
and facilitating steering committees and peer-to-peer net-
working and setting up multiagency teams. Improved com-
munication was a key strategy that facilitated the adoption of
evidence-based practices by decision makers, particularly in
the interventions described by Chamberlain and colleagues
(30,31,38) and Glisson and colleagues (17,29,40,43,44,49). As
discussed above, implementation of evidence-based practices
in these studies required active cooperation between various
government departments and service agencies—and in the
case of Chamberlain and colleagues (30,31,38), across teams of
counties.

Increasing the extent to which staff value research evi-
dence and increasing access to research evidence were
strategies employed by most of the interventions identified.
In contrast to the health–public health literature in which
strategies in these arenas have included activities such as
providing access to online repositories of systematic reviews
and summaries of research evidence targeted to decision
makers’ needs (23,24), the strategies identified in the mental
health field were predominantly geared toward educating
decision makers about the evidence for a particular evidence-
based treatment. This is consistent with the noted focus in the
mental health literature on implementing specific evidence-
based practices, rather than on attempting to create a culture
of greater evidence use among mental health decision makers
more generally.

Increasing staff skills and knowledge was another com-
monly employed strategy. For most of the studies identified,
this strategy was used to focus on increasing skills and knowl-
edge in regard to the implementation of a particular evidence-
based practice. One study, however, aimed at developing
general skills in the use of research (that is, using or inter-
preting spatial data) (32). This approach is more in line with
public health research in this area, where improving decision
makers’ critical appraisal skills in particular has been a com-
monly tested strategy (22,25). The work of Feinberg and col-
leagues (37) was also notable for including some general
monitoring and evaluation training.

Most of the above-mentioned studies described multi-
faceted interventions to increase the use of evidence inmental
health policy. The studies by Driedger and colleagues (32)
and Luck and colleagues (33), however, tested the efficacy
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of a specific strategy on evidence use. The explanatory power
of the study by Driedger and colleagues is limited by its case
study design; however, it nonetheless provided modest evi-
dence of an increase in spatial mapping skills among data
analysts and of some increase in the use of maps to support
decision making. The study by Luck and colleagues did not
report formal outcome measures but provided some support
for the effectiveness of a social marketing approach in having
an evidence-based collaborative care model adopted by the
Veterans Health Administration. This approach was geared to
the relevant segments of the audience and encompassed
a range of strategies, including stimulating community support,
improving communication among stakeholders, increasing the
extent to which research is valued, and increasing access to
research evidence.

Two studies were large-scale randomized controlled
trials designed to test different methods of implementing
complex evidence-based treatments. Glisson and colleagues
(17,29,43,44) tested the effectiveness of the ARC organizational
intervention in enhancing the implementation ofmultisystemic
therapy. They provided good evidence that the ARC’s focus on
addressing the social context of agencies was beneficial in en-
hancing the effectiveness with which multisystemic therapy
was implemented. The ARC intervention shows great promise
as a model that could be applied to enhance the implementa-
tion of particular treatments. It is likely that it could also be
effective in moving organizations toward a culture of evidence
use more generally, although this has not yet been explored.

The community development team model developed by
Chamberlain and colleagues (30,31,38,39,48) is currently being
rigorously tested in a large randomized trial. The results of this
study are likely to provide important new knowledge and
directions for those seeking to improve the implementation of
evidence-based practices, particularly in a cross-disciplinary,
cross-jurisdictional setting. The development of the Stages of
Implementation Completion measure (39) is also likely to ad-
vance knowledge and practice in implementationmore broadly.

The following caveats should be noted in regard to this
review. First, only articles published in English between 1995
and 2013 were within the scope of the review, and it is possible
that relevant work was published before or after this period or
in another language. Second, although we attempted to make
our search criteria broad and also scanned the reference lists of
relevant articles, we may have missed some relevant research,
especially articles published in the gray literature. In particular,
it is likely that some mental health intervention studies that
included a component related to increasing evidence use among
policy makers are not discoverable because this aspect of the
studywas not central enough to include in the keywords. This
reflects the fact that increasing the use of evidence in mental
health policy is still an emerging area of inquiry.

CONCLUSIONS

Few empirical studies designed to increase the use of re-
search evidence in mental health policy were identified, and

most of those we found focused on implementation. The
major evidence-based practices and treatments that have
been written into mental health policy by governments in-
ternationally suggest a growing appetite for evidence; how-
ever, a major gap between evidence and practice remains.
More systematic, scientifically rigorous attempts to increase
the use of evidence in mental health policy—or even to doc-
ument the process by which evidence is taken up in policy
development—are needed if substantial, lasting change is to be
made. Encouraging mental health decision makers to imple-
ment specific evidence-based practices is important work and
has clearly already begun. However, if major, overarching
changes are to be made to the mental health system, we
must go further. Developing and testing strategies to improve
mental health decision makers’ capacity to use research evi-
dence in policy making, and indeed their attitudes toward
research in general, are vital next steps. The SPIRIT action
framework provided a useful method for categorizing the
strategies used in the identified interventions and may help
guide future work in developing and implementing strate-
gies to increase the use of research evidence in mental
health policy.
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