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Abstract

Background

Evidence-based practice (EBP) is a commonly adopted framework for guiding health
professionals’ clinical decision-making, urging the incorporation of scientific evidence,
patient preferences and clinical expertise. There are many barriers to EBP, and the
mainstream research processes underpinning it are not infallible. Notably, traditional
approaches to EBP seldom apply an equity lens, which risks perpetuating harmful practices

and inequities.

Aims

The primary aim of the thesis is to draw together seven prior publications and explicate their
role in enhancing research processes, to facilitate EBP. Simultaneously, it aims to

demonstrate how these enhancements can support an equity-oriented EBP.

Methods

Responding to research questions which connect the seven publications and guide this thesis,
a grounded theory approach is applied to produce a critical synthesis. Collaborative research
priority-setting projects and leveraging of routinely collected data are explored with regards

to their capacity to facilitate EBP.



Findings

The grounded theory highlights that avenues for dialogue between EBP stakeholders may
promote the production of meaningful (and equity-oriented) evidence more suited to transfer
into practice. The seven studies present two such avenues: (1) co-producing research agendas
with those with lived experience of a clinical need, to ensure clinical evidence gaps are filled
and (2) leveraging practice-based, routinely collected data, to augment and supplement

traditional research approaches, and optimise their relevance for practice.

Discussion

Systemically embedding dialogic pathways (including co-produced research priorities and
use of routinely collected data) between EBP stakeholders is proposed to enhance research
and facilitate EBP. This work highlights a new concept: Equity-oriented Dialogic Evidence-
Based Praxis (ED-EBP). A radical shift in existing dynamics between researchers,
practitioners and service users is required, to collaboratively create evidence that is equity-
oriented, and suitable for practice. Further work is required to scrutinise how dialogic

pathways can be embedded, and the challenges to doing so mitigated.
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1. Introduction

1.1. Overview

This thesis begins with an introduction to the evidence-based practice (EBP) framework,
including key concepts, associated challenges, corresponding solutions, and a summary of
contemporary critical debates. Knowledge and understanding of EBP is then applied in the
field of speech and language therapy (SLT), providing ample context for the seven peer-
reviewed papers which form this PhD by prior publication. Thesis-level, retrospective
research questions are outlined, followed by a synopsis of the papers. A critical evaluation of
the methodologies applied throughout each is subsequently provided. A grounded theory-
informed synthesis of the papers in response to the research questions follows, highlighting
novel insights and their implications. The limitations are discussed, which is followed by a
conclusion reinforcing the contribution to the field. Critical learning insights from my

research career are interwoven throughout the thesis.

1.2. The Evidence-Based Practice Framework

Evidence-based practice (EBP) is a widely adopted framework in Western/ised health care
guiding practitioners’ decision-making, centred on achieving optimum outcomes for the
individuals in which they are supporting (Dusin, Melanson and Mische-Lawson, 2023). EBP
has evolved from evidence-based medicine (EBM), a concept put forth by medical scholars
largely in the 1960s, though has had a series of re-conceptualisations since (see Smith and
Rennie, 2014, for an oral history). Though used synonymously with EBM, in this thesis I

refer solely to EBP, aligning with its focus on health rather than medicine. I use EBP to



10

describe both the concept, and its application— being the actions taken by a practitioner that

are considered optimal for individuals in their care.

EBP is seated in positivistic epistemology— the valuing of objective and quantifiable data
(Park, Konge and Artino, 2020)— being developed from Western and European medicine and
associated worldviews, which emphasise that treatment decisions should be guided strictly by
what systematic evaluations of the best available evidence shows to be most effective
(Guyatt, 1991; Chalmers, Dickersin and Chalmers, 1992). Publications in the 1990s
attempted to extend this view of EBP, to be more pragmatic and inclusive of other types of
evidence (Haynes et al., 1996, 1997; Sackett et al., 1996; Sackett, 1997). These led to the
most widely understood and adopted concept of EBP which necessitates integration of three
types of evidence (Straus et al., 2019). These three aspects of EBP are conceptualised
variously, as: a triad (Phillips, Vaarwerk and Morgan, 2022; Tringale et al., 2022), a triangle
(American Speech-Language-Hearing Association, no date), a three-fold Venn diagram
(Satterfield et al., 2009; Yonkaitis and Maughan, 2018) or as three pillars (Schlegl,
Ducournau and Ruof, 2017; Szajewska, 2018). In whichever way they are discussed, the
three components essentially refer to: (1) scientific evidence, (2) clinician expertise and (3)
preferences and priorities of the individual requiring healthcare and/or their family and carers
(collectively referred to herein as ‘service users’). I adopt the term pillars when referring to

these three components, throughout the thesis.

EBP remains central to clinical practice in the United Kingdom (UK) and beyond, across a
range of health professions. Regulatory and professional bodies worldwide stipulate the
application of EBP as a standard of proficiency (see, for example, in the context of speech
and language therapy: American Speech-Language-Hearing Association, 2005; Speech

Pathology Australia, 2021; Health and Care Professions Council, 2023). This widespread
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adoption of EBP as convention has served as a general proxy for agreement on its value, at
least in Western and European contexts. This is not without reason: there is evidence
demonstrating that enhancing EBP in health settings is linked to improved service user

outcomes (Connor et al., 2023)— undoubtedly the goal of health care.

1.3. Barriers to EBP: The Transfer of Evidence-to-Practice

Despite its hegemony, there are many debates about the impact of EBP. Much research has
been published on the barriers to EBP within and across health systems and professions
(Sadeghi-Bazargani, Tabrizi and Azami-Aghdash, 2014). This section explores key

challenges, with some proposed solutions, judged to be most pertinent to this thesis.

1.3.1. Favoured forms of evidence to inform practice

As EBP (underpinned by positivistic beliefs) encourages the use of “best available external
clinical evidence from systematic research” (Sackett et al., 1996, p.71) (henceforth, pillar one
of EBP), making judgements on research quality is fundamental. Traditionally, this has been
guided by the hierarchy of evidence (Burns, Rohrich and Chung, 2011) which ranks the
quality of quantitative research designs. Within this paradigm, randomised controlled trials
(RCTs) are hailed as being the highest quality, gold standard, form of clinical research due to
the controlled environments, low risk-of-bias and potential for uncontaminated causal
analysis, embedded within their design (Wallace et al., 2022). Without doubt, RCTs are
uniquely valuable in this regard. This section intends to illustrate the impact of an over-
favouring of RCTs, relative to other approaches, observed within common EBP discourse (for

an extended commentary, see Greenhalgh, Howick and Maskrey, 2014).
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Specifically, in relation to EBP, the hierarchy and championing of RCTs manifest their
influence through appraisal frameworks developed as aids for judging the quality of studies,
regarding their trustworthiness for informing practice. For example, the GRADE (Grading of
Recommendations Assessment, Development, and Evaluation) framework (Guyatt, Oxman,
Kunz, et al., 2008; Guyatt, Oxman, Vist, et al., 2008)— a globally-adopted approach guiding
the development of clinical practice guidelines, including by the World Health Organisation
(WHO) (Elias et al., 2013; De Leo, Bloxsome and Bayes, 2023; National Institute for Health
and Care Excellence, 2024)— by default, initially credits any RCTs with providing quality
evidence with the utmost confidence. This signifies a widespread, often uncritical, acceptance
of RCTs as the pinnacle of evidence to inform practice. Within the traditional hierarchies,
other quantitative research designs are positioned lower down, and neither qualitative nor

mixed-methods research are acknowledged.

Medicine and certain areas of health care may be arguably well-suited to being guided by
RCTs— surgical protocols and drug efficacy represent two areas where interventional
protocols and outcomes are usually well-defined and controlled, enabling causal
understanding through seemingly meaningful RCTs. Optimising the chance of an
‘uncontaminated’ study, RCTs typically seek to systematically remove or reduce the effects of
extraneous variables which may contribute to effects of intervention through stringent
sampling criteria or by applying statistical adjustments to examine singular outcomes
(Wallace et al., 2022). Other areas of health care do not have such neat parameters. In
particular, therapeutic and rehabilitative contexts involve interventions which are complex
and foundationally relational, where participants are highly heterogeneous with a range of
interpersonal factors that may relate to intervention outcomes, which may vary between

individuals (Davies, 2022). This natural complexity often conflicts with the goals of RCTs,
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where it is simply not possible to always attribute causal effect (Schmitz and Meyer-Feil,
2024). Regarding speech and language therapy interventions specifically (the practice of
which is elaborated on later in this thesis), scholars have previously argued that the
imperative to focus on the RCTs in this field is misguided for these reasons: they offer little
value when therapies are often ill-defined, and population groups not clearly understood

(Carding and Hillman, 2001; Pring, 2004).

Positively, there has been a growing acknowledgement of the value of qualitative research in
recent decades. For example, more inclusive hierarchies have been posed (Daly et al., 2007),
and a GRADE framework for qualitative research has been published (Lewin et al., 2018).
Wang et al., (2020) evidences the impact of this shift, identifying that eighty-six percent of
clinical guidelines published between 2011 and 2020 used qualitative research to support
their recommendations. Other methodological alternatives to understanding the effectiveness
of care approaches, which somewhat counter the traditional philosophies, have gained
legitimacy. An example is critical realist evaluations, which examine outcomes from an
implemented programme, in association with the processes and contexts involved in doing so
(Mukumbang, De Souza and Eastwood, 2023). Typical critical realist evaluations lead to a
programme theory, which explicate the conditions in which the intervention may or may not
be successful, providing information invaluable for EBP (Greenhalgh and Manzano, 2022;
Renmans and Castellano Pleguezuelo, 2023). This approach directly responds to the
challenge of healthcare complexity, which RCTs largely fail to do (Porter and O’Halloran,

2012).

To re-iterate, it is not the value of RCTs directly that is challenged here, rather, the impact of
an over-emphasis on this singular form of evidence in facilitating EBP, which— as is

explored— are not, infallible. Further emphasising the growing contentions with RCT
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idolisation, scholars are publishing critiques challenging their standing (Stone and Pocock,
2010; Steen and Dager, 2013; Kostis and Dobrzynski, 2020), as well as highlighting ethical,
statistical and clinical concerns regarding them (Ahuja, 2019; Gerstman, 2023). Despite these
forms of resistance, there is moderate evidence that the discourse hailing RCTs being the
‘gold standard’ form of evidence for EBP persists (Hariton and Locascio, 2018; Wallace et
al., 2022; Braga et al., 2025), with their undertaking ever-increasing (Vinkers et al., 2021).

Thus, the strength of the RCT hegemony appears substantial.

The specific critique of RCTs most relevant to this thesis, is their limited external validity,
which has significant ramifications of the transferability of research to practice. Commentary
on how external validity relates to research transfer is not new, yet it remains, emphasising a
long-standing, unresolved contention (Rothwell, 2005; Eldridge et al., 2008; George, 2024).
In particular, the representativeness of RCT samples of real-world populations is questionable
(Kennedy-Martin et al., 2015; Tan et al., 2022). Many studies expose how population groups
are often missing, including: those who are minority ethnic (Turner et al., 2022), women and
marginalised genders (Burgess et al., 2025), and older people and more medically complex
individuals (He, Morales and Guthrie, 2020). Overly strict inclusion and exclusion criteria
may be a root cause. [llustrating the issue, Taipale et al., (2022) applied commonly-used RCT
eligibility criteria for participants with schizophrenia to a real-world dataset of patients. The
study highlighted that a typical RCT sample would likely only represent one-fifth of this
population, and that those who were excluded were most likely to be in greater need of
support. Resultantly, RCT evidence about effective interventions, derived from highly invalid
samples, renders itself obsolete for application in practice in many instances. Furthermore,
often-cited barriers to research-to-practice transfer relate to mismatches between health care

capabilities and culture, staff availability, and adequacy of facilities compared to what is
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provided in a clinical trial context (Jabonete and Roxas, 2022; Smith and Johnson, 2023).
Thus again, in significant ways, RCTs fail to provide evidence to truly support EBP, arising
from significant challenges in replicating treatment or therapy regimes identified as effective,

in the real world.

To summarise, despite incremental movements, the hegemony of RCTs as the best evidence
for EBP has not only likely played a role in distorting attitudes towards recognising and
valuing other forms of evidence, paradoxically it has created hurdles to achieving EBP itself.
Primarily, the over-privileging of RCTs had led to mass creation of evidence with magnitudes
of difference to real-world clinical needs, which that cannot be translated into practice. It is
perhaps unsurprising that the transfer of research-to-practice is often cited as taking seventeen
years (Green, 2008; Morris, Wooding and Grant, 2011), by which point, its relevance may be
questioned. These challenges signal potentially fundamental issues in the ways in which

research is produced, which need addressing, to optimise EBP.

1.3.2. Innovations to aid research-to-practice transfer

One approach aimed at aiding research-to-practice transfer is producing ‘evidence-based’
practice guidelines. Typically, practice guidelines are produced by an appointed panel of
clinical and research experts, and comprise recommendations for practice, which are the
result of a synthesis and critical appraisal of scientific evidence (De Leo, Bloxsome and
Bayes, 2023). The intention is to facilitate EBP by performing the complex tasks a
practitioner may otherwise need to do, i.e. locate, read, appraise and synthesise research in a
given clinical area (Greenhalgh, 2019). However, the literature reveals profound challenges
in implementing practice guidelines, including the substantial amount of work required to

disseminate them, the capacities to educate the workforce about them, and services’



16

capabilities to drive change (Davis and Taylor-Vaisey, 1997; Francke et al., 2008; Pereira et
al.,2022; Wang et al., 2023). Thus, while unarguably valuable, practice guidelines alone do

not seem to wholly support the transfer of research-to-practice, and thus EBP.

Other innovations aimed at bolstering research-to-practice transfer are the emerging fields of
implementation science and knowledge translation or mobilisation theory. These are new and
related concepts, dedicated to closing the gap between research and practice (Rycroft-Malone
et al., 2015; Douglas and Burshnic, 2019; Wensing and Grol, 2019; Minogue et al., 2021,
Zullig et al., 2024). Knowledge translation and mobilisation theory broadly relate to the
systematic consideration of contextual factors (such as local capabilities) and stakeholders
involved (such as service users, clinicians, managers and policy-makers) when implementing
a piece of research, which facilitate its tailoring for use in practice (Straus, Tetroe and
Graham, 2009; Rycroft-Malone et al., 2015). Implementation science instead places greater
focus on interventions within trial methodology, which embed evaluations of practice-related
concerns such as adoptability, implementability and sustainability (Bauer and Kirchner, 2020;
Zullig et al., 2024; Reardon et al., 2025). However, these fields are not without critique:
Westerlund, Nilsen and Sundberg (2019) comment on the “Research-Practice Gap Paradox”
(p. 332), describing how these emerging fields create new layers of more research that still
remains too distant from practice. Thus, the feasibility of EBP is once more challenged and

again, whilst valuable, these solutions alone do not appear to solve the problem.

1.3.3. Widening the scope of intervention

Notably, the challenges and solutions outlined above concentrate on issues associated closely
with pillar one of EBP (scientific evidence), and despite targeted solutions being proposed,

EBP remains a challenge. Based on the arguments given, it is fair to surmise that
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interventions targeting research-to-practice transfer from pillar one alone are not sufficient to
facilitate EBP. Notably, there is scope to broaden the strategy. An alternative is to consider
whether EBP — and the production of meaningful evidence for practice— could be

facilitated instead by the other two pillars.

This thesis puts forth that utilising evidence from clinical practice (pillar two) and service
users (pillar three) to tactfully and powerfully influence the production of research (pillar
one), can lead to creation of more impactful and relevant evidence which can more

seamlessly be applied to practice. This idea forms the basis of this thesis; the three pillars

will be referred to and revisited throughout.

1.4. Ciritical Debates and Contemporary Perspectives on EBP

In recent years, there has been a much-needed recognition by society broadly about the
various ways in which inequities are produced, including in health, care and research, and
thus, EBP. Whilst it is beyond the scope of this thesis to explore these all in detail, this
section attempts to introduce some key considerations and explore their implications for EBP.
Here, I have adopted the phrase/s process/es of inequity to capture singular and collective
‘ways’ in which inequity may be produced by the existing conventions related to health, care,
research, and EBP. Specifically, this includes the examination of methodological privileging
in health research, the application of historical models of disease, and their consequences in

relation to global health and inequity. These are discussed in turn, below.
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1.4.1. Methodological privileging in health research

As introduced earlier, there is a pervading legacy of Eurocentric and Western positivistic
worldviews and their associated methodologies in clinical research— and thus EBP— and
this has been associated with sustaining harmful inequities. Central to this argument is the
often-uncritical acceptance that evidence arising from empirical research entrenched in these
paradigms equates to truth; simultaneously, other traditional, cultural, spiritual, or otherwise,
forms of knowledge are regarded as illegitimate (Lim, 2025). Disrupting this status quo and
adopting radically different approaches to health research has been identified as a vital task
for society (Lucero, 2011; Hussain et al., 2023; Ramani, Whyle and Kagwanja, 2023). In this
context, epistemological and methodological privileging can be argued as a process of

inequity, with direct associations with EBP.

One response to this has been greater emphasis on the use of decolonising methodologies,
which embody approaches to knowledge creation which resist the dominating research
principles and the forms of knowledge produced by adhering to them (Tuhiwai Smith, 2021).
Rather, the importance is on empowering indigenous peoples (or other oppressed groups) to
set agendas and establish methodologies which incorporate their worldviews, and social and
cultural protocols (Russell-Mundine, 2012; Tuhiwai Smith, 2021). Typically, these utilise
more qualitative and participatory approaches, and stress the value of experiential knowledge
(Omodan and Dastile, 2023). Decolonising methodologies thereby oppose traditional
perspectives on what constitutes quality evidence for EBP. Embracing these approaches are
considered essential for equity-oriented health research (Ramani, Whyle and Kagwanja,
2023). Yet, I have found little evidence of discussions explicitly associating decolonising
methodologies with EBP, with the exception of some emergent reports from the Australian

context (Luke et al., 2022).
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Further rejecting the methodological privileging underpinned by positivism, is the pursuit of
epistemological pluralism, that is, appreciating and acknowledging varied forms of
understanding the world (see Kirmayer, 2012, for an examination of pluralism in EBP).
Valuing lived experience and associated knowledge is one facilitator of this. The “nothing
about us, without us” (Charlton, 1998, p.16) disability justice movement from the 1990s has
significantly contributed to these efforts. Evidence of the movement’s success in the UK at
least, is that health services and research are expected to be designed and produced with the
individuals who seek to benefit from them, broadly captured as ‘patient and public
involvement’ (PPI) (National Institute for Health and Care Research, 2024). These debates
raise important considerations regarding influences and interactions between scientific
evidence (pillar one) and service user preferences (pillar two), which are not discussed in the

traditional conceptualisations of EBP.

1.4.2. Models of disease, disability and identity

Conceptual frameworks of disease and disability underpin health care research and practice,
including treatments and therapies. Below, I discuss how these have been more critically
considered, and how such frameworks have the potential to be a process of inequity, with

implications for EBP.

1.4.2.1. The biomedical model, rooted in positivistic worldviews

The biomedical model of disease and disability is premised on ill-health or disability being a
pathology, i.e. a characteristic that represents a divergence from a physiological and
psychological norm (Larson, 1999). From this purview, disease and disability are

impairments or deficits in need of remedying (Zaks, 2024) and represent an absence of
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“bodily perfection” (Barnes, 1996, p. 24) describing the non-impaired or non-disabled body.
Though there has been shifts in practice (and research) towards understanding disease more
holistically— vis-a-vis the ‘bio-psycho-social’ framework encapsulated in the WHO’s
International Classification of Functioning (World Health Organisation, 2007)— it can be
argued that conventional research paradigms (and thus EBP) are still largely rooted in the

biomedical framing, explained herein.

Aligning with its central tenets, the biomedical model carries positivistic undertones with its
focus on control, decontamination, classification, systematisation and objective measurement
of characteristics, clinical manifestations or behaviours, and evaluations of the effectiveness
of interventions unto them (Park, Konge and Artino, 2020). In practice, this manifests
through ‘evidence-based’ tools such as standardised tests, where an individual’s
characteristics or aptitude are measured and compared to a control (read, normal) group.
Often, the results of such tests guide treatment decisions, where a reduction in the prevalence
of symptoms, to align with the norm, becomes the target (Nair, Farah and Cushing, 2023).
Whilst undisputedly valuable in many clinical areas (e.g. measuring levels of cell types
before and after a treatment to see if a cancer has been eradicated, i.e. returning to normal
levels), unselective application of this framing may be rendered amoral and unethical: likely
the most significant illustration of this point is the pathologisation of non-heterosexuality
(Spurlin, 2023). Given the direct association between models of disease and disability, with

treatment and therapy decisions, their use remains critical when considering EBP.

1.4.2.2.  Alternatives to the biomedical model

Critical disability studies offer alternatives to the biomedical, positivistic models and their

implications for EBP; the neurodiversity paradigm and associated field of study serve as a
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good illustration. Neurodiversity (I choose to attribute the original coinage to the online
community of autistic people, as reported in Botha et al., 2024) describes the existence of
natural variation in neurological composition, where individuals’ neurotypes are considered
simply as different to one another. To use a common example, through this lens, someone
diagnosed with autistic spectrum disorder (within the biomedical framework) is, rather,
understood as an individual with their own unique neurotype. Opposing mainstream views,
the paradigm rejects that difference equates to disorder or deficit (Rosqvist, Chown and
Stenning, 2020). That said, the associated framing of neurodivergent, popularised by the
paradigm, paradoxically implies some positioning away from a cultural construction of

normal, and as such requires further theorisation (Stenning and Rosqvist, 2021).

Research and practice undertaken through the commonly-termed neurodiversity-affirming
lens is emerging (Najeeb and Quadt, 2024; Zaks, 2025). Indicative evidence suggests that this
framing influences equity-oriented research: Bottini et al. (2024) found that autism research
which used neurodiversity-affirming language was more likely than research that does not
use it to be focused on issues related to diversity, equity and inclusion. Thus, the
neurodiversity paradigm highlights how, when changes to our conceptualisations of disability

and disease are made, equity-oriented research and EBP may be more likely.

1.4.2.3.  Intersectionality and its application in EBP

In parallel to the emergent reframing of disease and disability, the application of
intersectionality theory (Crenshaw, 1991) has gained traction in health care practice and
research (Green, Evans and Subramanian, 2017; Homan, Brown and King, 2021; Qureshi et
al., 2022; Sabatello et al., 2023). Intersectionality, a sociological perspective, emphasises

one’s requirement to understand individuals and their experiences, vis-a-vis the various and
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intersecting identities they may hold. Importantly, this is within the context of the relative and
cultural-specific levels of oppression, disadvantage and power imbalances produced and
sustained by mainstream society, and thus a valuable tool to examine processes of inequity

(Kapilashrami and Hankivsky, 2018; Scottish Government, 2022).

Applying intersectionality in EBP may have specific implications for how pillar three is
considered. Taking an intersectional approach would (in the least) require clinicians to
critically engage with the historic and contemporary socio-cultural-political processes that
may shape an individuals’ or a community’s engagement in health care, and their preferences
and priorities for treatment. Despite this clear application, I have been unable to locate

discourse that directly links intersectionality to EBP explicitly.

Stimulated by the health care experiences of Black women reported in Washington and
Randall (2023), a fictional scenario may help illustrate the point: a practitioner applying
intersectionality in their EBP would be cognizant of how historic and systemic racism,
targeted misogyny, generationally-transmitted mistrust and experiences of racism may shape
a Black woman’s decision to take a medicine— considered the best evidence by
predominantly White-male medical professionals— or not. Following such reflection, the
practitioner may adapt their approach in their clinical decision-making. Exploring clinical
expertise (pillar two) and scientific evidence (pillar one) through an intersectional lens may
also reveal further shortfalls, echoing the arguments above that the current models of EBP

may be too simplified to respond to these contemporary considerations.
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1.4.3. Health inequalities and the global health context

Applicability of EBP has been further critiqued through its links to health inequalities, arising
from the ineptitude of clinical research to have relevance for marginalised populations,
related to their exclusion from studies, and the generalisability of evidence to a global context
(Lee, Fitzpatrick and Baik, 2013). In particular, arguments against EBP have been made in
relation to its feasibility in lower-income, global majority contexts where clinical practice is
constrained by multiple other critical factors, particularly the lack of resources, which is the
most frequently identified barrier to implementing EBP (see Whitehorn et al., 2021 for a
review). For practice contexts where there is inadequate research that reflects feasible service
delivery models and resources, or where population health interventions are a higher priority
than individualised care, implementation of EBP is especially challenging (Yapa and
Birnighausen, 2018) and thus serves as a process of inequity. These issues emphasise the
need for greater socio-political, economic and cultural considerations to be embedded within

research design and EBP conceptualisations.

The concerns mentioned above resonate with the ‘10/90 gap’— which signals the
misallocation of health research spending globally, where less than 10% is spent on diseases
that account for 90% of the global disease burden— and goes some way to characterise issues
with global health research coverage (Global Forum for Health Research and World Health
Organization, 2002; Patel, 2007). Equity of access to evidence-based care must be dependent
on the availability of research undertaken in different contexts. Thus, where this is lacking,
EBP fails to be an adequate model for practice and implementing it therefore may contribute

to, rather than abate, health inequality.
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1.4.4. Course correction for a contemporary EBP

The implications of these processes of inequity and the associated shifts to address them
further highlight that EBP needs to be critically considered. The ways we approach, and
assign value to, evidence production processes, the fundamental models about health and ill-
health upon which research is premised, and the applicability of EBP to global health and its
associations with inequalities must be examined. EBP in its traditional form appears
inadequate in this contemporary context. The counter-concept of an equity-oriented EBP will
be revisited throughout this thesis, again through examinations of how interactions between

its three pillars, to enhance clinical research, can steer this agenda.

1.5. The Speech and Language Therapy (SLT) Context

Against the backdrop of the arguments made in health more broadly, this section introduces
the context of this thesis, which is speech and language therapy (SLT) and speech and
language therapists (SLTs). SLTs have professional expertise to assess and provide
interventions for individuals with speech, language, communication and swallowing
difficulties across the lifespan. SLT is recognised and regulated globally, although diversely,
but in many contexts EBP forms a central tenet of practice (e.g. see Health and Care
Professions Council, 2023). Nonetheless, issues pervade the application of EBP in SLT
(Dodd, 2007; Greenwell and Walsh, 2021; Hall-Mills et al., 2023). Various studies
specifically highlight barriers to EBP including a paucity of research relevant to the field,
challenges accessing research, education to understand research, and time and resource
restraints (O’Connor and Pettigrew, 2009; Foster et al., 2015; McCurtin and Clifford, 2015;

Greenwell and Walsh, 2021).
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Scholars have, in response, remodelled EBP for the profession. Dollaghan presents E°BP
(Dollaghan, 2007), an important distinction from EBP being its reframing of clinical
expertise not as a pillar, but as a central focus, replacing this pillar with “evidence internal to
clinical practice” (Dollaghan, 2007, p.2). Also unique to E*BP is a practical approach to
incorporating patient preferences (pillar three) with scientific evidence (pillar one): the
“Checklist for Appraising Evidence on Patient Preferences” (Dollaghan, 2007, p.128). Other
practical models that have been proposed include McCurtin, Murphy and Roddam's (2019)
Total Evidence and Knowledge Approach (TEKA). TEKA guides SLTs’ collation of
information (across all three pillars, recognising them as equally valid knowledge forms)
when making treatment decisions. These models, to some extent, address SLTs’ challenge of
putting less-than-ideal scientific evidence (pillar one) into practice (inherent in the traditional
EBP model) by widening focus to the evidence from pillars two (clinical expertise) and three

(service user preferences), and aiding integration of these distinct forms.

Yet, E°BP and TEKA do little to challenge the ways in which research evidence (pillar one) is
produced initially. Rather, their models place onus on the practitioner to compensate for its
shortcomings. Furthermore, these models are limited in addressing the equity-oriented issues
highlighted above. For example, TEKA maintains an emphasis on treatment efficacy and
treatment decisions, illustrating its proximity to the biomedical model. E’BP is conceptually
narrow regarding patient preferences, being those on a very individualised basis,
unacknowledging of the implications of any wider social and institutional processes at play.
Neither model attends to how their EBP might be enacted if there is no research relevant for a

given national context or population.

Recent modifications to SLT EBP have emerged which more successfully address these

contemporary critiques. As articulated in Box 1, a critical learning incident from my role as
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an educator of SLT has been pivotal to my own re-evaluation of EBP in this regard. Though
not alluding to EBP specifically, Abrahams et al. (2019) present an exploration of SLT
professionalism in the context of South Africa, where the legacies of apartheid and
colonialism persist. In their discussion, professionalism is closely associated with how
knowledge is produced and recognised, and hence directly relevant to EBP. The authors
explicitly highlight the Eurocentricity of the profession and associate its reliance on positivist
science as evidence of its colonial nature. In so doing, they propose alternative frameworks to
guide practice. Prominently, this emphasises closer criticality of research in relation to socio-
cultural-political contexts and structures, and a shift away from individualised practice
towards a population health approach. In subsequent works, this discourse is furthered,
explicating the need for a radical change in the profession’s “value system”, which may be
achieved via epistemological and ideological shifts resisting the “traditional framing” of

research and practice (Abrahams et al., 2023, p.6) — thus directly resonating with EBP.

Box 1. Critical learning insight (1)

As an educator for pre-registration SLT students— leading and teaching
modules related to EBP— my interactions with students have provided

profound learning moments which have shaped this thesis.

I have become increasingly critical of the adequacy of what I understood to
‘be’ EBP, through inquisitive learners’ questions. As a facilitator of
transformative enquiry (Khedkar and Nair, 2016), students are invited to
interrogate and reflect on taught content. They raised a fundamental

question to me: if, as SLTs, we are expected to put research into practice,
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but the research is often biased toward benefiting already-privileged
populations, are we being complicit in perpetuating health inequities? I felt

honoured to witness the future professions’ critical and holistic enquiry.

Their reflections resonated with the increasing conflict I was experiencing
as a professional: upholding principles of EBP, as expected of me, but also
with a gnawing understanding of the inadequacy of much of the research in
the field. The students’ enquiry provided legitimacy for me to consider
innovations in the conceptualisation of EBP, that align more with social

justice.

The debates about research and EBP that I have had with my students have
left me with increased confidence in pursuing this thesis through the lens of
equity, reaffirming the need for a close examination of how research is

produced and translated in practice, which values equity and inclusion.

More specifically in relation to EBP, Khamis-Dakwar and Randazzo (2021) propose a model
for EBP which “is integrated with culturally responsive practice through all three pillars”
(p.141). In harmony with E’BP, TEKA and Abraham and colleagues’ arguments, they urge for
greater plurality among and wider scope of each EBP pillar. For Khamis-Dakwar and
Randazzo, this includes: (1) equal valuing of qualitative and quantitative research in pillar
one, (2) reframing pillar two (clinician expertise) as practice-based evidence, which includes
practice-based data, (3) incorporating meso- and macro- factors that contribute to service user
preferences and priorities in pillar three (such as community-level norms and expectations, or

global-level influences, like home nation precarity or violence).
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Overall, this model seems to best align with conventional understandings and responds to the
equity considerations. Yet, some limitations remain. Though Khamis-Dakwar and Randazzo
argue for more equal recognition of methodologies, it still fails to address the inherent
shortcomings of conventional clinical research approaches. Its comprehensiveness may also
be its downfall. Despite presenting the pillars as overlapping, the authors do not explicate the
nature of how they interact or illustrate how to integrate them. Given that the other models
(E*BP and TEKA) emphasised practical guidance for practitioners on how to approach
integration of three, more simplistic pillars, one might argue that the number of factors to be
considered in Khamis-Dakwar and Randazzo’s model makes this process even more
challenging. Therefore, although seemingly improved from an equity perspective, this model
still maintains reliance on traditional research production and inadequately explores its

practicality.

This thesis intends to address the shortcomings of the various EBP conceptualisations, by
outlining specific ways in which pillar one (scientific evidence) could be targeted by the
other two pillars, at the stage of evidence production rather than just at application, and
ultimately how equity-oriented EBP can be facilitated. Appendix 1 summarises the traditional
model of EBP (Appendix 1.1.), sites where modified versions and methodological
interventions aimed at enhancing EBP are located (Appendix 1.2.), as well as potential sites

for proposed novel interventions (Appendix 1.3), which this thesis explores further.

1.6. Knowledge Gaps in EBP: Context of Prior Publications

As this introduction has highlighted, conventional conceptualisations of EBP and its
application are associated with a myriad of challenges which remain largely unresolved.

There are knowledge gaps regarding:
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(1) Effective and practical solutions to overcome the documented challenges in the
production of meaningful evidence with greatest potential for research-to-practice

transfer, and thus, EBP

(2) How to reconcile EBP with contemporary, critical debates related to equity

Furthermore, to address SLTs’ typical challenge of applying often incompatible and varied
forms of evidence in their clinical decision-making, evidence production processes especially
need to be considered, though in association with evidence transfer processes. Importantly,
there is a gap in how to overcome both issues, in a way which does not place extensive onus
on practitioners to overcome the shortfalls of the evidence produced. Thus, there is much
reason to re-examine current approaches to and conventional processes involved in EBP and
reframe it for contemporary SLT practice. This thesis brings together seven previously
published papers which individually and collectively address these enduring research gaps,

which is further outlined below.

The primary way this is addressed is through the exploration and illustration of two specific
practical solutions to enhance clinical research and the production of meaningful evidence for
practice. The first approach to this is via collaborative research priority-setting projects.
These projects involve amplification of often-marginalised voices from pillar two (clinical
expertise) and pillar three (service user preferences) to articulate and prioritise research
topics to be addressed (traditionally ‘via’ pillar one). Collaborative research priority-setting
projects aim to directly mitigate the barrier to EBP in SLT regarding the paucity of relevant
and meaningful research that reflects SLTs’ real-world contexts and populations. Rather, these
projects intend to optimise EBP through directing the production of research on aspects that

can truly guide SLTs’ decisions, which also reflect service user priorities. The second
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approach is through systematic collection and exploration of practice-based routinely
collected data (RCD), which leverages clinical expertise (pillar two) to influence new
avenues of, and provide meaningful context for, scientific evidence (pillar one). By
informing on real-world populations and routinely implemented treatments, this approach can
promote production of research with real-world legitimacy. Use of RCD can similarly thereby
facilitate EBP, through prompting research which has much greater resonance with real-world

practice.

Further to this, a collective synthesis of all seven papers, using a grounded theory approach,
offers a critique of mainstream EBP and its underpinning processes. These concepts are
reconfigured to argue for a novel, critical, reframing of equity-oriented EBP which better
responds to the contemporary landscape of SLT, and considers a redistribution of

responsibility in evidence production processes.

1.7.  Ontological Shifts and Epistemological Positioning
This thesis is premised on the vitality of dialogue in evidence production and application
processes. My emphasis on this is inspired by ongoing discussions in decolonial theory,
especially more recent critical explorations of such theorising. Here, I provide a brief
reflection on the foundational shifts— both in my ontological and epistemological beliefs—
that underpin the process of my thesis building. As Moosavi (2023) indicates in his residual
thinking: “The purpose of decolonial reflexivity is... to revisit our analyses, theories,
concepts, research and teaching with a frankness that will enable us to build on existing
attempts to decolonise” (p.139). Pertinently, revisiting and critically reflecting on key shifts
in my world views during the course of producing this thesis, I seek to provide an account of
key junctures which have invoked cycles of dismantling (Schopf et al., 2025), reassembling

and self-repairing of my ontological and epistemological beliefs (Catala, 2025).
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This thesis culminates with an argument for dialogue in evidence (knowledge) production
processes in healthcare, as a central tenet for the realisation of epistemic pluralism and social
justice. This contrasts sharply with the dominant views perpetuated throughout my UK
education and training, where I came to regard the paradigm of positivism and its
assumptions as the only viewpoint which I could engage in sense-making (a wide-spread
experience— see Paton et al., 2020), in pursuit of a singular truth, with implications (as
introduced above) on my practice. As I began the works reported hereafter, particularly in
setting research priorities, the belief that there is one reality that can be measured and
identified as ‘the truth’ no longer fits with what I came to understand. I understood other
truths, which were complex, intertwined, and equally valid, catalysing an ontological shift in
my thinking. Paired with interpersonal shifts in my identity as neurodivergent, the conflict of
being an Other-er (as a researcher and a practitioner), an Other (as a service user or research
participant) and a DisOther (who is “problematically different’) (Kathard et al., 2004, p. 4)
catalysed further re-evaluation. Markedly, these junctures ensured I paid due attention to
emergent calls for a radical reimagining of theories of knowledge in health and research
(Ramani, Whyle and Kagwanja, 2023) and specifically, speech and language therapy (Pillay

et al., 2023; Nair, Brea and Yu, 2024).

Purposive engagement with social theory aided investigation of how my ontological shifts
were articulated with epistemological possibilities. I recognised that dialogue as a key
concept resonated with de- and post- colonial theory (see “decolonial dialogues” as in
Bhambra, 2014). The importance of dialogue was also highlighted in critical disability
approaches (see the adoption of Bakhtin’s dialogism in disability research, e.g. Mazher and
Kang, 2010; Teachman et al., 2018) and feminist epistemologies (see “dialogical

epistemology” as in Yuval-Davis, 2012). The cyclical process of (re)building my worldview
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through continued engagement with such theory, through dialogue, is both an imperative and

a privilege.

2. Thesis-level Research Questions

2.1. Primary Research Question

In what ways can clinical research be enhanced to facilitate EBP in SLT?

2.2.  Secondary Research Question

How can these enhancements to clinical research processes support equity-oriented EBP in

SLT?

2.3. Alignment of Publications with Research Questions

Table 1 (below) illustrates how the seven publications (papers a-g, outlined in Section 3) in
this thesis contribute to the primary research question by mapping each to one of two
strategies, which are explored hereafter. The primary and secondary research questions are
also addressed uniquely through the synthesis of these publications, provided later in the

thesis.
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Table 1.

In what ways can clinical
research be enhanced to
facilitate EBP in SLT?

Papers Strategy 1) Strategy 2)
Co-producing | Utilising
research routinely
priorities collected data

Paper a: ‘Research priorities to improve the
health of children and adults with dysphagia: a
National Institute of Health Research and Royal
College of Speech and Language Therapists
research priority setting partnership’
(Pagnamenta et al., 2022).

Paper b: ‘Research priorities relating to
communication and swallowing for people with
learning disabilities across the lifespan’ (Chadd et
al., 2022)

Paper c: ‘Editorial Perspective: Speaking up for
developmental language disorder — the top 10 X
priorities for research’ (Kulkarni et al., 2022)

Paper d: ‘Involving Individuals with
Developmental Language Disorder and their
Parents/Carers in Research Priority Setting’
(Chadd et al., 2020)

Paper e: ‘Outcome measurement in speech and
language therapy: a digital journey’ (Moyse et X
al., 2020)

Paper f: ‘Impact of COVID-19 on the Speech and
Language Therapy Profession and Their X
Patients’ (Chadd, Moyse and Enderby, 2021)

Paper g: ‘Operationalising routinely collected
patient data in research to further the pursuit of
social justice and health equity: a team-based
scoping review’ (Chadd et al., 2025)

Table 1. Alignment of papers with contribution to the primary research question.

3. Synopsis of Prior Publications

This synopsis of the prior publications has been presented in an order aiming to support the

coherence of the thesis and therefore do not follow a chronology.
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3.1. Paper a: ‘Research priorities to improve the health of children and adults
with dysphagia: a National Institute of Health Research and Royal College of
Speech and Language Therapists research priority setting partnership’

(Pagnamenta et al., 2022).

3.1.1. Summary of originality and research contribution

This study is the first in a series of collaborative research priority-setting projects for the SLT
profession in the UK, aiming to establish a research agenda for dysphagia (eating, drinking
and swallowing difficulties). The study culminates in prioritised lists of research questions for
further exploration, which were developed collaboratively by clinical experts (pillar two) and
service users with dysphagia (pillar three). This was the first national priority-setting project
on this topic, signalling its originality, and was conducted by the Royal College of Speech
and Language Therapists (RCSLT), where I became employed part way through the project.
The purpose of the research priorities was to encourage conduct of meaningful research (via
pillar one) that will facilitate EBP in dysphagia management, whilst illustrating the critical
roles of EBP pillars two (clinician expertise) and three (service user preferences) in doing so.
The study has been incorporated in the Global Report on Children with Developmental
Disabilities: From the Margins to the Mainstream (WHO and UNICEF, 2023). The work has
also informed National Institute of Health Research (NIHR) funding calls related to

dysphagia (National Institute for Health and Care Research, 2025a, 2025b).

3.1.2. Author’s contribution and learning

In this study, I held supporting roles in the project management and governance and worked

closely with a colleague on the descriptive analysis of the final survey. I made substantive
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contributions to the manuscript, including editing the paper, and creating many of the tables
and figures. The findings were interpreted collaboratively with a project steering group,
which I facilitated. In line with the substantive contributions, I am fourth author on this

publication. Our analysis informed the three ‘top ten’ lists of research priorities.

Pivotal learning from this study included my appreciation and recognition of the importance
of a well-considered recruitment strategy, survey design, and survey tool to optimise
engagement. We aimed to recruit participants from across stakeholder groups, including
service users, to the survey. It was distributed online and in paper form to maximise
engagement. However, our analysis revealed participation to be heavily skewed toward
healthcare professionals, with service users under-represented. On reflection, the recruitment
strategy and accessibility of the survey for service users were insufficient, implicating the
validity of the results, which may more truly represent the priorities of SLTs rather than
service users. From this experience, I identified two actions for the subsequent priority-
setting projects: 1) to create a comprehensive recruitment strategy for targeting service user
involvement in surveys, 2) to research and appraise survey approaches, formats and

platforms, to be more appealing and accessible.

3.2.  Paper b: ‘Research priorities relating to communication and swallowing for

people with learning disabilities across the lifespan’ (Chadd et al., 2022)’

3.2.1. Summary of originality and research contribution

This study served as the second RCSLT collaborative research priority-setting project
focusing on SLT related to individuals with a learning disability. Like paper a, this was

achieved by co-producing a prioritised list of research topics for further exploration with



36

practitioners and service users with lived experience of learning disabilities. This was also the
first national priority-setting project on this topic, signalling its originality. The purpose of the
research priorities remained the same as with paper a, aiming to produce research that will

facilitate EBP in learning disabilities.

3.2.2. Author’s contribution and learning

I am one of the two first co-authors, and corresponding author, on this paper, reflecting the
significant contribution I made to this study. My responsibilities were more advanced than in
paper a, and included leading the quantitative data design, collection and analysis, while also

supporting PPI activities, and sharing lead authorship of the paper.

Applying my learning from that described in paper a, I led the survey design, aiming to
optimise the validity of findings through better representation of our target populations in the
sample. I searched for and appraised survey tools, resulting in my selection of an interactive
platform for our data collection, which was a digital ‘card-sorting’ activity. This was
considered more accessible to stakeholders, including service users, than a survey and
received positive feedback from the project governance groups. This intervention had a
modest impact on the representation of survey participants who had non-professionals roles,

compared with the project described in paper a, with an increase to 10% from 6%.

Moreover, involvement in this study was instrumental in developing my knowledge and
application of the principles of PPI. Prior to this study, I had a basic, theoretical
understanding of what PPI was, but no experience in implementing activities. However, in
this study, which became an official test-bed for the UK Public Involvement Standards pilot

(UK Public Involvement Standards Development Partnership, 2018), I learnt much more and
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collaborated with the team to embed PPI. One aspect of this was the introduction of a novel
step in the priority-setting process: the ‘theme rating exercise’. This exercise was carried out
with people with learning disabilities, and served to leverage their influence on deciding the

research priorities.

3.3. Paper c: ‘Editorial Perspective: Speaking up for developmental language

disorder — the top 10 priorities for research’ (Kulkarni et al., 2022)

3.3.1. Summary of originality and research contribution

Following papers a and b, this study was the final in the series of the RCSLT collaborative
research priority-setting projects, which aimed to co-produce research priorities to promote
the production of research that will facilitate EBP, in this instance for the clinical area of

developmental language disorder (DLD).

3.3.2. Author’s contribution and learning

I am the second author on this publication, reflecting my substantial roles in this study, which
enabled me to advance my research experiences from papers a and b. This study provided
more opportunities for me to lead on the quantitative data collection and analysis. |
substantially shaped the research design by developing a triangulation protocol (reported
specifically in paper d and developed further from that reported in paper b) and provided

extensive support in the writing and editing of the manuscript.

Critical learning for me during the undertaking of this project was a significant shift in my

leadership responsibilities, particularly in relation to the research design. This process
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enabled me to begin developing my own identity as a clinical researcher through being given
greater scope to make decisions and judgements about our approach and being responsible
for its implementation. For example, for this study, I conducted an informal literature review
to collate recommendations on how to meaningfully engage children with communication
difficulties (pillar three) in the research, as well as learning more about participatory action
research (PAR) (Cornish et al., 2023). This research emphasised the idea of children as
researchers and how this approach can mitigate power imbalances and researcher/participant
effects (Thomas, 2017), but also how to empower members of a community (in this case,
SLTs, i.e. pillar two) to engage in the research process (described further in Methods section
4.1.2.). Bringing this learning to the team was fundamental in influencing the design of this
study. As a result, I consider that the research priorities identified in this project, compared to
those highlighted in paper a and b, to have a greater sense of authenticity and validity, having

been substantially shaped by service users.

3.4. Paper d: ‘Involving Individuals with Developmental Language Disorder and

their Parents/Carers in Research Priority Setting’ (Chadd et al., 2020)

3.4.1. Summary of originality and research contribution

This methodology paper more specifically describes the novel protocol I developed and
implemented to involve children with DLD, and their parents, in research priority-setting.
The protocol introduces two new stages into the conventional research priority-setting
approach, which helped privilege service user preferences (pillar three) in two ways: (1)
ensuring that only what is prioritised by service users is even considered by the other
stakeholders in the subsequent exercises, and (2) weighting the results to reflect the service

user preferences most significantly. These innovations, it is hoped, can contribute to the wider
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notions of involving children, or children with communication difficulties, in research as well
as service user voice in priority-setting more broadly. Notably, the paper is augmented by an

accompanying video tutorial on how to implement the protocol.

3.4.2. Author’s contribution and learning

I am first author of this study. In addition to leading the writing process, my main
contribution was helping to develop the PPI activity, including independently creating the
“data transformation process” (Chadd et al., 2020, p. 4). This process triangulates disparate
sets of quantitative ranking data to privilege the influence of service users (pillar three) over
professionals. The result of the process was that areas highly ranked by service users were
more heavily weighted, influencing their prioritisation. This paper was the first publication I
had led and acted as corresponding author, and as such was the first experience of navigating

the journal selection, submission and peer-review process.

The main challenge I experienced was developing resilience and reflexivity in responding to
reviewers’ comments. In the first round of comments, I found I was responding defensively to
feedback that identified a weakness, even if the reviewers provided reasonable, constructive
steps to improve it. Through talking to academic peers and mentors about ways of dealing
with reviewer comments, in the following review, I shifted my gaze to extract the advice and
constructive points. I collated these into a table, critically evaluated the suggestions, and
identified specific actions accordingly. I found this learning immensely beneficial in my
development as a researcher and is an approach I continue to take in my publishing
endeavours. I find that the strategy helps with the interpersonal aspects of peer-review,
through creating distance between the reviewers and self, which enables me to engage with

the points raised in a more measured way.
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3.5. Paper e: ‘Outcome measurement in speech and language therapy: a digital

journey’ (Moyse et al., 2020)

3.5.1. Summary of originality and research contribution

This paper outlines a co-production project between SLTs, software developers and
researchers resulting in the development of a national SLT data collection tool and database
(the ‘ROOT”), supported by the RCSLT. The ROOT captures practice-based routinely
collected data (RCD) about SLT provided to service users, their SLT-related difficulties, and
their outcomes following intervention. As such, RCD reflects pillar two of EBP, being a
quantified form of the application of clinical expertise. The ROOT remains to be the only
nationwide, therapy-specific RCD database in the UK, indicating its originality and wider
contribution. The expanse of the RCD collected via the ROOT has provided the RCSLT
substantial leverage for influencing further research, policy and clinical practice. The RCD
has been meaningfully exploited through several other pieces of research (Enderby and
Sutton, 2020; Crocker, Titterington and Tennyson, 2024; Yoshimatsu et al., 2024), and the
RCSLT frequently leverage it in awareness campaigns and policy influencing. These
examples signal the dynamic interactions across EBP pillars that are possible, specifically

between pillar two and pillar one.

3.5.2. Author’s contribution and learning

In this paper, I led two descriptive analyses of the practice-based routinely collected data
(RCD), which included the data extraction, analysis and interpretation. I also contributed
substantially to the writing, review and editing of the manuscript. My extended role in the

work presented in this paper, was supporting SLTs to engage with and contribute their RCD
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to the ROOT. This included facilitating the onboarding of SLT services and coordinating
development requests. I worked in the team when the project was in the early-mid stages and
therefore did not hold roles in its original design. As such, I am a co-author on this

publication, being third author, reflective of my contributions.

A crucial aspect of my learning on this project, and the associated activities described in the
paper, was understanding the principles and importance of co-design, and how to effectively
achieve this. I had an instrumental role in facilitating dialogue between SLTs and software
developers to improve the ROOT, ensuring it was fit-for-purpose. This typically involved
making sense of the SLTs’ requirements, understanding the modifications to the ROOT that
would be needed to achieve them, and liaising with the developers to ascertain their
feasibility. These experiences were essential to my development as a researcher, advancing
my collaboration and co-production skills as well as cementing the importance of
participatory design and action research. This learning was valuable to apply across other

pieces of research and going forward in my career.

My responsibility associated with this work increased over time; my role became centred on
utilising the RCD that was collected in the ROOT for producing new insights to inform EBP,
evidenced in the paper f, as well as other works (e.g. Chadd, Harding, et al., 2024). Now, I
serve as a member of the project Steering Group and sit on the specialist committee guiding

the use of ROOT RCD in research.
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3.6. Paper f: ‘Impact of COVID-19 on the Speech and Language Therapy

Profession and Their Patients’ (Chadd, Moyse and Enderby, 2021)

3.6.1. Summary of originality and research contribution

This paper presents a case of how RCD (pillar two) can be utilised in research as secondary
data to respond to urgent research needs and provide vital evidence to inform practice. The
context of this study is the COVID-19 pandemic, where conventional ‘scientific evidence’
(pillar one) processes were insufficient to produce required evidence to inform practice at
pace. The study reports a two-stage analysis of the impact of COVID-19 on the SLT
profession from the perspective of practitioners (via a survey) and through analysis of RCD
from the ROOT. As one of the first empirical studies on COVID-19 and SLT, the study was
highly original and contributed critical insights in a timely manner, spanning the topics of
workforce, service design, presentation of COVID-19 and effective COVID-19 management.
Focusing solely on the RCD component of this study, it serves as an example of how pillar
two (clinical expertise), as RCD, can create powerful evidence that was immediately useful
for EBP. It also highlighted research gaps, further signalling how pillar two can interact with
pillar one (scientific evidence). The research was cited in the RCSLT’s Written Evidence to
the House of Lords Integration of Primary and Community Care Select Committee Enquiry,
featuring in the Parliament Select Committee Publication (Royal College of Speech and

Language Therapists, 2023).

3.6.2. Author’s contribution and learning

I am first author on this publication and led on the RCD component. This involved setting the

research questions, conducting data extraction, its analysis and interpretation, in collaboration
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with the team. Furthermore, as first author, I led on the wider conceptualisation of the paper,
which brought together two separate but related components (a survey and RCD), ensuring

coherence.

The opportunity to contribute to the evidence base at a time of such uncertainty (COVID-19)
remains a significant learning point for me, and in completing this study my attention was
drawn exceptionally to the contention between practice-based RCD evidence (observational
in nature) and conventional scholarly attitudes towards this. Vis-a-vis the traditional hierarchy
of evidence, this study would likely be dismissed as having insufficient rigour to inform
practice. Yet, I was able to witness, through the professional community, the value of having
this research. The study, for the first time, highlighted the role SLTs have in improving
outcomes for people with COVID-19. This real-world evidence could be used to support
practice individually, but potentially also to inform service configuration in an
unprecedentedly stressed and stretched health care landscape. Understanding that
conventional research processes could not have achieved this was profound and highlighted
the unique position of RCD in evidence production. Furthermore, through tracking the
citations of this paper, I continue to appreciate its impact in relation to international research,
as the context of the study has enabled and supported several cross-cultural and cross-context

comparisons (Aueworakhunanan et al., 2024; DeSouza et al., 2024; Ensafi et al., 2024).
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3.7.  Paper g: ‘Operationalising routinely collected patient data in research to
further the pursuit of social justice and health equity: a team-based scoping

review’ (Chadd et al., 2025)

3.7.1. Summary of originality and research contribution

This paper reports on a scoping review which maps studies that utilise practice-based
routinely collected data (RCD) — a quantified form of clinical expertise (pillar two) - and the
extent to which this form of evidence can address issues of social justice. It is the first study
that brings these often-disparate concepts together. It contributes a novel and original
synthesis of recommendations that challenge common paradigms of ‘scientific evidence’
(pillar one) vis-a-vis clinical evidence (pillar two) to support a greater focus on socially-just
and equity-oriented EBP. The protocol for this scoping review was also published (Chadd,

Caute, et al., 2024).

3.7.2. Author’s contribution and learning

I independently led this work, including conceptualisation and design of the study, research
team composition, data collection, analysis, synthesis and the write-up. I conceived of this
project whilst considering this thesis, where I designed it to bring together some of my
emerging thoughts around conventional research paradigms and the potential for greater
influence of RCD and expertise (pillar two) in EBP. Furthermore, it served to address my
growing (and gnawing) desire to pay due attention to equity- and social justice- related

concerns with EBP, and the profession and institution of which I was a part.
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This study also provided an opportunity to apply learning from my earlier experiences. For
example, when working with the ROOT database (papers e and f), I came to appreciate how
quickly RCD can amass, but the meaningfulness of its analysis is influenced most by what
data variables it contains, rather than volume. In this paper, I was curious to see what data
was collected in RCD systems elsewhere, but particularly whether variables which could
examine health inequities were incorporated. The study also provided a crucial opportunity
for me to fully research methodological approaches to literature reviewing, build a team
around me and design and lead a project through its lifetime, accordingly. As such, it was

pivotal in my development as an independent researcher.

Prior to this project, I had contributed to a scoping review by screening papers and extracting
data (see Gréaux et al., 2025) and so, I had an elementary understanding of the methods.
However, leading on this project gave me the opportunity to advance my knowledge of and
skills in literature reviewing, including selecting the type of, and methods for, conducting
one, which I achieved through careful research. This process enabled me to not only learn
more about different review approaches, but also to develop my critical appraisal skills,
aiding selection of the appropriate methodology. Since completing this work, I have been
able to leverage this learning in my role as an educator, where I teach students about scoping
review methodology, run group tutorials on its application, and supervise dissertations of
students who choose to complete one. I am also currently supporting several students to

publish their reviews.

4. Methods

The seven published works represent a range of methodologies and methods, which are

detailed in the papers themselves and are therefore not duplicated here. Rather, this section
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provides a critical discussion of the approaches taken and explores how the methods within
each study collectively respond to the thesis-level research questions. This is discussed in two
sections, the first addressing the collaborative research priority-setting projects (papers a-d)

and the second, the papers discussing utilisation of RCD (papers e-g).

4.1. Collaborative Research Priority-Setting Projects: Papers a-d

The methodology applied in these projects was based on the James Lind Alliance (JLA)
approach to partnership-led research priority-setting, which has been developed with and
endorsed by the NIHR in the UK, though is applied globally (Partridge and Scadding, 2004;
Petit-Zeman, Firkins and Scadding, 2010; James Lind Alliance, 2024). The JLA guidebook
details the approach, which ultimately seeks to establish consensus on the most pressing
research questions in a given area (James Lind Alliance, 2024). Distinctly, though the
guidebook outlines core principles of involvement, inclusivity and transparency, it lacks
discussion of its theoretical or methodological underpinning. Based on the JLA’s aims to
tackle real-world problems, and its principles of inclusive collaboration, it could justifiably be
described as a form of action research (Bradbury, 2015). Yet, despite its increasing popularity
(Nygaard et al., 2019) and its endorsement by NIHR over other priority-setting
methodologies (Yoshida, 2015), there appears to be a paucity of investigations into how it
compares, and its methodological validity. Moreover, there are significant and well-
documented challenges to carrying out the JLA approach, which predominantly relate to
barriers to ensuring meaningfulness and relevance of the content for diverse service users

(see e.g. Madden and Morley, 2016; Jongsma and Milota, 2022).

These challenges resonate with experiences of the projects outlined in papers a-d, where,

despite concerted efforts to minimise over-representation and disproportionate influence of
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clinical experts (pillar two) relative to service users (pillar three), challenges persisted, which
may arguably question the validity of the findings. Nonetheless, over the series of the three
projects in papers a-c and the methods described in paper d, the methodology evolved to
specifically address this challenge, in three key ways: 1) by involving more service users, 2)
by increasing the influence of service users and 3) use of communication-accessible methods
to optimise validity. Box 2 illustrates some of the critical learning I experienced throughout

the process.

Box 2. Critical learning insight (2)

The process of continually improving the methodology we used throughout
these projects represented a critical personal learning experience as I

progressed in my research career.

In paper a, I felt proud to be contributing to a study that involved service
users, especially in writing the paper. Whilst still a meaningful
achievement, as we moved into the learning disabilities project (paper b), 1
was prompted to reflect much more critically on whose voices were
represented and importantly whose voices were absent within this. Personal
and communication ability privileges of the dysphagic service users came
into sharp focus when planning the PPI activities for adults with learning

disabilities.

Learning the life stories of the service users involved in paper a highlighted

that most were in some respect already linked to healthcare professionally
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(e.g. former staff) or academia (e.g. former academics), and most did not
have a communication disability. This sub-group of the dysphagic
population collectively held much economic, social and cultural (and
specifically, communicative) privilege. This was in sharp contrast to
conversations we had planning the learning disabilities sessions, as in
paper b. Here, discussions were based on navigating the impact of PPI
remuneration on individuals’ welfare eligibility, and communication

supports for non-speaking individuals.

This experience emphasised the contention in PPI work of grappling with
representativeness (discussed critically in Scholz et al., 2024), avoiding
tokenism, and avoiding actions which “weaken the transformative potential
of public participation, (re)producing health inequities” (de Freitas and
Martin, 2015, p.31). An uncomfortable realisation that the findings
reported in paper a, which methods may have failed to include voices of
those outside a relatively privileged group, risked perpetuating research
agendas that were not in alignment with the goal of social justice, evoked a

commitment to course correction.

In the second and third studies (papers b-d) we modified the processes

(described below) to respond to this.

How the methodology was modified and improved in these ways are discussed and appraised

below:
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4.1.1. Increasing the number of PPI representatives

Embarking on these projects, we were cognizant of the often-reported under-representation of
and difficulties engaging with service users that represented our areas of focus. People with
learning disabilities are reported to be chronically overlooked in all aspects of research,
which is often attributed to the moral and ethical concerns regarding their vulnerability and
mental capacity to provide informed consent (Goldsmith and Skirton, 2015). Similarly,
challenges are frequently reported in involving children with communication difficulties or
disabilities in research. These include difficulties navigating motivation and engagement, the
requirement for flexible timeframes, and the need for individualised approaches (Feiler and
Watson, 2011). Despite this awareness and intent to avoid common pitfalls, we still

experienced similar challenges in our PPI.

Over time, we sought to address these, through seeking solutions in the literature (see Bailey
et al., 2015 for a useful systematic review outlining recommendations for involving children
with disabilities in research) and applying our learning from prior projects. We embedded
additional approaches to increase the number of PPI representatives (exemplifying pillar
three) in the second and third projects, which included: working in partnership with existing
service user groups whose members had previous experience of and willingness for engaging
with research; recruiting and training learning disability and DLD specialist SLTs to conduct
the PPI work; piloting the PPI approach to gain feedback and ascertain feasibility, and

gaining funding approval for remuneration of PPI representatives.

Resulting from the iterative rounds of methodological improvement, the increase in PPI (i.e.
influence of pillar three) over time was evident: in paper a, a few (n=5) service users were

involved in a singular multi-stakeholder workshop; in paper b, this doubled, via conducting
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two service user-specific workshops (n=10); and in the third project (papers ¢ and d), we
involved 42 service users through nine sessions (either focus groups or semi-structured
interviews). It is pertinent to consider the effectiveness of each strategy. Whilst this was not
something that we assessed in the studies themselves, upon re-evaluation, I consider that
leveraging the expertise of clinicians (pillar two)— encompassing not just their knowledge
and skills, but their access to and familiarity with service users, and ability to individualise
activities— was the major facilitator in the second, but more so, the third iteration of the

process.

Over subsequent projects, the pool of voices of those typically marginalised in research
increased, which helps develop trust in and credibility of the findings being authentically
community-driven. Yet, particularly pertinent to this thesis is to critically examine whether an
increase in the number of PPI representatives truly equated to an increase in the diversity of
voices. Despite the rise in number of service users involved, I would argue that in each study
the diversity of the service users (in terms of, for example, ethnicity, cultural, socio-economic
status and capital, gender and linguistic diversity as well as degree of disability experienced,
and all the intersections of these) was poor, and ultimately unrepresentative of real
populations. Through this equity-oriented lens, it may be inferred that despite methodological
efforts, the research agendas created may not truly represent priorities of the diverse
populations. In turn, there is a risk that the priorities may influence the production of research

that may further alienate already-marginalised communities, and render EBP inequitable.

Validating the priorities with more diverse service user groups, including those from a range
of cultural backgrounds, and individuals with more profound and multiple learning
disabilities, would be valuable to explicate any differences in preferences. Whilst diversity in

samples is important for all research, it may be argued that this is even more important when
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setting the research agendas for topics covered in these studies. Debatably, these topics,
relating to wide-ranging aspects including disability, education, and end-of-life care, may be
especially vulnerable to a range of different social, religious and cultural preferences,
attitudes and beliefs, as well as stigma. Strategies to meaningfully engage with a diversity of
communities in priority-setting would include extended time and resources to develop
connections and relationships to build the trust required to unveil the often-personal and
sensitive perspectives (Pratt, 2021). Although, Ekezie et al. (2025) emphasise that even when
research priority-setting projects are specifically tailored to be ‘community-driven’ and
represent diverse populations, they often fail to truly do so. This does raise the— potentially
uncomfortable— question of what lengths one can be reasonably expected to go to, to ensure

all possible perspectives are included.

4.1.2. Enhancing the influence of PPI representatives

An additional methodological consideration was enhancing the levels of influence of service
users (pillar three) in the process to strengthen the findings’ validity and authenticity. Again,
this evolved through the projects by inserting new stages where the service users’ preferences
influenced subsequent steps of the priority-setting process. I designed the process whereby if
service users did not identify a topic as a priority, it was not even presented to professionals
as an option to rank. Yet, an innovative approach to enable this was needed, as the team
considered that technical research questions could be highly demanding of cognitive and
linguistic abilities, especially for people with communication difficulties. This resonates with
research highlighting poor communication of research terms in PPI as one of the biggest
challenges (Agyei-Manu et al., 2023). Attempting to overcome these difficulties and ensure
service user influence was maximised, in the PPI activities reported in papers b-d, research

priorities were discussed and ranked in terms of broader themes, rather than technical
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research questions. Only the research questions associated with the prioritised themes were
debated by practitioners or researchers. This diverges from the typical JLA approach, and was
a strength of our studies, enabling greater power to service user voice through different means

rather than just increasing the number of individuals involved.

Though not fully embedded in the paradigm, this step towards better redistribution of power
and influence in research between service users (pillar three) and professionals (in this
context, either pillars one or two) moves the projects more in line with PAR approaches. PAR
works to resist typical power imbalances in research through embedding equal partnerships
between researcher and ‘participant’, and leverages their emic perspective to guide the
research processes (Cornish et al., 2023). I’ve been grateful to have since developed my
knowledge and skills in PAR further in my research career (see Chadd, Malik and

Kapilashrami, 2025).

Whilst in principle this approach asserted greater control and power to service users, there are
some limitations, and an absence of an evidence base to support its wider adoption.
Importantly, it should be noted that the original areas of research considered to require further
investigation (that were subsequently themed) came from a survey exclusively of SLTs;
therefore, despite subsequent efforts to redistribute influence, inherently power originated
with this stakeholder group. Secondly, the thematic approach adopted risks patronisation
from over-simplification, as well as a dissonance between what the researchers (who
produced the themes) meant and what the service user understood by a theme. For example,
in paper b, one of the themes that was discussed in the PPI ranking activity was ‘quality of

life’ (QoL).
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QoL as a concept is variously understood: specifically, the literature outlines how it can be
differently perceived and judged on between health care practitioners and people with
disabilities (Edwards and Schippers, 2024; Memisevic and Ibralic, 2025). Moreover,
judgements about QoL can have profound implications for individuals with disabilities,
forming part of the decision-making process regarding the withdrawal or withholding of life-
sustaining care (Tibballs, 2007). As such, the concept remains a tension in disability justice
(Chen and McNamara, 2020; Ne’eman and DeMartino, 2023). From a social justice lens, the
selection of this ‘theme’ appears reductionist (in the least), and was not sufficiently
considered by our team. Basing PPI discussions on themes more broadly, contrary to its
intentions, may have instead created a platform that silences reflexive discussion on pertinent
and personal research priorities for the individuals concerned. It is possible that with a less
restrictive and simplified approach, the influence of service users could have been greater,

through the elicitation of more authentic and nuanced perspectives.

4.1.3. Using communication-accessible research methods

Though the JLA methodology is premised on inclusion and involvement, there is a critical
knowledge gap of how to best achieve this with diverse service user groups: of most
relevance here are people with communication difficulties. Conducting research with people
with communication difficulties presents a set of challenges, from ensuring participants are
fully informed and consenting, to legislative considerations concerning mental capacity.
Killett et al. (2023, p.11) report more extensively on the nuances of this “medicolegal ethical
problem” highlighting a tension among researchers who acknowledged that inclusion of
adults with conditions which may affect capacity or communication ability in research was

not just valuable, but a right, with the significant challenges of doing so practically.
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We sought to optimise validity through using tailored methods which ensured the fair, moral
and valid involvement of children and adults with learning and communication difficulties.
The need for adapting the JLA approach responsive to the specific clinical needs of service
user groups resonates with other priority-setting research: for example, Rowbotham et al.,
(2019) were required to adapt the conventional methodology to mitigate the high infection
risk of people with cystic fibrosis. In response, they embedded methods including
videoconferencing and online workshops for their safe participation (Rowbotham et al., 2019,
2023). For our studies, ensuring communication accessibility was paramount. Committed to
this, visually supported methods were instrumental in informing service users about the
research project, documenting consent, piloting our approach with them, and understanding

their priorities for research.

This was most facilitated by the adoption of a ‘Talking Mats’ approach. Talking Mats® (see
Talking Mats, 2013) is a popular framework used with people with communication
difficulties in SLT and education to visually support communication, in particular, one’s
preferences and perceptions (Hayden et al., 2024). Studies have shown it is an effective tool
in qualitative research, including supporting adults with learning disabilities (Talking Mats,
2013; Bunning et al., 2017, Killett et al., 2023). With an evidence base and precedent for this
approach in research, inclusion of this method was an enriching methodological choice. It
facilitated meaningful interaction with service users, enhancing the validity and reliability of

the priorities that were selected.

Embedded within the Talking Mats approach, was an informal visual rating scale, used for
service users to report themes in order of priority, by placing visual ‘theme cards’ along a
scale. The use of self-report scales in research involving individuals with learning disabilities

is widespread and generally considered valuable, yet there is a significant need for careful
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reports on their construction, as well as research validating them (Kooijmans et al., 2022).
Contrary to this, we neither articulated the construction of the self-report rating scale nor did
we undertake any validation measures. This may raise questions about the integrity of our
approach, as well as the psychometric soundness of the visual rating scale thus implicating its
validity, reliability and overall credibility. Additionally, we could have used more enriching
visually supported methods, which may have enhanced engagement and validity even further.
For example, using photovoice (Chinn and Balota, 2023), another method I have since

become familiar with applying (Chadd, Malik and Kapilashrami, 2025).

4.14. Adequacy of methods to respond to the research questions

Despite these limitations, overall, the approaches taken in these studies enabled their
individual research questions to be addressed (i.e. identifying research priorities), as well as
the thesis-level research questions. The methods described directly contribute new knowledge
about innovative ways that clinical research can be enhanced to facilitate EBP in SLT, by
demonstrating systematic and inclusive approaches to influence what research is conducted
(via pillar one), at the earliest stage of the research process (via pillars two, but especially,
three). Evidence of the value of these methods, as documented earlier in the synopsis of paper
a, is that in 2024-2025, the NIHR commissioned funding calls for research proposals in
response to the priorities outlined. In principle, this should lead to the production of evidence
that will inform specific decisions clinicians will make in practice, i.e. SLTs” EBP. Secondly,
the communication-accessible methods and action research approaches taken, centring on
inclusivity and involvement, offers an opportunity to enhance the production of research that
better supports equity-oriented EBP. This may be achieved through the methods outlined for
optimising meaningful engagement of service users often marginalised from research, going

part way to influence the production of relevant and inclusive research.
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4.2.  Studies Utilising Routinely Collected Data (RCD): Papers e-g

The methodologies and methods adopted in this set of papers are more diverse than the
previous set, yet similarities remain. They are synthesised and critically appraised via three
thematic discussions below. This is followed by an examination of how the methods helped

respond to the research questions.

4.2.1. Embedding partnership and collaboration

Consistent with the methodological focus on coproduction seen across papers a-d, the study
reported in paper e, the RCD from which is examined in paper f, can also be argued to be in
alignment with the principles of action research (Bradbury, 2015). Paper e adopted the ‘Agile’
methodology to product development, which incorporates a similar set of principles to action
research. Agile is focused on continuous communication with, and refinement to products
based on feedback from, the end user (in this case, SLTs) and is premised on reflexivity of the
developers to drive improvement and create a product that is meaningful and relevant to their
needs (Houston, 2021). Therefore, in significant ways, Agile mirrors key principles of action

research.

While intrinsically pragmatic and in many ways valuable, my experiences emphasised Agile’s
limitations, including lengthy and unprecedented trouble-shooting periods, and a
misinterpretation of needs and solutions. For example, I observed how SLTs would make
requests for the ROOT to conduct an analysis of the RCD that would be impossible based on
the data, which may be partially explained by healthcare professionals’ limited competency in
digital health (see e.g. Longhini, Rossettini and Palese, 2022). Nonetheless, it underscored the

importance of embedding a mediator in the methodology— which comprised part of my
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role— to facilitate dialogue between end users (SLTs) and software developers, signalling a

strength of the study.

Similarly, the enhanced scoping review methodology adopted for paper g (Westphaln et al.,
2021) echoes some principles of co-production, through its operationalisation of a ‘team-
based’ approach (inviting collaborators based on expertise), and the use of public
consultations. We circulated drafts of the protocol and interim analysis on social media and to
key contacts to gain feedback. However, the uptake of the opportunity was small, likely
attributable to several limitations, including its advertisement, communicative accessibility
(i.e. not written in plain English), and having no incentive offered for participating in the
consultation. This breaches many of the recommendations on involving the public in
research, and diverges from evidence-based guidance on achieving this in literature reviews
(Cochrane, 2025). Furthermore, it is in contention with the learning about PPI outlined
previously in relation to papers a-d. Although our collaborative approach could have been
improved, public involvement in literature reviews by any means remains unconventional,
though aspirational, for many (Zhou et al., 2024). Thus, in some ways, embedding this small

degree of public involvement in our literature review was a relative strength.

4.2.2. Reliability and validity

Reliability and validity of the RCD utilised in papers e and f are important considerations
warranting interrogation. One way to examine this is vis-a-vis the variables included in the
RCD, and thus the conclusions from its analysis. A previous study which informed the ROOT
development involved a systematic review of clinical tools which measured SLT patient
outcomes, and their psychometric properties (Powell and Lowenthal, 2014). Through a

subsequent consensus-forming exercise among expert SLTs, the Therapy Outcome Measure
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(TOM) (Enderby, John and Petherham, 1999; Enderby and John, 2015; Enderby, 2019) was
selected as a ‘best fit’ tool to collate RCD across the profession (Powell, Ward and
Lowenthal, 2015). This systematic and pragmatic process, which balanced rigour with
clinical realities, enhances the external validity and credibility of findings gained from the
RCD, and as such, the analyses in papers e and f. On the other hand, paper g emphasised that
in other RCD systems, there was a lack of agreement on which measurement tools should be
used even in the same clinical area, reducing the value of RCD internally, but also externally
for cross-service comparisons. In this wider context, the novelty and significance of RCD in

ROOT is elevated, further highlighting its contribution to the field.

There were also substantial efforts to ensure validity and reliability in the scoping review in
paper g. This involved pilot testing the inclusion and exclusion criteria and data extraction
framework, as well as the use of independent screeners, adding a strong degree of internal
reliability and validity. One oversight, which may impact its external validity, is the risk of
bias being introduced at the level the search strategy and the screening processes. This may
have arisen from limited breadth of the research teams’ professional background and
knowledge (which was skewed in favour of SLT, with stark knowledge gaps in bio- and para-
medical sciences). The team did not represent all health professions at the centre of
investigation, risking the omission of studies using RCD that may have been relevant, which
may limit the reliability and validity of its conclusions. Nonetheless, the methods in these
papers collectively exemplify how RCD studies themselves have the potential to produce

valid and reliable evidence, that can facilitate EBP.
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4.2.3. Approaches to RCD analysis

RCD in the ROOT (i.e. the data used in papers e and f) is procured from SLT organisations
which voluntarily contribute their data, thereby is neither a purposive nor stratified sample.
As with much secondary observational data, justification for inferential causal analysis is
limited by its non-random characteristics (Sterrantino, 2024). As such, our analyses in papers
e and f are descriptive and exploratory, in both cases aiming to either describe the key
characteristics of sub-samples, or make comparisons of therapy outcomes, either between-
groups (as in paper e) or across cohorts (as in paper f). Nonetheless, a lack of inferential
analysis does not render our results unhelpful. We enhanced our methods by use of bivariate
analyses (see, for example, Figure 1 in paper e, Table 7 in paper f), adding greater nuance and
value of the findings for clinical application. For example, in paper e, we highlight
differences in average TOM scores following SLT, for people with the same communication
difficulty but with different underlying medical causes. This was considered a powerful and
important difference that has not yet been attended to in traditional research, signalling a

distinctive strength of RCD and the methodological approach applied.

Nonetheless, some basic statistical operations could have enhanced papers e and f, which
need not look at causal analysis. For example, in paper f, I examined the number of cases of
patients presenting with selected neurological conditions at two different time points (‘pre-
COVID-19’ and ‘post-COVID-19’) and reported a percentage change across these through a
cross-tabulation. Whilst this presented interesting observations, based on independent
learning on quantitative analysis since then, implementing a chi-square test for goodness-of-
fit would have been a simple and appropriate way to evaluate whether the difference in the
number of patients was significantly different at the two time points (Winter, 2018). Similar

reflections can be applied to the analyses in paper e, examining the difference in TOM scores
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between two groups of patients. Applying these tests would have enhanced our confidence
that the results were likely to be showing a real pattern, and not due to chance. On reflection,
not doing so was a missed opportunity, and impacts the robustness of the findings. This
discussion also emphasises an omission from the data extraction tool developed in paper g,
which did not capture how RCD was analysed in the studies. This would have unveiled
common RCD analysis methods, which would also have presented a substantive learning

opportunity.

4.2.4. Adequacy of methods to respond to the research questions

Regardless of the limited statistical analyses presented in papers e and f, the partnership
working, validity of data selected for inclusion and the descriptive analyses provided, place
the work in good stead, especially in the context of the findings from paper g. Collectively,
the methods adopted adequately showcase how RCD can be leveraged as a step in the
journey to enhancing research to facilitate EBP. The data extraction tool developed for paper
g enabled clear support of this conclusion, unveiling that many RCD studies explicitly
situated themselves as addressing research-to-practice gaps or an EBP challenge.
Methodological choices in these studies have also enabled greater understanding of how
utilising RCD can support equity-oriented EBP, for example, to examine change and
inequalities in service delivery arising from a global pandemic (paper f). Furthermore, paper
g unveiled more specific examples of leveraging RCD’s analytic potential in this way, for
example, by highlighting a RCD study that examined interactions between individuals’

intersectional identities and suicide risk.

More, however, could have been embedded in the methodological aspects to confidently

address the individual research questions, particularly in papers e and f. For example, there is
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increasing guidance on inferential analytical approaches in RCD, particularly for bridging
evidence gaps and enhancing clinical trials (Mc Cord et al., 2018), which could have been
considered. Further, since these papers were published, several pieces of guidance targeting
the creation and use of RCD to meet policy-making requirements for ‘decision grade
evidence’ have been published. Notably this includes the UK’s National Institute for Health
and Care Excellence (2022) ‘real-world evidence framework’. Prominent publications also
include Desai et al.'s (2024) guide on the testing and preparation of administrative data for
inferential analysis, and Meurisse et al.'s (2023) framework for causal analysis of real-world
data for intervention studies. Embedding these approaches in papers e-f, and charting
analytical approaches in paper g, would have strengthened the argument for utilising RCD to

enhance clinical research to facilitate equity-oriented EBP in SLT.

The studies in papers e-g largely consider use of RCD in isolation, though triangulation with
mixed-methods survey data in paper f was partially achieved. Utilising (in papers e and f) and
mapping (in paper g) the use of RCD as a component within a wider methodological design
would have been beneficial to move the field toward approaches for more meaningful
evidence production. Incorporation of RCD within other forms of health care evaluation
methodologies may enrich analyses with real-world, real-time metrics. For example, in
critical realist evaluations understanding the ‘outcome’ forms a core part of the conceptual
framework, which also allows for programme modifications. RCD may be leveraged to
provide key interim and periodic insights and trends into patient outcomes that could be
integral to refining the theory for why a programme is or is not successful, from the clinical
standpoint thus optimising the study’s relevance for practice. This has been successfully
adopted in some realist evaluations, for example, Harris and colleagues’ realist evaluation of

ward practices utilised RCD from a national patient safety registry during the period of
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introducing the programme, which formed one data component of many within their
investigation (Harris et al., 2019). The scoping review reported in paper h could have added
value by also considering studies whereby RCD formed a part to better understand its

utilisation which would have aided its responsivity to the thesis-level research questions.

5. Synthesis

As illustrated, each paper individually signals a unique contribution to the field. Below, I
present a theoretically informed synthesis to generate new insights, from the papers
collectively. Extensive desk-research on this PhD pathway (for example, reviewing accepted
theses via university repositories) emphasised a scholarly gap in approaches for robustly
synthesising one’s own body of research. Mostly, guiding principles and informal
frameworks were found to be used to aid a thematic synthesis, for example, using annotated
summary tables or spider diagrams. Regarding the specific body of research in papers a-g,
these unconstrained approaches failed to support an adequately integrated synthesis beyond
the two thematic categories of the papers already evident (collaborative research priority
setting and utilisation of RCD). Subsequently, a solution was sought from approaches to
literature reviewing commonly used in healthcare syntheses (Aveyard and Bradbury-Jones,
2019). Narrative reviews facilitate the bringing together of disparate topics and scope for
critical appraisal, seemingly fitting to the purpose of this thesis; nonetheless, selecting a
specific type of narrative review illuminated methodological disconnect. For example, a
meta-ethnographic review focuses on qualitative studies only, and a critical review begins
with a theoretical stance which was not uniformly evident across the works included

(Sukhera, 2022).
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In time, guidance was found from Smith (2015), based on Grant’s (2011) critical reflections
on completing a PhD by prior publication. In short, this advises developing connectivity in
the synthesis by drawing iteratively on retrospective thesis-level research questions (see
section 2), the literature within the included papers, a selected theoretical framework, the
methodologies adopted in the papers (see section 4) and meta-inference, to create new

insights that draw together the pieces of work (Grant, 2011; Smith, 2015).

Eventually, I have selected grounded theory (GT) (Glaser and Strauss, 1981) as a theoretical
framework to guide this synthesis, whereby I use its principles to examine the connectedness
of papers a-g. Though an unconventional application of the approach, in so doing, I also hope
to strengthen the methodological grounding of this thesis and provide a novel contribution
above that which is provided in the individual papers. More on this approach is detailed in the

subsequent sections.

S5.1.  Theoretical Underpinning of the Synthesis

Grounded theory (GT), in its origin, is based on symbolic interactionism (Glaser and Strauss,
1981), which emphasises that meanings “emerge from our interactions” (DeGloma, Brekhus
and Force, 2024, p.2) and thus are co-constructed through everyday realities. That is, actions
are a product of the meaning humans attribute to “things” (Blumer, 1986, p.2), which are in
turn derived from social interactions and one’s interpretation of them (Blumer, 1986).
Correspondingly, the GT approach— often sitting at the nexus of objectivist and
constructivist paradigms (Taghipour, 2014)— enables theory to be developed through
examining interactions between knowledge sets and “diverse phenomena” (Glaser and
Strauss, 1981, p. 139), maintaining flexibility, whilst also providing structure (Chun Tie,

Birks and Francis, 2019). The common threads uniting these papers, highlighting the place
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for symbolic interactionism and GT in their synthesis, are: the emphasis on context being
imperative to interpreting phenomena, the equal valuing of diverse and methodologically
unconstrained knowledge sets (Glaser and Strauss, 1981), and the argument that “mere
expertise in the use of scientific techniques” (Blumer, 1986, p. 51) is insufficient to
understand peoples’ perspectives and actions. Given the range of publications and disparate
methodologies and insights included in this thesis, as well as the emphasis on the integration
of the EBP pillars, a theoretical framework that allows for (and appreciates) this diversity is

useful.

Specifically, GT’s epistemological principles resonate with the arguments presented in the
thesis regarding how different stakeholders (represented via the pillars) can influence the
production of research based on their differing realities and meanings attributed to
phenomena. For example, the meaning of ‘research priorities’ for service users (as in papers
a-d) is co-constructed through their interactions with healthcare, their societal positioning and
roles, their cultural norms and values, which will be different to practitioners, and to
researchers. Similarly, the meaning and purpose of collecting RCD for clinicians (relevant to
papers e-g) is co-constructed through their professional experiences, standards of conduct and
interactions with service users. Furthermore, for this synthesis I sought an approach which
aligned with my own emerging ontological and epistemological stances, which I found to
strongly resist positivistic notions of a single, objective reality (Park, Konge and Artino,
2020), rather, aligning with general constructivist principles, acknowledging and valuing co-
existing, unfixed multiple realities which are influenced by contextual factors (Damico and
Ball, 2019). Constructivism has also been associated with the project of decolonisation
(Stewart, 2009; Denscombe, 2025), adding greater appeal for its application in this synthesis,

given the discussions presented.
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Moreover, GT offers a clear analytical framework to apply to data (Corbin and Strauss,
1990), though it is applied here as an approach to synthesising the material in the seven
publications. There is a precedent for applying GT in the conduct of literature reviews
(Wolfswinkel, Furtmueller and Wilderom, 2013), which, though not an identical context, |
have sought guidance from here. The selection and application of this approach served as a

critical learning opportunity in my development, which is explicated in Box 3, overleaf.

Box 3. Critical learning insight (3).

Deciding how to develop the synthesis was a particularly challenging task,
being unique in this type of PhD, and lacking in specific guidance.
ldentifying commonalities across the papers was not itself difficult, piecing

them together to make a cohesive argument was.

It took time for me to read and learn about the ways in which I could
achieve this. I read extensively on PhD by prior publication in the
literature, I found example theses online, and I connected with two other
scholars enrolled on PhD by prior publication programmes. One colleague,
who was making post-viva thesis corrections, shared that an examiner'’s
concern was the methodological strength of their published work, both
individually and collectively. This resonated with some of my own
reservations, which I wanted to address. Challenges in methodological
soundness of these types of theses also echoed experiences reported in
Smith (2015). Though here, I found an example of applying a unifying

theory to bring together the papers.
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1 identified that for my thesis, I needed a methodical approach that was
more meaningful than just ‘joining the dots’. My developing understanding
of epistemological perspectives and their methodological application, like
symbolic interactionism and GT, helped provide a clearer route for me for
this process. In the absence of a theory in this context, I considered it an

exciting opportunity to use GT and my research, to try and synthesise one.

5.2. Development of the Synthesis

To develop a collective answer to the thesis-level research questions, I examined the
published works using Corbin and Strauss' (1990) three-stage iterative coding process within
GT, typically used for data analysis. This validated methodological procedure suited the task,
and the authors provide highly explicit instruction on its application, which has also been
used in literature synthesis (Wolfswinkel, Furtmueller and Wilderom, 2013). The well-
defined guidance from both these perspectives was especially useful to partially circumvent
the absence of an otherwise-defined approach for synthesising selective publications,
required in a PhD by prior publication (Smith, 2015). To enhance the analysis, throughout
each stage, ‘meta-inference’ was also used, describing continual to-ing and fro-ing across the
seven papers, comparing and contrasting codes (Younas et al., 2025). Corbin and Strauss’
procedure begins initially with open coding, then axial coding, followed by selective coding,

which involves developing the theory. Below, I describe my approach to these three stages.
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5.2.1. Open coding

Open codes were developed by initially re-reading all seven papers for re-familiarisation.
This was followed by a process of annotating them in relation to observed mechanisms that
were discussed, that either positively or negatively affected research processes and/or
application of EBP, aligning with the primary thesis-level research question. Codes were
assigned to material in any section in the papers, whether in the background, methods, results
or discussion. For example, ‘partnership working’ and ‘using consensus methods’ were open
codes that related to facilitating research processes and EBP, whereas ‘paucity of research’

and ‘unrepresentative samples’ were associated with hindering it.

5.2.2. Axial coding

Open codes were organised in an Excel spreadsheet. Codes were grouped in columns where
they were similar or associated (for example, ‘partnership working’ and ‘learning from lived
experience / 'end users' were grouped as they both relate to the need to understand others’

experiences). Code clusters then became axial codes. To illustrate, these two examples were
coded under the axis ‘Dialogue between a diversity of perspectives throughout the stages of

research’.

5.2.3. Selective coding

Axial codes were reviewed and comparisons made across them to facilitate the identification
of a unifying concept. This unifying concept became the root of the grounded theory, which
was then tested against the categories again, making clarifying modifications and

developments, until the theory was refined.
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5.3.  Building the Grounded Theory

A matrix of the open codes and their mapping across each paper can be found in Appendix
(2), and Appendix (3) conveys the association between open and axial codes. Axial codes
were related to three categories, which highlight mechanisms and considerations for
enhancing clinical research to facilitate EBP and especially, equity-oriented EBP. Below, |
briefly discuss these before presenting the grounded theory. To strengthen key points, I refer
to the three pillars of EBP to draw specific inferences, which are relevant to the theoretical

development.

5.3.1. Dialogue between a diversity of perspectives throughout the stages of

research

All papers a-g in various ways emphasise the need for dialogue and exchange of information
between a diversity of perspectives throughout the stages of research. This is centred as a
requisite mechanism for producing meaningful clinical research which has the potential to
enhance EBP. For example: in papers a-d there is a focus on embedding the perspectives of
practitioners (pillar two) and service users (pillar three) to identify research questions and
influence researchers (pillar one). In papers e and f, perspective sharing emerges through co-
design of the RCD tool (the ROOT) by developers and end-users (pillar two), also vis-a-vis
liaison with the researchers (pillar one). Finally, in paper g, clinicians (pillar two) are
highlighted as being central to the conduct and design of research itself, alongside working

with academic researchers (pillar one).

Throughout all publications, the perspectives of the diverse groups are not static: they are in

dialogue, information is shared, and it is collective knowledge that drives the (sometimes,
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iterative) development of research questions, methods, tools, data collection or analysis. The
axis indicates that it is not just that research can be enhanced by the mere involvement of
diverse stakeholders (across all pillars), but rather, emphasises that it is when these
perspectives can interact and influence each other that research can be enhanced to facilitate

EBP.

5.3.2. Critique of conventional research practices and EBP

This category relates to the finding that across all papers a-g, explicit references and critical
examination of existing, conventional processes of and interactions between current scientific
evidence (pillar one) and clinical expertise (pillar two) are made. Acknowledging the
concerns and responding to them with innovative solutions (collaborative research priority-
setting projects and leveraging of RCD) therefore serve as a mechanism to enhance EBP. This
category highlights, for example, the chronic paucity of research in clinical areas impeding
the ability to ‘do’ EBP— as introduced earlier— providing the context for papers a-d
especially, but also a theme in papers e-g. Furthermore, interrogation of the quality of clinical
services and practice compared with ‘evidence-based’ practice guidelines was present across

all papers (and especially prominent in paper g).

This category symbolises how these papers collectively document and report on significant
concerns with, and a pervasive requirement for interrogation of, current clinical research
processes, and their ramifications for facilitating (or not) EBP. It emphasises a need for
radical reconsideration of how evidence for clinical practice is produced and underscores a
perceived inadequacy with conventional understandings of EBP. The two approaches which
respond to these concerns— illustrated in the papers— offer some options for enhancing this.

Contrary to much convention, the two strategies (coproduced research priorities and
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leveraging RCD) are centred around pillars two and three rather than pillar one. They
emphasise how EBP may be enhanced if these pillars can more strongly influence evidence

production.

5.3.3. Disrupting conventional power and equity imbalances

The final category arising from the coding processes relates to issues, captured across papers
a-g, with redressing power imbalances and promoting equity. This is signalled through the
demonstrable resistance to positivistic and objectivist situatedness within the research carried
out. Via conventional paradigms, the power for research design, analysis and interpretation
lies with the objective scientific researcher (pillar one), who is multiply and necessarily
distanced from the ‘participant’ (in the context, this may be either clinical experts (pillar two)
or service users (pillar three)). Rather, across papers a-g, the scientific researcher becomes
relatively less privileged and greater power is attributed to others (as in pillars two and

three).

For example, in papers a-d, the personal perspectives and priorities of service users (pillar
three) and practising clinicians (pillar two) are entrusted to guide the direction and design of
clinical research (pillar one). In papers e-g the clinician (pillar two) has delegated
responsibility for collecting data, which is based on their clinical judgement and expertise.
Woven within this, and across all papers, is an emphasis on embedding a holistic and equity-
oriented understanding of individuals within the research. This is evidenced prominently in
papers e and f, which utilise RCD regarding one’s social functioning and wellbeing, beyond a
biomedical ‘deficit’, and through concerted efforts for inclusion (especially demonstrated via
paper d). Indeed, it is not just the redistribution of power away from scientific researchers

(pillar one) towards others that emerges from the papers: it is the allocation of power to those
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typically marginalised and not usually afforded any power in research, such as people with
learning or communication disabilities (papers a-d) (see Bishop et al., 2024 for a discussion
on this). These examples challenge the status quo in clinical research, balancing the power in

favour of service users (pillar three) or practitioners (pillar two) in crucial research processes.

Particularly in paper g, equity and power are considered more explicitly, not just in terms of
the purpose of and types of data explored in the research but also in who conducts the
research. The analysis emphasises the need for a more nuanced, holistic understanding of
who academic scholars (pillar one) are, cognizant of their socio-geo-cultural-political
context, the forms of evidence they create and their implications on EBP. For example, paper
g highlighted that RCD studies which targeted research-to-practice gaps related to systemic
injustices were conducted by scholars who may represent those typically without relative
power privileged to academics in Western/ised institutions. For example, they were from
and/or researching within global majority contexts, they were scholars with disabilities, or
who served to validate experiences of communities impacted by strong societal stigmatisation

and discrimination.

5.4. Synthesised Grounded Theory

The selective coding emphasised a focus on enabling dialogue as a clear and unifying theme
facilitating equity-oriented EBP. The relationships between each coding stage are illustrated

in Appendix (4). The grounded theory developed based on this is:

Conventional conceptualisations of EBP and the underpinning research processes

are inadequate for guiding equity-oriented, effective and meaningful clinical
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practice in SLT. To realise an equity-oriented EBP, established mechanisms of

evidence production and application of evidence need to be radically reconsidered.

An essential shift in this process is the cultivation of inclusive, equitable, robust and
systemically embedded pathways for dialogue between diverse stakeholder
representatives across the three pillars of EBP, particularly to enhance evidence
production. Clinical research which incorporates processes and pathways for this
dialogue, and enables its iterative development, may generate new, integrated,

forms of evidence.

Ultimately, this may have greater potential to yield more contextually relevant,
equitable, inclusive and impactful evidence that can be more readily applied in

(global) SLT practice.

The synthesis has highlighted that the absence of emphasis on the role of interactions across
pillars (and mechanisms to facilitate this in research) in existing models of EBP necessitates
that practitioners must continuously perform a highly complex integration of varied and
diverse sets of knowledge to be ‘enacting” EBP. Though the cognitive processes in
formulating a decision about care may be understood as a capability necessarily embedded
within one’s professional scope, when the sets of information that a practitioner is to draw on
to make those judgements are irreconcilable with one another— because they represent
multiple (and often conflicting) ways of understanding a reality— EBP fails to meaningfully
serve as an adequate framework to guide that clinician. Contrary to the intentions of EBP,
efforts to apply it in contemporary practice may heighten the vulnerability of clinicians and
service users in making decisions about care that are, at the least, less than optimal, and at the

most, harmful. Instead, the theory emphasises the potential for greater interactions between
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EBP pillars as a solution to this critical shortcoming, by facilitating a reconciliation of

conflicts and the production of evidence with fewer contradictions.

Furthermore, continuing to operate on existing framings of EBP through conventional
research approaches— which impacts clinical decision making, service design and global
health delivery— poses a significant risk to the perpetuation of health inequities and
injustices. The theory addresses this by suggesting that through greater integration of
different perspectives, and especially perspectives not typically privileged in current
frameworks, in the production of evidence, a much wider and more diverse body of evidence
is created. This evidence base, with expanded relevance to more populations and contexts, in

turn may extend to a more equity-oriented EBP.

This grounded theory lends weight to an argument to disassemble EBP and rebuild it, not as
(yet) another framework for clinicians to utilise without addressing the underlying
shortcomings of research processes, but rather as a shared roadmap for representatives of all
three pillars for creating forms of evidence that are readily applicable in practice and relevant
for all. Enabling pathways for evidence from service users (pillar three) and clinical expertise
(pillar two) to influence research appears central to this, as shown throughout the thesis.
Through systemically embedded and clear avenues to facilitate knowledge exchange across
EBP pillars, relevant stakeholders can be brought into dialogue, critical tensions between
knowledge sets can be confronted, and power can be redressed. This transformation resonates
with epistemic pluralism, that is, the valuing of multiple ways of knowing, and its alignment
with a decolonial lens to medicine, healthcare and education (Wong, Gishen and
Lokugamage, 2021). Adopting pluralism within clinical research processes, via a new
imagining of EBP, would potentially lead to the production of evidence which is much more

valuable for all representative groups, across contexts and populations.
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In practice, this most likely requires a considerable shift in traditional clinical research and
EBP paradigms. Whilst the theory does not necessarily mean traditional research approaches,
such as the RCT, need be disregarded, it does suggest that they may lose their standing as the
‘gold-standard’ way of producing evidence to inform practice. Rather, there may be much
greater recognition and valuing of liberatory methods and critical studies, particularly
participatory and ‘real-world’ research approaches to producing evidence. Furthermore, the
grounded theory and associated arguments signal that EBP should not just be a framework to
guide practitioners’ actions. Rather, it reimagines EBP as a framework which centralises
interaction and dialogue between all pillars and stakeholders, emphasising their equally
important roles. The theory suggests that when there is greater parity across pillars in the
responsibility for and influence on clinical research and evidence production processes,
evidence-to-practice transfer is aided. Although it should arguably remain practitioners’ role
as those who expertly ‘apply’ the evidence in practice, the nature of this may be radically

changed when evidence is produced via these approaches.

6. Discussion

6.1. Evidencing a Need for Change

This thesis has brought together seven papers which, though diverse in methodology and
individual research aims, have been synthesised collectively to answer the thesis-level
research questions. In response to the primary question, they highlight two critical ways in
which clinical research can be enhanced to facilitate EBP in SLT (i.e. co-producing research
priorities and leveraging of RCD). Applying a grounded theory approach to identify key
common proponents of the papers has enabled a more nuanced analysis of the core themes,

signalling how these proposed research enhancements are of a type omitted from and largely
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incompatible with conventional understandings of EBP. This detailed exploration has also
examined how these two approaches can facilitate a more equity-oriented EBP, providing
insight into the second research question. In the process, critical issues with the conventional
framing of EBP that the research questions were based upon have been raised, and it no
longer appears a sufficient concept to anchor the findings. Drawing on the arguments made
throughout this thesis and the synthesis produced, a conceptual framework summarising the
key concerns with EBP and the research process it involves (and does not involve) is
presented in Figure 1. This intends to expose how EBP, and EBP in SLT, is a mediator of
inequity and thus presents a barrier to social justice. This signals the need for a novel and

radical dismantling and reassembling of EBP.

EBP was developed in the Western/Eurocentric medical field and exported to other health care
professions and contexts, and distinguishes “Scientific evidence” as a powerful influence on practice.

Medicine
and

healthcare
Evidence is produced that is rooted in potentially harmful colonial worldviews about health, care,

disability and disease, and may be incompatible with real-world populations and settings underscored by
complexity.

EBP mediates inequities and creates barriers to social justice

When evidence is used to guide practice, it is unlikely to be truly compatible with the population and
setting, and risks perpetuating potentially harmful colonial views on health, care, disability and disease.

Speech
and
language
therapy
SLTs are required to take an evidence-based approach to practice, modelling the ideals of
Western/Eurocentric medicine’s EBP and its related epistemology.

Figure 1. Conventional EBP is a mediator of inequity in medicine and healthcare broadly, and

speech and language therapy specifically.
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Based on this analysis, a new framework is warranted which represents epistemic pluralism
and positions the EBP pillars not as three independent forms of evidence requiring
integration by the SLT, but as pillars of evidence producers who, through dialogic
pathways— including the two approaches compiled in this thesis (co-producing research
priorities and leveraging RCD)— can collectively create new types of evidence. Evidence of
this kind, in principle, should be equity-oriented, and be more seamlessly and meaningfully
applied in clinical practice. Furthering the project of pluralism within EBP, and aligning with
the notion of dialogue and equity, a framework which embeds the utilisation of learning from
the lived experiences of the evidence production and application processes (from all
perspectives), should be considered. This can be embodied as praxis rather than practice,
describing incorporation of knowledge from critical reflection by all stakeholders, to aid
learning about successful and unsuccessful approaches and decision-making, and guide

iterative enhancements (Higgs, McAllister and Whiteford, 2009).

Based on the grounded theory and elaborations provided above, Figure 2 presents a potential
framework for this, coined Equity-oriented Dialogic Evidence-Based Praxis (ED-EBP).
Unlike EBP, ED-EBP focuses on dual but related aspects of (1) evidence production and (2)
evidence application, processes of which are mediated by key components of dialogue, praxis
and equity. Using the ED-EBP framework, the proposed ‘ways’ of enhancing research to
facilitate EBP (i.e. collaborative research priority-setting projects and leveraging RCD) are
conceptualised as ‘dialogic pathways’, integral to evidence production. Subsequently, the
evidence produced which utilises these pathways, in principle, has greater potential to be
equity oriented and meaningful, and thus applied. Maintaining the focus on equity, in ED-
EBP, practitioner and service user are equally-positioned to consume this evidence, just as

they are to influence it, emphasised by additional bidirectional pathways representing
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dialogue and praxis. ED-EBP describes a radical reimagining of dynamic and iterative
processes of evidence production and application, across stakeholders, which strives to
achieve equity in health, health care and health systems, for all. In conducting this
exploration and producing a new conceptual framework, both thesis-level research questions

are more adequately addressed.

Equity-oriented evidence production

Pillar aigl .
Dialogic pathway @

A it

Equity-oriented evidence application

dga-ad
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Figure 2. Model of Equity-oriented Dialogic Evidence-Based Praxis (ED-EBP)

6.2. Equity-oriented Dialogic Evidence-Based Practice (ED-EBP): pursuing social
justice
Conceptually, ED-EBP offers a route of actualisation for epistemological justice in the health
professions, and in particular a decolonial reimagining of speech and language therapy (Pillay

and Kathard, 2015; Cohen-Fournier, Brass and Kirmayer, 2021; Nair, Brea and Yu, 2024).
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Through expanding the scope of EBP to ED-EBP, traditional evidence hierarchies and
boundaries of robustness are transcended. In turn, ED-EBP presents a new frontier
legitimising knowledge of all kinds, enabling contextually and culturally relevant evidence
and models of health and healthcare to be shaped, embraced, and reshaped. In tandem, ED-
EBP resists the dominant world views and neocolonial rhetoric to blindly adopt Eurocentric
models of medicine across countries, contexts and other healthcare professions. Deeply
aligned to the pursuit of decolonising health (Gatt, 2023), a framework embodying epistemic
pluralism— captured in ED-EBP via the endlessly heterogeneous ways in which evidence, or
knowledge, is created and recognised as valuable for application — paves the way for health

professions to evolve and adapt to the contemporary, global landscape whilst centring equity.

All have the right to health (Office of the United Nations High Commissioner for Human
Rights and World Health Organization, 2000); and health equity is inextricably linked to
social justice (Buettner-Schmidt and Lobo, 2012). ED-EBP — offering a route for equity-
centred health care practice — can thereby be operationalised in the pursuit of social justice.
Through emphasising equity-oriented evidence production processes within ED-EBP, this
thesis establishes specific contributions of speech and language therapy practitioners,

researchers and service users, to this effort.

6.3. A Process Already in Action

Though a novel concept, ED-EBP resonates with some contemporary discourse. Particularly
in nursing, praxis has been discussed (Peart and MacKinnon, 2018) for its potential to
advance social justice, through the development of emancipatory nursing praxis theory
(Walter, 2017; Velasco and Reed, 2023). More recently, discussions of praxis have been

observed in SLT also, including alignment with projects of decolonising the profession and
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enabling social justice. For example, Privette (2023) outlines a tutorial on developing SLT
critical praxis. This focuses on the role of SLTs as educators and advocates, via the
application of two critical theories as a part of “liberatory practice” (Privette, 2023, p. 688).
Nair, Brea and Yu (2024) draw on this in their subsequent critique of historically produced
conventions in the profession, outlining key areas for action which includes the need for
applying decolonial theories in SLT research, and relatedly, SLT praxis. These works thereby

emphasise how ED-EBP may already partially be in action.

Similarly, other potential ‘dialogic pathways’ can be identified. Whilst used in a conceptually
novel manner in this thesis, I describe dialogic pathways here as any systematic and
embedded process whereby knowledge is exchanged across evidence producers in ways
which resist conventional power dynamics, and centre equity and social justice. As such,
research employing tools such as life history narrative (Reid and Okoko, 2023) may be
understood as a dialogic pathway. Life history narrative is a qualitative inquiry method
which, by its nature, “requires dialogue between researcher and participant” (Kathard, 2001,
p-53). The method has been applied in the SLT context specifically for its privileging of
service user voice, its transformative capacities and the challenge it inherently poses to the
status-quo of both positivistic notions of research, and of conventional attitudes (see, e.g.

Kathard, 2001 for its application in the SLT area of stammering).

Another potential dialogic pathway is embedded organisational partnerships of clinicians and
academics. In the UK, the NIHR has invested in these partnerships, such as through funding
the development of ‘clinical-academics’ whose identities straddle two pillars of knowledge
producers (Harris, Grafton and Cooke, 2020; Henshall et al., 2021; Newington, Alexander
and Wells, 2022; Aries et al., 2025). The NIHR has also invested in infrastructure to support

collaborations between local universities and service providers which aim to foster the
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creation of applied health research, through similar means (Rycroft-Malone et al., 2011).
Moreover, again the UK, the NIHR stipulates PPI— another dialogic pathway— as a
requirement in grant proposals and project execution (National Institute for Health and Care
Research, no date) and the organisation have ring-fenced funding for studies addressing
topics highlighted in co-produced research priorities (National Institute for Health and Care
Research, 2022). Additionally, in practice guidance production, RCD is being increasingly
recognised for its value (National Institute for Health and Care Excellence, 2022). Therefore,

there is some indication that such dialogic pathways are becoming to an extent, accepted.

Finally, the routine dialogue between the service user and clinician should not be
underestimated as a dialogic pathway for evidence production, as well as evidence
application (thereby the process can be transposed across either section of the model). Shared
decision-making (SDM) about treatment, which includes discussing the evidence base with
service users, is already embedded in many health professionals’ scope of practice, and
required in most clinical situations (Montori et al., 2023; van der Horst et al., 2023). Though,
there are reported barriers to implementing SDM, including clinician skill and confidence,
and organisational factors such as having a quiet room available to have the necessary
conversations (Waddell et al., 2021). Nonetheless, SDM as a professional concept provides a

legitimised space for operationalising ED-EBP in existing practices.

6.4. Limitations of the Proposed Framework

Revisiting the two specific ways of enhancing clinical research this thesis has involved (i.e.
collaborative research priority-setting projects and utilisation of RCD)— referred to now as
dialogic pathways— it is pertinent to reflect on their limitations, as well as some of the

conflicts they present for the theory itself, and the framework overall.
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6.4.1. The first dialogic pathway: co-produced research priorities

Importantly, at present, the real-world impact of collaborative research priority-setting
projects is questionable. At best, such projects have influenced the allocation of research
funding, but to date, there is no evidence of direct causation to either enhancements in
clinical practice or the betterment of service users’ lives, beyond those of the individuals who
were personally involved in the work (Staley et al., 2020). As such, it is arguable that this can
only be cautiously considered as an effective dialogic pathway. Furthermore, the evidence
from Staley et al., emphasising how service users involved in the projects benefitted from the
process must be scrutinised through an equity-lens. In doing so, it is possible to see how this
risks deepening divides and creating inequities, when considering who are either (a) most
likely to be included and excluded, and (b) the voices most likely to be heard or not heard,

when involved.

Additionally, though through this dialogic pathway research funders may be persuaded to
distribute finances to areas identified as priorities, the power imbalances partly addressed
through the collaborative process are not guaranteed in the associated production of the
evidence. There is a risk that academic researchers who acquire funding for priority projects
then execute the research purely via conventional processes (for example, via an RCT which
then fails to, e.g. include a representative population and examine feasible interventions). In
turn, this potentially may perpetuate the issues that were intended to be addressed. Therefore,
with these factors in mind, the proposed dialogic pathway of collaborative research priority-
setting projects requires further evaluation as to the extent to which it leads to the production

of equity-oriented evidence for practice, within the framework of ED-EBP.
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6.4.2. The second dialogic pathway: utilisation of RCD

Similarly, RCD has specific limitations. Inherently, such data pertains only to people who
access health care and omits representation of those who face the most severe barriers to
access. These populations are likely to experience health inequalities, and are commonly
those who are in multiple ways already on the margins of society (Harari and Lee, 2021).
Carrying this risk, this dialogic pathway may contend with being equity-oriented, and thus
the goals of ED-EBP. Furthermore, collection and use of RCD itself can also often conflict
with the epistemological notions of ED-EBP: indeed, RCD may often be reflection of a
positivistic and a biomedical model of health and care. It may be argued that ultimately a
clinician quantifying a service user’s health or disability status with a score, contributing to
RCD, would still appear in conflict with much of the debates around disability and social

justice in SLT (Nair, Farah and Cushing, 2023).

Pragmatic scholars are developing a new discourse around quantitative methodologies,
specifically use of big data (of which RCD is a common source), which go some way to
reconcile these contentions. The ‘QuantCrit’ approach (Gillborn, Warmington and Demack,
2018), premised upon Critical Race Theory, offers one way for understanding how research
using RCD can be understood and used appropriately for social justice. For example, within
the QuantCrit framework, “experiential knowledge of people of color and other ‘outsider’
groups” (Gillborn, Warmington and Demack, 2018, p. 173) is sought to inform big data
research processes, and therefore appears to sit harmoniously with the idea of ED-EBP. Thus,
RCD as a dialogic pathway is not necessarily to be disregarded. Yet, even with the potential
to operate as a dialogic pathway, it remains to be seen whether the use of RCD in this way

truly facilitates the production of equity-oriented evidence that is relevant for practice.
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6.4.3. Validating ED-EBP

ED-EBP as a broad concept warrants further interrogation and elaboration. Though there is
resonance with movements already in progress, this framework has emerged from the
synthesis of a highly selective array of studies from my research career and thereby should be
considered a reflective and conceptual starting point for further consideration. Specifically,
and as emphasised, the two dialogic pathways discussed in the thesis require further testing
about the extent to which they really do influence the production of meaningful, equity-
oriented evidence. Furthermore, there is some consideration required as to what is
‘comfortable’ within the limits ED-EBP, particularly around how dialogic pathways such as
co-produced research priorities and RCD may influence clinical research conventions, such
as the conduct of RCTs which, as discussed in Section 1, present a challenge for equity-
oriented EBP. Finally, it is necessary to ascertain whether there are fewer barriers to the
implementation of ED-EBP-derived evidence, compared with that from conventional

approaches.

6.5. Implications for Research, Education, and Practice

6.5.1. Research

Though the adoption of several critical research processes signal movement towards the
principles of ED-EBP, as discussed earlier, for these to be wholly realised there remains an
onus on academic researchers to competently act upon these requirements and opportunities,
but also to engage in them critically, beyond steps to ‘tick off” in pursuit of funding. This
likely requires substantially greater critical conversations among academic researchers on not

only how to operationalise the pathways, but also on understanding their purpose.
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More broadly, though the disruption to various processes of inequity in health and research is
receiving traction, there likely remain many researchers who uphold the ideals that ED-EBP
contradicts and/or who remain complicit in enforcing Eurocentric or Westernised worldviews
onto their research and communities. For ED-EBP to be realised, penetration and disruption
of researchers’ fundamental beliefs will likely involve re-education and critical self-reflection
to challenge and change what might be deeply entrenched philosophical standpoints and
approaches to research, in order to make way for allyship and advocacy (Keynejad et al.,
2023). Globally, the SLT profession has made some headway in this regard. For example, a
recent scoping review of the use of indigenous methodologies in SLT revealed “small
pockets” of research (9 studies) existed (Kohere-Smiler et al., 2025, p.72). Solutions may
include embedding training within PhD programmes, or as continued professional

development for researchers.

Moreover, there is likely a much more significant transformation required within the
traditional structures and gatekeepers of research who can act as conduits for change and sites
for influence beyond individuals (or else, sustain as processes of inequality). Some
scholarship has emerged in this regard, demanding action from academic journals (Trahar et
al., 2019), publishing practices (Khan, 2022) and research funding mechanisms (Besson,
2022), yet there remains space for improvement. Lastly, in response to the potential
limitations discussed above, another important next step for research endeavours specifically
would be for robust examinations of the impact of dialogic pathways, with notable attention
to the implementability of the resulting evidence in practice, and its impact on those on the

receiving end, particularly through the lens of equity.
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6.5.2. Education

A starting point for this transformation is education, particularly early research education of
SLTs and researchers entering the field of health from other disciplines. An important
implication is to consider how EBP and research are taught and debated with students. Based
on my experiences as an educator of SLT students, and interactions with colleagues teaching
similar courses across the UK, whilst critical thinking and critical appraisal are common
components of curricula (an observation also supported by Pagnamenta and Joffe, 2018), this
largely remains operative in the ‘traditional’ paradigms as the tools often cited to support the
development of these skills (such as the Critical Appraisal Skills Programme, no date) are
moulded ro them. Resonating with other examples discussed, the teaching of more liberatory
and decolonial methodologies within research education will also likely be required, as per
recommendations outlined by Nair, Brea and Yu (2024). In terms of teaching about the value
of RCD, currently this may be even less of a focus. Indeed, research has unveiled that service
evaluation and audit (being clinically-driven projects which often make use of RCD) were the

least common topics taught to SLT students (Pagnamenta and Joffe, 2018).

There is a clear opportunity to enrich health professions and SLT curricula as part of the
wider aim of disrupting processes of inequity associated with EBP. This would be supported,
for example, by educators’ own critical self-reflection and professional development. This
resonates with my ongoing research on a tool to support health care educators to critically
reflect on their teaching and learning practices— including about research— to promote
inclusivity and equity (Bangera, Pais and Chadd, 2025). Another example of how to foster
ED-EBP in education is greater critical engagement by educational institutions and educators
with the project of decolonising the SLT curriculum, centred on broadening the sphere of

understanding of knowledge and knowledge production (Pillay and Kathard, 2015; Koch,
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Pool and Heymans, 2025). Continuing these efforts and incorporating teaching about ED-

EBP provides suitable grounding for significant shifts in educational practice.

6.5.3. Practice

Primarily, clinicians should be afforded time to critically engage with ED-EBP. This may be
via several avenues: enhancing practitioner competence in utilising RCD would be valuable
(Butler-Henderson et al., 2020) to promote its use especially for producing and augmenting
new forms of research that are equity-oriented. Routine partnerships between practitioners
and academic researchers would be useful, though a shift would be needed towards
promoting a shared responsibility for all to critically engage in evidence production (not just
‘research interested’ practitioners). A critical advancement to align with ED-EBP would be to
also systematically widen partnerships to address its tripartite requirements, i.e. the service
user as an equally valued evidence producer. Though there is emerging alignment of the
clinician and the academic, ED-EBP signals that service user representatives should have

parity in the creation of evidence.

Another critical implication to realise ED-EBP is for practitioners to engage in reflexive
practice that embeds recognition of, and appropriate action in response to, both practitioner
and service user positionality and socially relevant circumstances. One approach to this
receiving attention is what is coined variably, but generally as “culturally responsive
practice” (see Hyter and Salas-Provence, 2019, for their book entitled as such). Whilst some
progress has been made in this arena (see Handtke, Schilgen and Mosko, 2019 for examples
of strategies supporting culturally appropriate healthcare), evaluations of SLTs’ perspectives
globally illustrate that more needs to be done (see examples from various global contexts

from Brewer and McCann, 2021; Hoang, 2022; Hudnall, 2022; Almutairi, 2025). In a new
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chapter Abrahams et al. (2025) pose a different perspective on tackling a similar issue, but
rather make a case for clinicians to adopt pluriversality in their practice, which broadly
captures the need for SLTs to continually challenge assumptions and dominant perspectives in
each clinical scenario. Importantly, the authors also provide a framework for “engaging with
pluriversality” in practice (Abrahams et al., 2025, p.25). These practice models align with the

ethos of ED-EBP, and their wider adoption would likely support its application.

6.5.4. A multi-system approach to change

Central to ED-EBP is the recognition of current power imbalances in evidence production—
a central process of inequity. Therefore, the suggested next steps for education and practice
are futile without radical change to the systems that gatekeep traditional paradigms and
approaches to research and practice contexts, and this is likely the biggest hurdle to
facilitating ED-EBP. Organisational responses to and understandings of what it means to be
‘evidence-based’ will be required. In the UK, the National Health Service (NHS) emphasises
evidence-based service design and practice (Academy of Medical Royal Colleges, 2024;
NHS England, no date), thus is arguably a critical agent of change. Positively, some work is
emerging which exemplifies the possibility of change within these structures, but in line with
ED-EBP. For example, echoing many of the points raised in this thesis regarding epistemic
plurality and the need to address power imbalances, Lokugamage et al. (2022) critically
review NHS maternity services and identify clear sites of and opportunities for what they

term as decolonising action, within the sometimes-rigid organisational limitations.

The new NHS ten-year health plan (NHS, 2025)— of which “social justice runs through” (p.
74)— provides a ripe policy context for enacting radical change in health care delivery and

its underpinning frameworks. Aligning with some of the arguments presented here, the plan
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introduces neighbourhood-based care models to respond to specific population needs and
preferences, and calls for integrated RCD systems with an enhanced ability to use RCD to
improve practice (NHS, 2025). Future efforts across all sectors relevant for research,
education and practice, must now focus on mobilising the changes recommended, including

those in this thesis, to fully realise ED-EBP.

7. Conclusion

This thesis has presented the essential context for understanding the scope and impact of
seven previously published papers. Each paper not only offers new insights itself but has
been synthesised in a way which contributes new knowledge through the development of a
grounded theory. The publications individually, and the theory collectively, respond directly
to two thesis-level research questions. Specifically, I have conceptualised two ‘dialogic
pathways’ which can enhance clinical research and evidence production processes. These are
considered vis-a-vis their responsiveness to SLTs’ need to ensure their practice is evidence-
based, as well as equity-oriented. Finally, I have outlined specific and impactful ways in
which this work can be carried forward to realise equity-oriented, evidence-informed

aspirations in SLT, and health studies more broadly.



82

8. References

Abrahams, K., Gretschel, P., Pillay, M. and Allie, N. (2025) ‘Advancing pluriversality with
global practices in speech-language and hearing sciences’, in B. Staley, C. Selemani, and M.
Fernandes (eds) Speech Language Therapy As a Global Practice: Culture, Context, and
Collaboration. Oxford, United Kingdom: Taylor & Francis Group. Available at:
http://ebookcentral.proquest.com/lib/universityofessex-

ebooks/detail.action?docID=31911030 (Accessed: 22 August 2025).

Abrahams, K., Kathard, H., Harty, M. and Pillay, M. (2019) ‘Inequity and the
Professionalisation of Speech-Language Pathology’, Professions and Professionalism, 9(3).

Available at: https://doi.org/10.7577/pp.3285.

Abrahams, K., Mallick, R., Hohlfeld, A.S.-J., Pillay, T., Suliaman, T. and Kathard, H. (2023)
‘Emerging professional practices focusing on reducing inequity in speech-language therapy
and audiology: a scoping review’, International Journal for Equity in Health, 22(1), p. 43.

Available at: https://doi.org/10.1186/s12939-022-01815-0.

Academy of Medical Royal Colleges (2024) Evidence-based Interventions. Available at:

https://ebi.aomrc.org.uk/ (Accessed: 22 September 2025).

Agyei-Manu, E., Atkins, N., Lee, B., Rostron, J., Dozier, M., Smith, M. and McQuillan, R.
(2023) ‘The benefits, challenges, and best practice for patient and public involvement in

evidence synthesis: A systematic review and thematic synthesis’, Health Expectations : An
International Journal of Public Participation in Health Care and Health Policy, 26(4), pp.

1436-1452. Available at: https://doi.org/10.1111/hex.13787.



90

Ahuja, A.S. (2019) ‘Should RCT’s be used as the gold standard for evidence based
medicine?’, Integrative Medicine Research, 8(1), pp. 31-32. Available at:

https://doi.org/10.1016/j.imr.2019.01.001.

Almutairi, M. (2025) ‘Culturally Responsive Practices Among Speech—-Language
Pathologists in Saudi Arabia: Knowledge, Skills, Training Experiences and Attitudes’,
International Journal of Language & Communication Disorders, 60(4), p. €70078. Available

at: https://doi.org/10.1111/1460-6984.70078.

American Speech-Language-Hearing Association (2005) Evidence-Based Practice in
Communication Disorders. Available at: https://www.asha.org/policy/ps2005-00221/

(Accessed: 18 July 2025).

American Speech-Language-Hearing Association (no date) Evidence-Based Practice (EBP).
Available at:
https://www.asha.org/research/ebp/?srsltid=AfmBOopRnM2D_6jMwsdvLmPmDuYdflOryu

hPfzGKOvHMzr4xUiG7pUn4 (Accessed: 17 August 2025).

Aries, A., Burgess, R., Wallace, L., Hadley-Barrows, T., Palmer, A. and Leslie, R. (2025)
‘Are Allied Health Professionals (AHPs) research ready? A regional evaluation in England:
the Research ABC project (AHPs Building Research Capacity Across the Black Country)’,
BMC Medical Education, 25(1), p. 500. Available at: https://doi.org/10.1186/s12909-025-

06931-3.

Aueworakhunanan, T., Dejket, P., Phakkachok, S. and Punkla, W. (2024) ‘Exploring the
Feasibility of Implementing Telepractice Innovation for Speech-Language Pathologists in
Thailand’, Ramathibodi Medical Journal, 47(1), pp. 32—46. Available at:

https://doi.org/10.33165/rmj.2024.47.1.266036.



91

Aveyard, H. and Bradbury-Jones, C. (2019) ‘An analysis of current practices in undertaking
literature reviews in nursing: findings from a focused mapping review and synthesis’, BMC
Medical Research Methodology, 19(1), p. 105. Available at: https://doi.org/10.1186/s12874-

019-0751-7.

Bailey, S., Boddy, K., Briscoe, S. and Morris, C. (2015) ‘Involving disabled children and
young people as partners in research: a systematic review’, Child: Care, Health and

Development, 41(4), pp. 505-514. Available at: https://doi.org/10.1111/cch.12197.

Bangera, S., Pais, A. and Chadd, K. (2025) ‘EDI reflective tool for enhancing inclusivity in
healthcare education: A feasibility study’. Eastern ARC Early Career Researcher Health
Conference, University of Essex. Available at: https://repository.essex.ac.uk/41576/

(Accessed: 22 September 2025).

Barnes, C. (1996) ‘Theories of disability and the origins of the oppression of disabled people
in western society’, in L. Barton (ed.) Disability and Society. 1st edn. Routledge, pp. 43—60.
Available at: https://www.taylorfrancis.com/chapters/edit/10.4324/9781315841984-
4/theories-disability-origins-oppression-disabled-people-western-society-colin-barnes

(Accessed: 25 July 2025).

Bauer, M.S. and Kirchner, J. (2020) ‘Implementation science: What is it and why should I
care?’, Psychiatry Research, 283, p. 112376. Available at:

https://doi.org/10.1016/j.psychres.2019.04.025.

Besson, E.S.K. (2022) ‘How to identify epistemic injustice in global health research funding
practices: a decolonial guide’, BMJ Global Health, 7(4). Available at:

https://doi.org/10.1136/bmjgh-2022-008950.



92

Bhambra, G.K. (2014) ‘Postcolonial and decolonial dialogues’, Postcolonial Studies, 17(2),

pp. 115-121. Available at: https://doi.org/10.1080/13688790.2014.966414.

Bishop, R., Laugharne, R., Shaw, N., Russell, A.M., Goodley, D., Banerjee, S., Clack, E.,
SpeakUp, Champs and Shankar, R. (2024) ‘The inclusion of adults with intellectual
disabilities in health research — challenges, barriers and opportunities: a mixed-method study
among stakeholders in England’, Journal of Intellectual Disability Research, 68(2), pp. 140-

149. Available at: https://doi.org/10.1111/jir.13097.

Blumer, H. (1986) Symbolic Interactionism: Perspective and Method. University of

California Press.

Botha, M., Chapman, R., Giwa Onaiwu, M., Kapp, S.K., Stannard Ashley, A. and Walker, N.
(2024) ‘The neurodiversity concept was developed collectively: An overdue correction on the
origins of neurodiversity theory’, Autism, 28(6), pp. 1591-1594. Available at:

https://doi.org/10.1177/13623613241237871.

Bottini, S.B., Morton, H.E., Buchanan, K.A. and Gould, K. (2024) ‘Moving from Disorder to
Difference: A Systematic Review of Recent Language Use in Autism Research’, Autism in
Adulthood: Challenges and Management, 6(2), pp. 128—140. Available at:

https://doi.org/10.1089/aut.2023.0030.

Bradbury, H. (2015) The SAGE Handbook of Action Research. Edited by H. Bradbury. SAGE

Publications Ltd. Available at: https://doi.org/10.4135/9781473921290.

Braga, L.H., Farrokhyar, F., Donmez, M.1., Nelson, C.P., Haid, B., Herbst, K., Garriboli, M.,
Cascio, S., Nieuwhof-Leppink, A., Kaefer, M., Bégli, D.J., Kalfa, N., Ching, C., Fossum, M.

and Harper, L. (2025) ‘Randomized controlled trials — The what, when, how and why’,



93

Journal of Pediatric Urology, 21(2), pp. 397-404. Available at:

https://doi.org/10.1016/j.jpurol.2024.11.021.

Brewer, K.M. and McCann, C.M. (2021) ‘Perceptions of cultural competence in the New
Zealand speech-language therapy profession’, Speech, Language and Hearing, 24(4), pp.

215-227. Available at: https://doi.org/10.1080/2050571X.2020.1808345.

Buettner-Schmidt, K. and Lobo, M.L. (2012) ‘Social justice: a concept analysis’, Journal of
Advanced Nursing, 68(4), pp. 948-958. Available at: https://doi.org/10.1111/j.1365-

2648.2011.05856.x.

Bunning, K., Alder, R., Proudman, L. and Wyborn, H. (2017) ‘Co-production and pilot of a
structured interview using Talking Mats® to survey the television viewing habits and

preferences of adults and young people with learning disabilities’, British Journal of

Learning Disabilities, 45(1), pp. 1-11. Available at: https://doi.org/10.1111/bld.12167.

Burgess, S., Zaman, S., Towns, C., Coylewright, M. and Cader, F.A. (2025) ‘The under-
representation of women in cardiovascular clinical trials: State-of-the-art review and ethical
considerations’, American Heart Journal, 282, pp. 81-92. Available at:

https://doi.org/10.1016/j.ahj.2024.12.011.

Burns, P.B., Rohrich, R.J. and Chung, K.C. (2011) ‘The Levels of Evidence and their role in
Evidence-Based Medicine’, Plastic and reconstructive surgery, 128(1), pp. 305-310.

Auvailable at: https://doi.org/10.1097/PRS.0b013e318219¢171.

Butler-Henderson, K., Dalton, L., Probst, Y., Maunder, K. and Merolli, M. (2020) ‘A meta-
synthesis of competency standards suggest allied health are not preparing for a digital health
future’, International Journal of Medical Informatics, 144, p. 104296. Available at:

https://doi.org/10.1016/j.ijmedinf.2020.104296.



94

Carding, P. and Hillman, R. (2001) ‘More randomised controlled studies in speech and
language therapy: Complex behavioural interventions can be evaluated’, BMJ, 323(7314), pp.

645-646. Available at: https://doi.org/10.1136/bmj.323.7314.645.

Catala, A. (2025) ‘A pluralist account of epistemic repair’, Philosophical Studies [Preprint].

Available at: https://doi.org/10.1007/s11098-025-02407-8.

Chadd, K., Caute, A., Pettican, A. and Enderby, P. (2024) ‘Methods to advance health equity
and social justice in healthcare: Protocol for a scoping review on the utilisation of routinely
collected data’, PLOS ONE, 19(7), p. €0306786. Available at:

https://doi.org/10.1371/journal.pone.0306786.

Chadd, K., Caute, A., Pettican, A. and Enderby, P. (2025) ‘Operationalising routinely
collected patient data in research to further the pursuit of social justice and health equity: a
team-based scoping review’, BMC Medical Research Methodology, 25(1), p. 14. Available at:

https://doi.org/10.1186/s12874-025-02466-9.

Chadd, K., Harding, S., Mortley, J. and Enderby, P. (2024) ‘Improving efficiency through
innovation in the “real-world”: Feasibility of a co-designed telehealth solution for individuals
with aphasia’, Advances in Communication and Swallowing, 27(1), pp. 17-27. Available at:

https://doi.org/10.3233/ACS-220018.

Chadd, K., Longhurst, L., Kulkarni, A., Simpson, J., Pagnamenta, E., Brettell, F., Money, D.,
Dowty, R., Wallinger, J., Bangera, S., Palmer, R. and Joffe, V. (2022) ‘Research priorities
relating to communication and swallowing for people with learning disabilities across the
lifespan’, Tizard Learning Disability Review, 27(2), pp. 95—104. Available at:

https://doi.org/10.1108/tldr-06-2021-0018.



95

Chadd, K., Malik, M. and Kapilashrami, A. (2025) ‘Operationalising participatory action
research to evaluate early years’ population health services’, BMC Public Health, 25(1), p.

947. Available at: https://doi.org/10.1186/s12889-025-22183-8.

Chadd, K., Moyse, K. and Enderby, P. (2021) ‘Impact of COVID-19 on the Speech and
Language Therapy Profession and Their Patients’, Frontiers in Neurology, 12. Available at:

https://doi.org/10.3389/fneur.2021.629190.

Chadd, K.E., Kulkarni, A.A., Longhurst, L.M. and Travlos, M. (2020) ‘Involving Individuals
with Developmental Language Disorder and their Parents/Carers in Research Priority
Setting’, Journal of Visualized Experiments, (160), p. 61267. Available at:

https://doi.org/10.3791/61267.

Chalmers, I., Dickersin, K. and Chalmers, T.C. (1992) ‘Getting to grips with Archie
Cochrane’s agenda.’, BMJ : British Medical Journal, 305(6857), pp. 786—788. Available at:

https://doi.org/10.1136/bmj.305.6857.786.

Charlton, J.I. (1998) Nothing about Us Without Us: Disability Oppression and Empowerment.
Berkeley, United States: University of California Press. Available at:
http://ebookcentral.proquest.com/lib/universityofessex-ebooks/detail.action?docID=224299

(Accessed: 5 June 2025).

Chen, B. and McNamara, D.M. (2020) ‘Disability Discrimination, Medical Rationing and
COVID-19’, Asian Bioethics Review, 12(4), pp. 511-518. Available at:

https://doi.org/10.1007/541649-020-00147-x.

Chinn, D. and Balota, B. (2023) ‘A systematic review of photovoice research methods with
people with intellectual disabilities’, Journal of Applied Research in Intellectual Disabilities,

36(4), pp. 725-738. Available at: https://doi.org/10.1111/jar.13106.



96

Chun Tie, Y., Birks, M. and Francis, K. (2019) ‘Grounded theory research: A design
framework for novice researchers’, SAGE Open Medicine, 7, p. 2050312118822927.

Auvailable at: https://doi.org/10.1177/2050312118822927.

Cochrane (2025) Involving People: A learning resource for systematic review authors.
Available at: https://www.cochrane.org/learn/courses-and-resources/patients-and-public-
involvement/involving-people-learning-resource-systematic-review-authors (Accessed: 1

September 2025).

Cohen-Fournier, S.M., Brass, G. and Kirmayer, L.J. (2021) ‘Decolonizing health care:
Challenges of cultural and epistemic pluralism in medical decision-making with Indigenous
communities’, Bioethics, 35(8), pp. 767-778. Available at:

https://doi.org/10.1111/bioe.12946.

Connor, L., Dean, J., McNett, M., Tydings, D.M., Shrout, A., Gorsuch, P.F., Hole, A., Moore,
L., Brown, R., Melnyk, B.M. and Gallagher-Ford, L. (2023) ‘Evidence-based practice
improves patient outcomes and healthcare system return on investment: Findings from a
scoping review’, Worldviews on Evidence-Based Nursing, 20(1), pp. 6-15. Available at:

https://doi.org/10.1111/wvn.12621.

Corbin, J.M. and Strauss, A. (1990) ‘Grounded theory research: Procedures, canons, and
evaluative criteria’, Qualitative Sociology, 13(1), pp. 3—-21. Available at:

https://doi.org/10.1007/BF00988593.

Cornish, F., Breton, N., Moreno-Tabarez, U., Delgado, J., Rua, M., de-Graft Aikins, A. and
Hodgetts, D. (2023) ‘Participatory action research’, Nature Reviews Methods Primers, 3(1),

pp- 1-14. Available at: https://doi.org/10.1038/s43586-023-00214-1.



97

Crenshaw, K. (1991) ‘Mapping the Margins: Intersectionality, Identity Politics, and Violence
against Women of Color’, Stanford Law Review, 43(6), pp. 1241-1299. Available at:

https://doi.org/10.2307/1229039.

Critical Appraisal Skills Programme (no date) Critical Appraisal Checklists. Available at:

https://casp-uk.net/casp-tools-checklists/ (Accessed: 27 June 2025).

Crocker, A., Titterington, J. and Tennyson, M. (2024) ‘An evaluation of a speech and
language therapy eating, drinking and swallowing service for adults with intellectual
disability’, Tizard Learning Disability Review, 29(2), pp. 72-81. Available at:

https://doi.org/10.1108/TLDR-05-2023-0011.

Daly, J., Willis, K., Small, R., Green, J., Welch, N., Kealy, M. and Hughes, E. (2007) ‘A
hierarchy of evidence for assessing qualitative health research’, Journal of Clinical

Epidemiology, 60(1), pp. 43—49. Available at: https://doi.org/10.1016/].jclinepi.2006.03.014.

Damico, J.S. and Ball, M.J. (2019) The SAGE Encyclopedia of Human Communication
Sciences and Disorders. Thousand Oaks, United States: SAGE Publications, Incorporated.
Available at: http://ebookcentral.proquest.com/lib/universityofessex-

ebooks/detail.action?docID=5789780 (Accessed: 21 August 2025).

Davies, M. (2022) ‘Randomised controlled trials and unintended consequences: a cautionary
tale from the world of psychotherapy’, Practical Diabetes, 39(3), pp. 10—12. Available at:

https://doi.org/10.1002/pdi.2392.

Davis, D.A. and Taylor-Vaisey, A. (1997) ‘Translating guidelines into practice: a systematic
review of theoretic concepts, practical experience and research evidence in the adoption of
clinical practice guidelines’, CMAJ: Canadian Medical Association Journal, 157(4), pp. 408—

416.



98

De Leo, A., Bloxsome, D. and Bayes, S. (2023) ‘Approaches to clinical guideline
development in healthcare: a scoping review and document analysis’, BMC Health Services

Research, 23(1), p. 37. Available at: https://doi.org/10.1186/s12913-022-08975-3.

DeGloma, T., Brekhus, W.H. and Force, W.R. (2024) ‘Introduction: On the Wonderful
Complexities and Varied Directions of Symbolic Interactionism in the Twenty-First Century’,
in W.H. Brekhus, T. DeGloma, and W.R. Force (eds) The Oxford Handbook of Symbolic
Interactionism. Oxford University Press, p. 0. Available at:

https://doi.org/10.1093/0xfordhb/9780190082161.013.1.

Denscombe, M. (2025) ‘Decolonial research methodology: an assessment of the challenge to
established practice’, International Journal of Social Research Methodology, 28(2), pp. 231—

240. Available at: https://doi.org/10.1080/13645579.2024.2357558.

Desai, R., Wang, S., Sreedhara, S., Zabotka, L., Khosrow-Khavar, F., Nelson, J., Shi, X., Toh,
S., Wyss, R., Patorno, E., Dutcher, S., Li, J., Lee, H., Ball, R., Dal, G., Segal, J., Suissa, S.,
Rothman, K., Greenland, S. and Schneeweiss, S. (2024) ‘Process guide for inferential studies
using healthcare data from routine clinical practice to evaluate causal effects of drugs
(PRINCIPLED): considerations from the FDA Sentinel Innovation Center’, BMJ, 384.

Available at: https://doi.org/10.1136/bmj-2023-076460.

DeSouza, A., Wang, D., Wong, J.J., Furlan, A.D., Hogg-Johnson, S., Macedo, L., Mior, S. and
Coté, P. (2024) ‘Prevalence of Unmet Rehabilitation Needs Among Canadians Living With
Long-term Conditions or Disabilities During the First Wave of the COVID-19 Pandemic’,
Archives of Physical Medicine and Rehabilitation, 105(2), pp. 268-279. Available at:

https://doi.org/10.1016/j.apmr.2023.07.010.



99

Dodd, B. (2007) ‘Evidence-Based Practice and Speech-Language Pathology: Strengths,
Weaknesses, Opportunities and Threats’, Folia Phoniatrica et Logopaedica, 59(3), pp. 118—

129. Available at: https://doi.org/10.1159/000101770.

Dollaghan, C.A. (2007) The Handbook for Evidence-Based Practice in Communication

Disorders. Maryland, United States of America: Brookes Publishing.

Douglas, N.F. and Burshnic, V.L. (2019) ‘Implementation Science: Tackling the Research to
Practice Gap in Communication Sciences and Disorders’, Perspectives of the ASHA Special
Interest Groups, 4(1), pp. 3—7. Available at: https://doi.org/10.1044/2018_PERS-ST-2018-

0000.

Dusin, J., Melanson, A. and Mische-Lawson, L. (2023) ‘Evidence-based practice models and
frameworks in the healthcare setting: a scoping review’, BMJ Open, 13(5), p. e071188.

Available at: https://doi.org/10.1136/bmjopen-2022-071188.

Edwards, M. and Schippers, A.P. (2024) ‘Expanding the quality of life paradigm:
Contributions from the field of disability studies’, Journal of Policy and Practice in

Intellectual Disabilities, 21(1), p. €12483. Available at: https://doi.org/10.1111/jppi.12483.

Ekezie, W., Cassambai, S., Curtis, F., Czyznikowska, B., O’Mahoney, L.L., Willis, A., Jeffers,
S., Abdala, R., Butt, A., Chudasama, Y., Khunti, K. and Farooqi, A. (2025) ‘Global Insights
on the Involvement of Ethnic Minority Populations in Health and Social Care Research
Priority Setting: A Systematic Scoping Review’, Journal of Racial and Ethnic Health

Disparities [Preprint]. Available at: https://doi.org/10.1007/s40615-025-02377-x.

Eldridge, S., Ashby, D., Bennett, C., Wakelin, M. and Feder, G. (2008) ‘Internal and external
validity of cluster randomised trials: systematic review of recent trials’, BMJ, 336(7649), pp.

876—880. Available at: https://doi.org/10.1136/bm;j.39517.495764.25.



100

Elias, P., Norris, S., Brito, J., Stoltzfus, R., Bero, L., Djulbegovic, B., Neumann, 1., Montiori,
V. and Guyatt, G. (2013) ‘075 The Use of GRADE Methods in the World Health
Organization (Who) Public Health Guidelines (PHG): Distribution of Strength of
Recommendations and Confidence in Estimates of Effect’, BMJ Quality & Safety, 22(Suppl

1), pp- A36—A36. Available at: https://doi.org/10.1136/bmjqs-2013-002293.106.

Enderby, P. (2019) Therapy Outcome Measure User Guide and Scales. United Kingdom:
J&R Press Limited. Available at: http://ebookcentral.proquest.com/lib/universityofessex-

ebooks/detail.action?docID=6571542 (Accessed: 22 August 2025).

Enderby, P. and John, A. (2015) ‘Therapy outcome measures for rehabilitation professionals’.

United Kingdom: J&R Press Limited.

Enderby, P., John, A. and Petherham, B. (1999) Therapy Outcome Measures for
Rehabilitation Professionals: Speech and Language Therapy, Physiotherapy, Occupational
Therapy. 2nd edn. Wiley. Available at: https://www.wiley.com/en-
us/Therapy+Outcome+Measures+for+Rehabilitation+Professionals%3 A+Speech+and+Lang
uage+Therapy %2C+Physiotherapy %2C+Occupational+Therapy %2C+2nd+Edition-p-

9781118699812 (Accessed: 5 September 2022).

Enderby, P. and Sutton, L. (2020) ‘Where are we now with aphasia after Stroke?’, Annals of
Indian Academy of Neurology, 23(Suppl 2), p. S57. Available at:

https://doi.org/10.4103/aian. AIAN_666_20.

Ensafi, Z., Kamali, M., Bahadorizadeh, L. and Shavaki, Y.A. (2024) ‘The Lived Experiences
of Speech-language Pathologists Regarding the Use of Telepractice During the COVID-19

Pandemic in Iran’, Health in Emergencies & Disasters Quarterly, 10(1), pp. 67-76.



101

Feiler, A. and Watson, D. (2011) ‘Involving children with learning and communication
difficulties: the perspectives of teachers, speech and language therapists and teaching
assistants’, British Journal of Learning Disabilities, 39(2), pp. 113—120. Available at:

https://doi.org/10.1111/.1468-3156.2010.00626.x.

Foster, A., Worrall, L., Rose, M. and O’Halloran, R. (2015) ““That doesn’t translate”: The
role of evidence-based practice in disempowering speech pathologists in acute aphasia
management’, International Journal of Language and Communication Disorders, 50(4), pp.

547-563. Available at: https://doi.org/10.1111/1460-6984.12155.

Francke, A.L., Smit, M.C., de Veer, A.J. and Mistiaen, P. (2008) ‘Factors influencing the
implementation of clinical guidelines for health care professionals: A systematic meta-
review’, BMC Medical Informatics and Decision Making, 8(1), p. 38. Available at:

https://doi.org/10.1186/1472-6947-8-38.

de Freitas, C. and Martin, G. (2015) ‘Inclusive public participation in health: Policy, practice
and theoretical contributions to promote the involvement of marginalised groups in
healthcare’, Social Science & Medicine, 135, pp. 31-39. Available at:

https://doi.org/10.1016/j.socscimed.2015.04.019.

Gatt, C. (2023) ‘Decolonizing scholarship? Plural onto/epistemologies and the right to
science’, Frontiers in Sociology, 8, p. 1297747. Available at:

https://doi.org/10.3389/fs0c.2023.1297747.

George, S.Z. (2024) ‘A Tension Not Mentioned: When Clinical Research Favors Internal
Over External Validity’, Physical Therapy, 104(6), p. pzaec079. Available at:

https://doi.org/10.1093/ptj/pzae079.



102

Gerstman, B.B. (2023) ‘There is no single gold standard study design (RCTs are not the gold
standard)’, Expert Opinion on Drug Safety, 22(4), pp. 267-270. Available at:

https://doi.org/10.1080/14740338.2023.2203488.

Gillborn, D., Warmington, P. and Demack, S. (2018) ‘QuantCrit: education, policy, “Big
Data” and principles for a critical race theory of statistics’, Race Ethnicity and Education,

21(2), pp. 158—-179. Available at: https://doi.org/10.1080/13613324.2017.1377417.

Glaser, B. and Strauss, A. (1981) Discovery of Grounded Theory: Strategies for Qualitative
Research. Oxford, United Kingdom: Taylor & Francis Group. Available at:
http://ebookcentral.proquest.com/lib/universityofessex-ebooks/detail.action?docID=4905885

(Accessed: 16 May 2025).

Global Forum for Health Research and World Health Organization (2002) The 10/90 (ten
ninety) report on health research 2001-2002. World Health Organization, p. 224. Available at:

https://iris.who.int/handle/10665/44385 (Accessed: 5 June 2025).

Goldsmith, L. and Skirton, H. (2015) ‘Research involving people with a learning disability —
methodological challenges and ethical considerations’, Journal of Research in Nursing,

20(6), pp. 435—446. Available at: https://doi.org/10.1177/1744987115591867.

Grant, C. (2011) ‘Diversifying and Transforming the Doctoral Studies Terrain: A Student’s

Experience of a Thesis by Publication’, Alternation, 18(2), pp. 245-267.

Gréaux, M., Chadd, K., Gheewala, F., Pang, V., Katsos, N. and Gibson, J.L. (2025)
‘Amplifying the voices of underrepresented speech-language pathologists: A scoping review
using the transformative research paradigm’, International Journal of Speech-Language
Pathology, 27(4), pp. 474-493. Available at:

https://doi.org/10.1080/17549507.2024.2347251.



103

Green, L.W. (2008) ‘Making research relevant: if it is an evidence-based practice, where’s the
practice-based evidence?’, Family Practice, 25(suppl_1), pp. i20—i24. Available at:

https://doi.org/10.1093/fampra/cmn055.

Green, M.A., Evans, C.R. and Subramanian, S.V. (2017) ‘Can intersectionality theory enrich
population health research?’, Social Science & Medicine, 178, pp. 214-216. Available at:

https://doi.org/10.1016/j.socscimed.2017.02.029.

Greenhalgh, J. and Manzano, A. (2022) ‘Understanding “context” in realist evaluation and
synthesis’, International Journal of Social Research Methodology, 25(5), pp. 583-595.

Available at: https://doi.org/10.1080/13645579.2021.1918484.

Greenhalgh, T. (2019) How to Read a Paper: The Basics of Evidence-based Medicine and

Healthcare. 6th edn. New Jersey: Wiley.

Greenhalgh, T., Howick, J. and Maskrey, N. (2014) ‘Evidence based medicine: a movement

in crisis?’, BMJ, 348, p. g3725. Available at: https://doi.org/10.1136/bmj.g3725.

Greenwell, T. and Walsh, B. (2021) ‘Evidence-Based Practice in Speech-Language
Pathology: Where Are We Now?’, American Journal of Speech-Language Pathology, 30(1),

pp. 186-198. Available at: https://doi.org/10.1044/2020_AJSLP-20-00194.

Guyatt, G.H. (1991) ‘Evidence-based medicine’, ACP Journal Club, 114(2), p. A16.

Available at: https://doi.org/10.7326/ACPJC-1991-114-2-A16.

Guyatt, G.H., Oxman, A.D., Kunz, R., Vist, G.E., Falck-Ytter, Y. and Schiinemann, H.J.
(2008) “What is “quality of evidence” and why is it important to clinicians?’, BMJ,

336(7651), pp. 995-998. Available at: https://doi.org/10.1136/bmj.39490.551019.BE.



104

Guyatt, G.H., Oxman, A.D., Vist, G.E., Kunz, R., Falck-Ytter, Y., Alonso-Coello, P. and
Schiinemann, H.J. (2008) ‘GRADE: an emerging consensus on rating quality of evidence and
strength of recommendations’, BMJ, 336(7650), pp. 924-926. Available at:

https://doi.org/10.1136/bmj.39489.470347.AD.

Hall-Mills, S., Ireland, M., Flynn, P.F. and Hoffman, L. (2023) ‘School-Based Speech-
Language Pathologists’ Engagement With Evidence-Based Practice: An Update With
Implications for Implementation Research’, Language, Speech, and Hearing Services in

Schools, 54(4), pp. 1155-1164. Available at: https://doi.org/10.1044/2023_LSHSS-22-00170.

Handtke, O., Schilgen, B. and Mésko, M. (2019) ‘Culturally competent healthcare — A
scoping review of strategies implemented in healthcare organizations and a model of
culturally competent healthcare provision’, PLOS ONE, 14(7), p. €0219971. Available at:

https://doi.org/10.1371/journal.pone.0219971.

Harari, L. and Lee, C. (2021) ‘Intersectionality in quantitative health disparities research: A
systematic review of challenges and limitations in empirical studies’, Social Science &

Medicine, 277, p. 113876. Available at: https://doi.org/10.1016/j.socscimed.2021.113876.

Hariton, E. and Locascio, J.J. (2018) ‘Randomised controlled trials — the gold standard for
effectiveness research’, BJOG: An International Journal of Obstetrics & Gynaecology,

125(13), pp. 1716-1716. Available at: https://doi.org/10.1111/1471-0528.15199.

Harris, J., Grafton, K. and Cooke, J. (2020) ‘Developing a consolidated research framework
for clinical allied health professionals practising in the UK’, BMC Health Services Research,

20(1), p. 852. Available at: https://doi.org/10.1186/s12913-020-05650-3.

Harris, R., Sims, S., Leamy, M., Levenson, R., Davies, N., Brearley, S., Grant, R., Gourlay,

S., Favato, G. and Ross, F. (2019) ‘Intentional rounding in hospital wards to improve regular



105

interaction and engagement between nurses and patients: a realist evaluation’, Health and
Social Care Delivery Research, 7(35), pp. 1-168. Available at:

https://doi.org/10.3310/hsdr07350.

Hayden, N., Bradshaw, J., Hayward, S., Murphy, J., Boa, S., Eden, V., Alm, N., Pampoulou,
E. and Mischo, S. (2024) ‘A narrative review on analysing and reporting research conducted
using Talking Mats®, an inclusive communication tool’, Technology and Disability, 36(3),

pp- 69-84. Available at: https://doi.org/10.3233/TAD-230024.

Haynes, R.B., Sackett, D.L., Gray, J.A., Cook, D.L. and Guyatt, G.H. (1997) ‘Transferring
evidence from research into practice: 2. Getting the evidence straight’, ACP journal club,

126(1), pp. Al4-16.

Haynes, R.B., Sackett, D.L., Gray, J.M., Cook, D.J. and Guyatt, G.H. (1996) ‘Transferring
evidence from research into practice: 1. The role of clinical care research evidence in clinical

decisions’, ACP journal club, 125(3), pp. A14-16.

He, J., Morales, D.R. and Guthrie, B. (2020) ‘Exclusion rates in randomized controlled trials

of treatments for physical conditions: a systematic review’, Trials, 21(1), p. 228. Available at:

https://doi.org/10.1186/s13063-020-4139-0.

Health and Care Professions Council (2023) Standards of Proficiency for Speech and
Language Therapists. Available at: https://www.hcpc-uk.org/standards/standards-of-

proficiency/speech-and-language-therapists/ (Accessed: 10 July 2023).

Henshall, C., Kozlowska, O., Walthall, H., Heinen, A., Smith, R. and Carding, P. (2021)
‘Interventions and strategies aimed at clinical academic pathway development for nurses in
the United Kingdom: A systematised review of the literature’, Journal of Clinical Nursing,

30(11-12), pp. 1502—1518. Available at: https://doi.org/10.1111/jocn.15657.



106

Higgs, J., McAllister, L. and Whiteford, G. (2009) ‘The Practice and Praxis of Professional
Decision-Making’, in B. Green (ed.) Understanding and Researching Professional Practice.
Brill (Professional Learning). Available at:
https://brill.com/display/book/9789087907327/BP000008.xml (Accessed: 20 September

2025).

Hoang, H. (2022) Cultural competence in speech-language pathology : Finnish speech
language pathologists’ experience of cultural competence in service delivery. Masters Thesis.
Abo Akademi University. Available at: https://www.doria.fi/handle/10024/185290 (Accessed:

22 August 2025).

Homan, P., Brown, T.H. and King, B. (2021) ‘Structural Intersectionality as a New Direction
for Health Disparities Research’, Journal of Health and Social Behavior, 62(3), pp. 350-370.

Auvailable at: https://doi.org/10.1177/00221465211032947.

van der Horst, D.E.M., Garvelink, M.M., Bos, W.J.W., Stiggelbout, A.M. and Pieterse, A.H.
(2023) ‘For which decisions is Shared Decision Making considered appropriate? — A
systematic review’, Patient Education and Counseling, 106, pp. 3—16. Available at:

https://doi.org/10.1016/j.pec.2022.09.015.

Houston, S.M. (2021) ‘Agile Development Methodology’, The Project Manager’s Guide to

Health Information Technology Implementation. 3rd edn. New York: Productivity Press.

Hudnall, M. (2022) ‘Self-Reported Perspectives on Cultural Competence Education in
Speech-Language Pathology’, American Journal of Speech-Language Pathology, 31(2), pp.

631-638. Available at: https://doi.org/10.1044/2021_AJSLP-20-00338.



107

Hussain, M., Sadigh, Mitra, Sadigh, Majid, Rastegar, A. and Sewankambo, N. (2023)
‘Colonization and decolonization of global health: which way forward?’, Global Health

Action, 16(1), p. 2186575. Available at: https://doi.org/10.1080/16549716.2023.2186575.

Hyter, Y.D. and Salas-Provence, M. (2019) Culturally Responsive Practices in Speech,
Language, and Hearing Sciences, Second Edition. San Diego, CA: Plural Publishing, Inc.
Available at:

https://search.ebscohost.com/login.aspx ?direct=true&db=nlebk & AN=1831951 &site=ehost-

live&scope=site&authtype=sso&custid=s9814295.

Jabonete, F.G.V. and Roxas, R.E.O. (2022) ‘Barriers to Research Utilization in Nursing: A
Systematic Review (2002-2021)’, SAGE Open Nursing, 8, p. 23779608221091073. Available

at: https://doi.org/10.1177/23779608221091073.

James Lind Alliance (2024) The James Lind Alliance Guidebook. Version 10. Available at:

https://www.jla.nihr.ac.uk/jla-guidebook/ (Accessed: 24 September 2025).

Jongsma, K.R. and Milota, M.M. (2022) ‘Establishing a multistakeholder research agenda:
lessons learned from a James Lind Alliance Partnership’, BMJ Open, 12, p. €059006.

Available at: https://doi.org/10.1136/bmjopen-2021-059006.

Kapilashrami, A. and Hankivsky, O. (2018) ‘Intersectionality and why it matters to global
health’, The Lancet, 391(10140), pp. 2589-2591. Available at: https://doi.org/10.1016/S0140-

6736(18)31431-4.

Kathard, H. (2001) ‘Sharing Stories: Life History Narratives in Stuttering Research’,
International Journal of Language & Communication Disorders, 36(S1), pp. 52-57.

Auvailable at: https://doi.org/10.3109/13682820109177858.



108

Kathard, H., Plllay, M., Samuel, M. and Reddy, V. (2004) ‘Genesis of self-identity as
DisOther: Life histories of people who stutter’, South African Journal of Communication

Disorders, 51(1), pp. 4-14.

Kennedy-Martin, T., Curtis, S., Faries, D., Robinson, S. and Johnston, J. (2015) ‘A literature
review on the representativeness of randomized controlled trial samples and implications for
the external validity of trial results’, Trials, 16(1), p. 495. Available at:

https://doi.org/10.1186/s13063-015-1023-4.

Keynejad, R.C., Deraz, O., Ingenhoff, R., Eick, F., Njie, H., Graff, S., Adhikari, T.B., Zajec,
P., Mautner, M.-C., Salazar, A., Lichtwarck, H.O., Gaifém, F., Abera, H., Amare, H.H.,
Alemayehu, S.B., Mulushoa, A. and Grosse, P. (2023) ‘Decoloniality in global health
research: ten tasks for early career researchers’, BMJ Global Health, 8(11). Available at:

https://doi.org/10.1136/bmjgh-2023-014298.

Khamis-Dakwar, R. and Randazzo, M. (2021) ‘Deconstructing the Three Pillars of Evidence-
Based Practice to Facilitate Social Justice Work in Speech Language and Hearing Sciences’,
in R. Horton (ed.) Critical Perspectives on Social Justice in Speech-Language Pathology. 1st

edn. USA: IGI Global, pp. 130-150.

Khan, S.A. (2022) ‘Decolonising global health by decolonising academic publishing’, BMJ

Global Health, 7(3). Available at: https://doi.org/10.1136/bmjgh-2021-007811.

Khedkar, P.D. and Nair, P. (2016) ‘Transformative Pedagogy: A Paradigm Shift in Higher
Education’, International Journal of Research and Scientific Innovation, 4(1). Available at:

https://rsisinternational.org/3ICMRP-2016/332-337.pdf.

Killett, A., Langdon, P.E., Ryan, H., Shiggins, C., Heywood, R., Jimoh, O.F., Redley, M. and

Bunning, K. (2023) ‘Inclusion of adults with conditions that have the potential to affect



109

capacity and or communication in research: triangulation from a mixed-methods study of
current practice and values across multiple stakeholders’, BMJ Open, 13, p. ¢068366.

Available at: https://doi.org/10.1136/bmjopen-2022-068366.

Kirmayer, L.J. (2012) ‘Cultural competence and evidence-based practice in mental health:
Epistemic communities and the politics of pluralism’, Social Science & Medicine, 75(2), pp.

249-256. Available at: https://doi.org/10.1016/j.socscimed.2012.03.018.

Koch, R., Pool, J. and Heymans, Y. (2025) ‘Decolonisation of Health Sciences Curricula as a
Vehicle for Transformation in Higher Education: A Scoping Review’, South African Journal

of Higher Education, 39(1), pp. 157-187. Available at: https://doi.org/10.20853/39-1-6109.

Kohere-Smiler, N.-M.J., dos Santos Meechan, R.J., Malone, M., Purdy, S.C. and Brewer,
K.M. (2025) ‘Nga manu taketake o te ao (Indigenous birds of the world): a scoping review of
research focusing on Indigenous speech-language therapy for Indigenous children, using

Indigenous methodologies’, AlterNative An International Journal of Indigenous Peoples,

21(1), pp. 72-84. Available at: https://doi.org/10.1177/11771801241312794.

Kooijmans, R., Mercera, G., Langdon, P.E. and Moonen, X. (2022) ‘The Adaptation of Self-
Report Measures to the Needs of People With Intellectual Disabilities: A Systematic Review’,
Clinical Psychology: Science and Practice, 29(3), pp. 250-271. Available at:

https://doi.org/10.1037/cps0000058.

Kostis, J.B. and Dobrzynski, J.M. (2020) ‘Limitations of Randomized Clinical Trials’, The
American Journal of Cardiology, 129, pp. 109-115. Available at:

https://doi.org/10.1016/j.amjcard.2020.05.011.

Kulkarni, A.A., Chadd, K.E., Lambert, S.B., Earl, G., Longhurst, L.M., McKean, C., Hulme,

C., McGregor, K.K., Cunniff, A., Pagnamenta, E., Joffe, V., Ebbels, S.E., Bangera, S.,



110

Wallinger, J. and Norbury, C.F. (2022) ‘Editorial Perspective: Speaking up for developmental
language disorder — the top 10 priorities for research’, Journal of Child Psychology and

Psychiatry, 63(8), pp. 957-960. Available at: https://doi.org/10.1111/jcpp.13592.

Larson, J.S. (1999) ‘The Conceptualization of Health’, Medical Care Research and Review,

56(2), pp. 123—136. Available at: https://doi.org/10.1177/107755879905600201.

Lee, H., Fitzpatrick, J.J. and Baik, S.-Y. (2013) ‘Why isn’t evidence based practice improving
health care for minorities in the United States?’, Applied Nursing Research, 26(4), pp. 263—

268. Available at: https://doi.org/10.1016/j.apnr.2013.05.004.

Lewin, S., Booth, A., Glenton, C., Munthe-Kaas, H., Rashidian, A., Wainwright, M., Bohren,
M.A., Tungalp, 0., Colvin, C.J., Garside, R., Carlsen, B., Langlois, E.V. and Noyes, J. (2018)
‘Applying GRADE-CERQual to qualitative evidence synthesis findings: introduction to the
series’, Implementation Science, 13(1), p. 2. Available at: https://doi.org/10.1186/s13012-017-

0688-3.

Lim, Y.J.N. (2025) ‘Decolonising global health: an essential conversation in medical

education’, BMJ, 390, p. r1149. Available at: https://doi.org/10.1136/bmj.r1149.

Lokugamage, A.U., Robinson, N., Pathberiya, S.D.C., Wong, S. and Douglass, C. (2022)
‘Respectful maternity care in the UK using a decolonial lens’, SN Social Sciences, 2(12), p.

267. Available at: https://doi.org/10.1007/s43545-022-00576-5.

Longhini, J., Rossettini, G. and Palese, A. (2022) ‘Digital Health Competencies Among
Health Care Professionals: Systematic Review’, Journal of Medical Internet Research, 24(8),

p. €36414. Available at: https://doi.org/10.2196/36414.



111

Lucero, E. (2011) ‘From Tradition to Evidence: Decolonization of the Evidence-based
Practice System’, Journal of Psychoactive Drugs, 43(4), pp. 319-324. Available at:

https://doi.org/10.1080/02791072.2011.628925.

Luke, J., Verbunt, E., Zhang, A., Bamblett, M., Johnson, G., Salamone, C., Thomas, D.,
Eades, S., Gubhaju, L., Kelaher, M. and Jones, A. (2022) ‘Questioning the ethics of evidence-
based practice for Indigenous health and social settings in Australia’, BMJ Global Health,

7(6). Available at: https://doi.org/10.1136/bmjgh-2022-009167.

Madden, M. and Morley, R. (2016) ‘Exploring the challenge of health research priority
setting in partnership: reflections on the methodology used by the James Lind Alliance

Pressure Ulcer Priority Setting Partnership’, Research Involvement and Engagement, 2(1), p.

12. Available at: https://doi.org/10.1186/s40900-016-0026-y.

Mazher, W. and Kang, J.-G. (2010) ‘From Dialogue to Bakhtin’s Dialogue: A Critical Review
in Learning Disability Research’, Review of Disability Studies: An International Journal,

6(4). Available at: https://rdsjournal.org (Accessed: 13 February 2026).

Mc Cord, K.A., Al-Shahi Salman, R., Treweek, S., Gardner, H., Strech, D., Whiteley, W.,
Ioannidis, J.P.A. and Hemkens, L.G. (2018) ‘Routinely collected data for randomized trials:
promises, barriers, and implications’, Trials, 19(1), p. 29. Available at:

https://doi.org/10.1186/s13063-017-2394-5.

McCurtin, A. and Clifford, A.M. (2015) ‘What are the primary influences on treatment
decisions? How does this reflect on evidence-based practice? Indications from the discipline
of speech and language therapy’, Journal of Evaluation in Clinical Practice, 21(6), pp. 1178—

1189. Available at: https://doi.org/10.1111/jep.12385.



112

McCurtin, A., Murphy, C.-A. and Roddam, H. (2019) ‘Moving Beyond Traditional
Understandings of Evidence-Based Practice: A Total Evidence and Knowledge Approach
(TEKA) to Treatment Evaluation and Clinical Decision Making in Speech-Language
Pathology’, Seminars in Speech and Language, 40(5), pp. 370-393. Available at:

https://doi.org/10.1055/s-0039-1694996.

Memisevic, H. and Ibralic, 1. (2025) ‘Quality of Life and Disability’, The Palgrave
Encyclopedia of Disability. Palgrave Macmillan, Cham, pp. 1-7. Available at:

https://doi.org/10.1007/978-3-031-40858-8_459-1.

Meurisse, M., Estupifidn-Romero, F., Gonzédlez-Galindo, J., Martinez-Lizaga, N., Royo-
Sierra, S., Saldner, S., Dolanski-Aghamanoukjan, L., Degelsegger-Marquez, A., Soiland-
Reyes, S., Van Goethem, N., Bernal-Delgado, E., and for the BeYond-COVID project (2023)
‘Federated causal inference based on real-world observational data sources: application to a
SARS-CoV-2 vaccine effectiveness assessment’, BMC Medical Research Methodology,

23(1), p. 248. Available at: https://doi.org/10.1186/s12874-023-02068-3.

Minogue, V., Matvienko-Sikar, K., Hayes, C., Morrissey, M., Gorman, G. and Terres, A.
(2021) ‘The usability and applicability of knowledge translation theories, models, and
frameworks for research in the context of a national health service’, Health Research Policy

and Systems, 19(1), p. 105. Available at: https://doi.org/10.1186/s12961-021-00747-5.

Montori, V.M., Ruissen, M.M., Hargraves, 1.G., Brito, J.P. and Kunneman, M. (2023) ‘Shared
decision-making as a method of care’, BMJ Evidence-Based Medicine, 28(4), pp. 213-217.

Available at: https://doi.org/10.1136/bmjebm-2022-112068.



113

Moosavi, L. (2023) ‘Turning the Decolonial Gaze towards Ourselves: Decolonising the
Curriculum and “Decolonial Reflexivity” in Sociology and Social Theory’, Sociology, 57(1),

pp. 137-156. Available at: https://doi.org/10.1177/00380385221096037.

Morris, Z.S., Wooding, S. and Grant, J. (2011) ‘The answer is 17 years, what is the question:
understanding time lags in translational research’, Journal of the Royal Society of Medicine,

104(12), pp. 510-520. Available at: https://doi.org/10.1258/jrsm.2011.110180.

Moyse, K., Enderby, P., Chadd, K., Gadhok, K., Bedwell, M. and Guest, P. (2020) ‘Outcome
measurement in speech and language therapy: a digital journey’, BMJ Health & Care

Informatics, 27(1), p. e100085. Available at: https://doi.org/10.1136/bmjhci-2019-100085.

Mukumbang, F.C., De Souza, D.E. and Eastwood, J.G. (2023) “The contributions of scientific
realism and critical realism to realist evaluation’, Journal of Critical Realism, 22(3), pp. 504—

524. Available at: https://doi.org/10.1080/14767430.2023.2217052.

Nair, V.K., Farah, W. and Cushing, I. (2023) ‘A Critical Analysis of Standardized Testing in
Speech and Language Therapy’, Language, Speech, and Hearing Services in Schools, 54(3),

pp. 781-793. Available at: https://doi.org/10.1044/2023_LSHSS-22-00141.

Nair, V.K.K., Brea, M.R. and Yu, B. (2024) ‘Decolonizing Speech Language ‘“Pathology”:
Critical Foundational Concepts for Research, Pedagogy and Praxis’, Journal of Critical Study
of Communication and Disability, 2(2), pp. 71-94. Available at:

https://doi.org/10.48516/jcscd_2024vol2iss2.28.

Najeeb, P. and Quadt, L. (2024) ‘Autistic well-being: A scoping review of scientific studies
from a neurodiversity-affirmative perspective’, Neurodiversity, 2, p. 27546330241233088.

Available at: https://doi.org/10.1177/27546330241233088.



National Institute for Health and Care Excellence (2022) ‘NICE real-world evidence
framework’. Available at: https://www.nice.org.uk/corporate/ecd9/chapter/overview

(Accessed: 24 September 2025).

National Institute for Health and Care Excellence (2024) Developing NICE guidelines: the
manual. England, UK: NICE. Available at:
https://www.nice.org.uk/process/pmg20/chapter/reviewing-evidence#assessing-evidence-

critical-appraisal-analysis-and-certainty-in-the-findings (Accessed: 18 July 2025).

114

National Institute for Health and Care Research (2022) NIHR James Lind Alliance Priority

Setting Partnerships rolling call. Available at: https://www.nihr.ac.uk/nihr-james-lind-

alliance-priority-setting-partnerships-rolling-call (Accessed: 27 August 2025).

National Institute for Health and Care Research (2024) Guidance on co-producing a research

project. Available at: https://www.learningforinvolvement.org.uk/content/resource/nihr-

guidance-on-co-producing-a-research-project/ (Accessed: 24 September 2025).

National Institute for Health and Care Research (2025a) Compensatory interventions to
facilitate swallowing in adults with dysphagia to fluids | NIHR. Available at:
https://www.nihr.ac.uk/funding/compensatory-interventions-facilitate-swallowing-adults-

dysphagia-fluids/2025248 (Accessed: 8 April 2025).

National Institute for Health and Care Research (2025b) The use of thickened fluids in
children and young people with oropharyngeal dysphagia. Available at:
https://www.nihr.ac.uk/funding/use-thickened-fluids-children-and-young-people-

oropharyngeal-dysphagia/2025243 (Accessed: 8 April 2025).

National Institute for Health and Care Research (no date) Guidance for applicants on

working with people and communities. Available at: https://www.nihr.ac.uk/research-



115

funding/application-support/working-with-people-and-communities (Accessed: 27 August

2025).

Ne’eman, A. and DeMartino, E.S. (2023) ‘Disability Rights and Life-Sustaining Treatment:
Building Bridges Between Clinicians and Advocates’, CHEST, 164(1), pp. 203-205.

Available at: https://doi.org/10.1016/j.chest.2023.03.031.

Newington, L., Alexander, C.M. and Wells, M. (2022) ‘What is a clinical academic?
Qualitative interviews with healthcare managers, research-active nurses and other research-
active healthcare professionals outside medicine’, Journal of Clinical Nursing, 31(3—4), pp.

378-389. Available at: https://doi.org/10.1111/jocn.15624.

NHS (2025) Fit for the Future: 10 Year Health Plan for England. Available at:

https://www.longtermplan.nhs.uk/ (Accessed: 25 July 2025).

NHS England (no date) Evidence-based interventions programme. Available at:

https://www.england.nhs.uk/evidence-based-interventions/ (Accessed: 22 September 2025).

Nygaard, A., Halvorsrud, L., Linnerud, S., Grov, E.K. and Bergland, A. (2019) ‘The James
Lind Alliance process approach: scoping review’, BMJ Open, 9(8), p. €027473. Available at:

https://doi.org/10.1136/bmjopen-2018-027473.

O’Connor, S. and Pettigrew, C.M. (2009) ‘The barriers perceived to prevent the successful
implementation of evidence-based practice by speech and language therapists’, International
Journal of Language & Communication Disorders, 44(6), pp. 1018—1035. Available at:

https://doi.org/10.1080/13682820802585967.



116

Office of the United Nations High Commissioner for Human Rights and World Health
Organization (2000) The Right to Health: Fact Sheet No. 31. Brill | Nijhoff, pp. 451-458.

Available at: https://doi.org/10.1163/9789004502758_044.

Omodan, B.I. and Dastile, N.P. (2023) ‘Analysis of Participatory Action Research as a
Decolonial Research Methodology’, Social Sciences, 12(9), p. 507. Available at:

https://doi.org/10.3390/socsci12090507.

Pagnamenta, E. and Joffe, V.L. (2018) ‘Preregistration research training of speech and
language therapists in the United Kingdom: a nationwide audit of quantity, content and
delivery’, JBI Evidence Implementation, 16(4), p. 204. Available at:

https://doi.org/10.1097/XEB.0000000000000143.

Pagnamenta, E., Longhurst, L., Breaks, A., Chadd, K., Kulkarni, A., Bryant, V., Tier, K.,
Rogers, V., Bangera, S., Wallinger, J., Leslie, P., Palmer, R. and Joffe, V. (2022) ‘Research
priorities to improve the health of children and adults with dysphagia: a National Institute of
Health Research and Royal College of Speech and Language Therapists research priority
setting partnership’, BMJ Open, 12(1), p. €049459. Available at:

https://doi.org/10.1136/bmjopen-2021-049459.

Park, Y.S., Konge, L. and Artino, A.R.J. (2020) ‘The Positivism Paradigm of Research’,
Academic Medicine, 95(5), p. 690. Available at:

https://doi.org/10.1097/ACM.0000000000003093.

Partridge, N. and Scadding, J. (2004) ‘The James Lind Alliance: patients and clinicians
should jointly identify their priorities for clinical trials’, The Lancet, 364(9449), pp. 1923—

1924. Available at: https://doi.org/10.1016/S0140-6736(04)17494-1.



117

Patel, V. (2007) ‘Closing the 10/90 divide in global mental health research’, Acta
Psychiatrica Scandinavica, 115(4), pp. 257-259. Available at: https://doi.org/10.1111/j.1600-

0447.2007.01012.x.

Paton, M., Naidu, T., Wyatt, T.R., Oni, O., Lorello, G.R., Najeeb, U., Feilchenfeld, Z.,
Waterman, S.J., Whitehead, C.R. and Kuper, A. (2020) ‘Dismantling the master’s house: new
ways of knowing for equity and social justice in health professions education’, Advances in
Health Sciences Education, 25(5), pp. 1107-1126. Available at:

https://doi.org/10.1007/s10459-020-10006-x.

Peart, J. and MacKinnon, K. (2018) ‘Cultivating Praxis Through Chinn and Kramer’s
Emancipatory Knowing’, Advances in Nursing Science, 41(4), p. 351. Available at:

https://doi.org/10.1097/ANS.0000000000000232.

Pereira, V.C., Silva, S.N., Carvalho, V.K.S., Zanghelini, F. and Barreto, J.O.M. (2022)
‘Strategies for the implementation of clinical practice guidelines in public health: an
overview of systematic reviews’, Health Research Policy and Systems, 20(1), p. 13. Available

at: https://doi.org/10.1186/s12961-022-00815-4.

Petit-Zeman, S., Firkins, L. and Scadding, J.W. (2010) ‘The James Lind Alliance: tackling
research mismatches’, The Lancet, 376(9742), pp. 667-669. Available at:

https://doi.org/10.1016/S0140-6736(10)60712-X.

Phillips, R.S., Vaarwerk, B. and Morgan, J.E. (2022) ‘Using Evidence-Based Medicine to
Support Clinical Decision-Making in RMS’, Cancers, 15(1), p. 66. Available at:

https://doi.org/10.3390/cancers15010066.

Pillay, M. and Kathard, H. (2015) ‘Decolonizing health professionals’ education : audiology

& speech therapy in South Africa.’, African Journal of Rhetoric, 7, pp. 193-227.



118

Pillay, M., Kathard, H., Hansjee, D., Smith, C., Spencer, S., Suphi, A., Tempest, A. and Thiel,
L. (2023) ‘Decoloniality and healthcare higher education: Critical conversations’,
International Journal of Language & Communication Disorders, n/a(n/a). Available at:

https://doi.org/10.1111/1460-6984.12982.

Porter, S. and O’Halloran, P. (2012) ‘The use and limitation of realistic evaluation as a tool
for evidence-based practice: a critical realist perspective’, Nursing Inquiry, 19(1), pp. 18-28.

Auvailable at: https://doi.org/10.1111/j.1440-1800.2011.00551.x.

Powell, G. and Lowenthal, D. (2014) ‘Outcomes and outcome measures’, RCSLT Bulletin,

September, pp. 22-24.

Powell, G., Ward, A. and Lowenthal, D. (2015) ‘TOMs: A “best fit” tool’, RCSLT Bulletin,

January, p. 21.

Pratt, B. (2021) ‘Achieving inclusive research priority-setting: what do people with lived
experience and the public think is essential?’, BMC Medical Ethics, 22(1), p. 117. Available

at: https://doi.org/10.1186/s12910-021-00685-5.

Pring, T. (2004) ‘Ask a silly question: two decades of troublesome trials’, International
Journal of Language & Communication Disorders, 39(3), pp. 285-302. Available at:

https://doi.org/10.1080/13682820410001681216.

Privette, C. (2023) ‘Embracing Theory as Liberatory Practice: Journeying Toward a Critical
Praxis of Speech, Language, and Hearing’, Language, Speech, and Hearing Services in

Schools, 54(3), pp. 688-706. Available at: https://doi.org/10.1044/2023_LSHSS-22-00134.

Qureshi, 1., Gogoi, M., Al-Oraibi, A., Wobi, E., Pan, D., Martin, C.A., Chaloner, J., Woolf, K.,

Pareek, M. and Nellums, L.B. (2022) ‘Intersectionality and developing evidence-based



119

policy’, The Lancet, 399(10322), pp. 355-356. Available at: https://doi.org/10.1016/S0140-

6736(21)02801-4.

Ramani, S., Whyle, E.B. and Kagwanja, N. (2023) ‘What research evidence can support the
decolonisation of global health? Making space for deeper scholarship in global health
journals’, The Lancet Global Health, 11(9), pp. e1464—e1468. Available at:

https://doi.org/10.1016/S2214-109X(23)00299-1.

Reardon, C.M., Damschroder, L.J., Ashcraft, L.E., Kerins, C., Bachrach, R.L., Nevedal, A.L.,
Domlyn, A.M., Dodge, J., Chinman, M. and Rogal, S. (2025) ‘The Consolidated Framework
for Implementation Research (CFIR) User Guide: a five-step guide for conducting

implementation research using the framework’, Implementation Science, 20(1), p. 39.

Available at: https://doi.org/10.1186/s13012-025-01450-7.

Reid, K. and Okoko, J.M. (2023) ‘Life History Narrative’, in J.M. Okoko, S. Tunison, and
K.D. Walker (eds) Varieties of Qualitative Research Methods: Selected Contextual
Perspectives. Springer, Cham (Springer Texts in Education), pp. 287-293. Available at:

https://doi.org/10.1007/978-3-031-04394-9_46.

Renmans, D. and Castellano Pleguezuelo, V. (2023) ‘Methods in realist evaluation: A
mapping review’, Evaluation and Program Planning, 97, p. 102209. Available at:

https://doi.org/10.1016/j.evalprogplan.2022.102209.

Rosqvist, H., Chown, N. and Stenning, A. (eds) (2020) Neurodiversity Studies: A New

Critical Paradigm. London: Routledge. Available at: https://doi.org/10.4324/9780429322297.

Rothwell, P.M. (2005) ‘External validity of randomised controlled trials: “To whom do the
results of this trial apply?”’, The Lancet, 365(9453), pp. 82-93. Available at:

https://doi.org/10.1016/S0140-6736(04)17670-8.



120

Rowbotham, N.J., Smith, S., Elliott, Z.C., Cupid, B., Allen, L.J., Cowan, K., Allen, L. and
Smyth, A.R. (2023) ‘A refresh of the top 10 research priorities in cystic fibrosis’, Thorax, 78,

pp- 840-843. Available at: https://doi.org/10.1136/thorax-2023-220100.

Rowbotham, N.J., Smith, S.J., Elliott, Z.C., Leighton, P.A., Rayner, O.C., Morley, R. and
Smyth, A.R. (2019) ‘Adapting the James Lind Alliance priority setting process to better
support patient participation: an example from cystic fibrosis’, Research Involvement and

Engagement, 5(1), p. 24. Available at: https://doi.org/10.1186/s40900-019-0159-x.

Royal College of Speech and Language Therapists (2023) ‘Written evidence from the Royal
College of Speech and Language Therapists (PCC0052) House of Lords Integration of
Primary and Community Care Select Committee Inquiry’. UK Parliament Select Committee
Publications. Available at: https://committees.parliament.uk/writtenevidence/120972/pdf/

(Accessed: 29 August 2025).

Russell-Mundine, G. (2012) ‘Reflexivity in Indigenous Research: Reframing and
Decolonising Research?’, Journal of Hospitality and Tourism Management, 19(1), pp. 85-90.

Available at: https://doi.org/10.1017/jht.2012.8.

Rycroft-Malone, J., Burton, C., Wilkinson, J., Harvey, G., McCormack, B., Baker, R.,

Dopson, S., Graham, I., Staniszewska, S., Thompson, C., Ariss, S., Melville-Richards, L. and
Williams, L. (2015) ‘Collective action for knowledge mobilisation: a realist evaluation of the
Collaborations for Leadership in Applied Health Research and Care’, Health and Social Care

Delivery Research, 3(44), pp. 1-166. Available at: https://doi.org/10.3310/hsdr03440.

Rycroft-Malone, J., Wilkinson, J.E., Burton, C.R., Andrews, G., Ariss, S., Baker, R., Dopson,
S., Graham, I., Harvey, G., Martin, G., McCormack, B.G., Staniszewska, S. and Thompson,

C. (2011) ‘Implementing health research through academic and clinical partnerships: a



121

realistic evaluation of the Collaborations for Leadership in Applied Health Research and Care
(CLAHRC)’, Implementation Science, 6(1), p. 74. Available at: https://doi.org/10.1186/1748-

5908-6-74.

Sabatello, M., Diggs-Yang, G., Santiago, A., Easter, C., Jacoby Morris, K., Hollister, B.M.,
Hahn, M., Baker, K., McCormick, A., Greene-Moton, E., Daulton, C. and Goto, G. (2023)
‘The need for an intersectionality framework in precision medicine research’, American
Journal of Human Genetics, 110(10), pp. 1609—-1615. Available at:

https://doi.org/10.1016/j.ajhg.2023.08.013.

Sackett, D.L. (1997) ‘Evidence-based medicine’, Seminars in Perinatology, 21(1), pp. 3-5.

Auvailable at: https://doi.org/10.1016/s0146-0005(97)80013-4.

Sackett, D.L., Rosenberg, W.M.C., Gray, J.A.M., Haynes, R.B. and Richardson, W.S. (1996)
‘Evidence based medicine: what it is and what it isn’t’, BMJ, 312(7023), pp. 71-72. Available

at: https://doi.org/10.1136/bmj.312.7023.71.

Sadeghi-Bazargani, H., Tabrizi, J.S. and Azami-Aghdash, S. (2014) ‘Barriers to evidence-
based medicine: a systematic review’, Journal of Evaluation in Clinical Practice, 20(6), pp.

793-802. Available at: https://doi.org/10.1111/jep.12222.

Satterfield, J.M., Spring, B., Brownson, R.C., Mullen, E.J., Newhouse, R.P., Walker, B.B. and
Whitlock, E.P. (2009) ‘Toward a Transdisciplinary Model of Evidence-Based Practice’, The
Milbank Quarterly, 87(2), pp. 368-390. Available at: https://doi.org/10.1111/j.1468-

0009.2009.00561 .x.

Schlegl, E., Ducournau, P. and Ruof, J. (2017) ‘Different Weights of the Evidence-Based

Medicine Triad in Regulatory, Health Technology Assessment, and Clinical Decision



122

Making’, Pharmaceutical Medicine, 31(4), pp. 213-216. Available at:

https://doi.org/10.1007/s40290-017-0197-3.

Schmitz, S. and Meyer-Feil, T. (2024) ‘Randomized controlled trials as a source of evidence
in rehabilitation: a critical analysis’, European Journal of Physical and Rehabilitation
Medicine, 60(6), pp. 1078—1087. Available at: https://doi.org/10.23736/S1973-

9087.24.08361-8.

Scholz, B., Kirk, L., Warner, T., O’Brien, L., Kecskes, Z. and Mitchell, I. (2024) ‘From a
Single Voice to Diversity: Reframing “Representation” in Patient Engagement’, Qualitative
Health Research, 34(11), pp. 1007-1018. Available at:

https://doi.org/10.1177/10497323231221674.

Schopf, C.M., Daduya, J.E.D., Kitossa, T., Purkayastha, B. and Chew, M.M. (2025) ‘Re-
thinking the decolonisation of knowledge and dismantling of intellectual imperialism:
focusing on epistemic and social justice’, Third World Quarterly, 46(18), pp. 2433-2450.

Available at: https://doi.org/10.1080/01436597.2025.2566954.

Scottish Government (2022) Using intersectionality to understand structural inequality in
Scotland: Evidence synthesis. Available at: https://www.gov.scot/publications/using-

intersectionality-understand-structural-inequality-scotland-evidence-synthesis/documents/.

Smith, R. and Rennie, D. (2014) ‘Evidence based medicine—an oral history’, BMJ, 348, p.

g371. Available at: https://doi.org/10.1136/bmj.g371.

Smith, S. (2015) PhD by Pubished Work A practical guide for success. London, England:

Palgrave by MacMillan Publishers.



123

Smith, S. and Johnson, G. (2023) ‘A systematic review of the barriers, enablers and strategies
to embedding translational research within the public hospital system focusing on nursing and
allied health professions’, PLOS ONE, 18(2), p. €0281819. Available at:

https://doi.org/10.1371/journal.pone.0281819.

Speech Pathology Australia (2021) Evidence-Based Practice for Speech Pathology in
Australia. Available at:
https://www.speechpathologyaustralia.org.au/Public/Shared_Content/Smart-Suite/Smart-

Library/Public/Smart-Library-View.aspx ?resource=407 (Accessed: 18 July 2025).

Spurlin, W.J. (2023) ‘Queer Theory and Biomedical Practice: The Biomedicalization of
Sexuality/The Cultural Politics of Biomedicine’, in R. Garden and W.J. Spurlin (eds) Queer
Interventions in Biomedicine and Public Health. Springer, Cham, pp. 7-20. Available at:

https://doi.org/10.1007/978-3-031-29677-2_2.

Staley, K., Crowe, S., Crocker, J.C., Madden, M. and Greenhalgh, T. (2020) ‘What happens
after James Lind Alliance Priority Setting Partnerships? A qualitative study of contexts,
processes and impacts’, Research Involvement and Engagement, 6(1), p. 41. Available at:

https://doi.org/10.1186/s40900-020-00210-9.

Steen, R.G. and Dager, S.R. (2013) ‘Evaluating the evidence for evidence-based medicine:
are randomized clinical trials less flawed than other forms of peer-reviewed medical
research?’, The FASEB Journal, 27(9), pp. 3430-3436. Available at:

https://doi.org/10.1096/£j.13-230714.

Stenning, A. and Rosqvist, H.B. (2021) ‘Neurodiversity studies: mapping out possibilities of
a new critical paradigm’, Disability & Society, 36(9), pp. 1532—-1537. Available at:

https://doi.org/10.1080/09687599.2021.1919503.



124

Sterrantino, A.F. (2024) ‘Observational studies: practical tips for avoiding common statistical
pitfalls’, The Lancet Regional Health - Southeast Asia, 25. Available at:

https://doi.org/10.1016/j.1ansea.2024.100415.

Stewart, S. (2009) “Family Counselling as Decolonization: Exploring an Indigenous Social-
Constructivist Approach in Clinical Practice™’, First Peoples Child & Family Review, 4(2),

pp. 62-70.

Stone, G.W. and Pocock, S.J. (2010) ‘Randomized Trials, Statistics, and Clinical Inference’,

JACC, 55(5), pp. 428—431. Available at: https://doi.org/10.1016/j.jacc.2009.06.066.

Straus, S., Glasziou, P., Richardson, W.S. and Haynes, R.B. (2019) Evidence-Based
Medicine: How to Practice and Teach EBM (ebook). 5th edn. Elsevier. Available at:
https://web-p-ebscohost-

com.uniessexlib.idm.oclc.org/ehost/ebookviewer/ebook/bmx1Y mtfXzE4MzY3MTItXOFO0?s
1d=e68f0775-d4cd-4ebc-93e0-ce9df82358fc @redis&vid=0&format=EB&rid=1 (Accessed:

17 September 2025).

Straus, S.E., Tetroe, J. and Graham, I. (2009) ‘Defining knowledge translation’, CMAJ :
Canadian Medical Association Journal, 181(3—4), pp. 165-168. Available at:

https://doi.org/10.1503/cma;j.081229.

Sukhera, J. (2022) ‘Narrative Reviews: Flexible, Rigorous, and Practical’, Journal of
Graduate Medical Education, 14(4), pp. 414—417. Available at:

https://doi.org/10.4300/JGME-D-22-00480.1.

Szajewska, H. (2018) ‘Evidence-Based Medicine and Clinical Research: Both Are Needed,
Neither Is Perfect’, Annals of Nutrition & Metabolism, 72 Suppl 3, pp. 13-23. Available at:

https://doi.org/10.1159/000487375.



125

Taghipour, A. (2014) ‘Adopting Constructivist versus Objectivist Grounded Theory in Health
Care Research: A Review of the Evidence’, Journal of Midwifery and Reproductive Health,

2(2), pp- 100-104. Available at: https://doi.org/10.22038/jmrh.2014.2434.

Taipale, H., Schneider-Thoma, J., Pinzén-Espinosa, J., Radua, J., Efthimiou, O., Vinkers,
C.H., Mittendorfer-Rutz, E., Cardoner, N., Pintor, L., Tanskanen, A., Tomlinson, A., Fusar-
Poli, P., Cipriani, A., Vieta, E., Leucht, S., Tiihonen, J. and Luykx, J.J. (2022) ‘Representation
and Outcomes of Individuals With Schizophrenia Seen in Everyday Practice Who Are
Ineligible for Randomized Clinical Trials’, JAMA Psychiatry, 79(3), pp. 210-218. Available

at: https://doi.org/10.1001/jamapsychiatry.2021.3990.

Talking Mats (2013) What is a Talking Mat? - Improving Communication, Improving Lives,
Talking Mats. Available at: https://www.talkingmats.com/about/what-is-a-talking-mat/

(Accessed: 14 May 2025).

Tan, Y.Y., Papez, V., Chang, W.H., Mueller, S.H., Denaxas, S. and Lai, A.G. (2022)
‘Comparing clinical trial population representativeness to real-world populations: an external
validity analysis encompassing 43 895 trials and 5 685 738 individuals across 989 unique
drugs and 286 conditions in England’, The Lancet. Healthy Longevity, 3(10), pp. e674—e689.

Available at: https://doi.org/10.1016/S2666-7568(22)00186-6.

Teachman, G., McDonough, P., Macarthur, C. and Gibson, B.E. (2018) ‘A Critical Dialogical
Methodology for Conducting Research With Disabled Youth Who Use Augmentative and
Alternative Communication’, Qualitative Inquiry, 24(1), pp. 35-44. Available at:

https://doi.org/10.1177/1077800417727763.

Thomas, N. (2017) ‘Turning the tables: Children as researchers’, in P. Christensen and A.

James (eds) Research with Children. 3rd edn. London: Routledge, p. 240.



126

Tibballs, J. (2007) ‘Legal basis for ethical withholding and withdrawing life-sustaining
medical treatment from infants and children’, Journal of Paediatrics and Child Health, 43(4),

pp. 230-236. Available at: https://doi.org/10.1111/j.1440-1754.2007.01028.x.

Trahar, S., Juntrasook, A., Burford, J., von Kotze, A. and Wildemeersch, D. (2019) ‘Hovering
on the periphery? “Decolonising” writing for academic journals’, Compare: A Journal of
Comparative and International Education, 49(1), pp. 149-167. Available at:

https://doi.org/10.1080/03057925.2018.1545817.

Tringale, M., Stephen, G., Boylan, A.-M. and Heneghan, C. (2022) ‘Integrating patient values
and preferences in healthcare: a systematic review of qualitative evidence’. Available at:

https://doi.org/10.1136/bmjopen-2022-067268.

Tuhiwai Smith, L. (2021) Decolonizing Methodologies: Research and Indigenous Peoples.

3rd edn. United Kingdom: Zed Books.

Turner, B.E., Steinberg, J.R., Weeks, B.T., Rodriguez, F. and Cullen, M.R. (2022)
‘Race/ethnicity reporting and representation in US clinical trials: A cohort study’, The Lancet

Regional Health — Americas, 11. Available at: https://doi.org/10.1016/j.1ana.2022.100252.

UK Public Involvement Standards Development Partnership (2018) UK Standards for Public
Involvement - Standards pilot sites. Available at: https://sites.google.com/nihr.ac.uk/pi-

standards/test-beds (Accessed: 8 April 2025).

Velasco, R.AF. and Reed, S.M. (2023) ‘Nursing, Social Justice, and Health Inequities: A
Critical Analysis of the Theory of Emancipatory Nursing Praxis’, Advances in Nursing

Science, 46(3), p. 249. Available at: https://doi.org/10.1097/ANS.0000000000000445.



127

Vinkers, C.H., Lamberink, H.J., Tijdink, J.K., Heus, P., Bouter, L., Glasziou, P., Moher, D.,
Damen, J.A., Hooft, L. and Otte, W.M. (2021) “The methodological quality of 176,620
randomized controlled trials published between 1966 and 2018 reveals a positive trend but
also an urgent need for improvement’, PLOS Biology, 19(4), p. €3001162. Available at:

https://doi.org/10.1371/journal.pbio.3001162.

Waddell, A., Lennox, A., Spassova, G. and Bragge, P. (2021) ‘Barriers and facilitators to
shared decision-making in hospitals from policy to practice: a systematic review’,
Implementation Science, 16(1), p. 74. Available at: https://doi.org/10.1186/s13012-021-

01142-y.

Wallace, S.S., Barak, G., Truong, G. and Parker, M.W. (2022) ‘Hierarchy of Evidence Within
the Medical Literature’, Hospital Pediatrics, 12(8), pp. 745-750. Available at:

https://doi.org/10.1542/hpeds.2022-006690.

Walter, R.R. (2017) ‘Emancipatory Nursing Praxis: A Theory of Social Justice in Nursing’,
ANS. Advances in nursing science, 40(3), pp. 223-241. Available at:

https://doi.org/10.1097/ANS.0000000000000157.

Wang, T., Tan, J.-Y. (Benjamin), Liu, X.-L. and Zhao, 1. (2023) ‘Barriers and enablers to
implementing clinical practice guidelines in primary care: an overview of systematic
reviews’, BMJ Open, 13, p. €062158. Available at: https://doi.org/10.1136/bmjopen-2022-

062158.

Wang, Y.-Y., Liang, D.-D., Lu, C., Shi, Y.-X., Zhang, J., Cao, Y., Fang, C., Huang, D. and Jin,
Y.-H. (2020) ‘An exploration of how developers use qualitative evidence: content analysis
and critical appraisal of guidelines’, BMC Medical Research Methodology, 20(1), p. 160.

Auvailable at: https://doi.org/10.1186/s12874-020-01041-8.



128

Washington, A. and Randall, J. (2023) ““We’re Not Taken Seriously”: Describing the
Experiences of Perceived Discrimination in Medical Settings for Black Women’, Journal of
Racial and Ethnic Health Disparities, 10(2), pp. 883—-891. Available at:

https://doi.org/10.1007/540615-022-01276-9.

Wensing, M. and Grol, R. (2019) ‘Knowledge translation in health: how implementation
science could contribute more’, BMC Medicine, 17(1), p. 88. Available at:

https://doi.org/10.1186/s12916-019-1322-9.

Westerlund, A., Nilsen, P. and Sundberg, L. (2019) ‘Implementation of Implementation
Science Knowledge: The Research-Practice Gap Paradox’, Worldviews on Evidence-Based

Nursing, 16(5), pp. 332-334. Available at: https://doi.org/10.1111/wvn.12403.

Westphaln, K.K., Regoeczi, W., Masotya, M., Vazquez-Westphaln, B., Lounsbury, K.,
McDavid, L., Lee, H., Johnson, J. and Ronis, S.D. (2021) ‘From Arksey and O’Malley and
Beyond: Customizations to enhance a team-based, mixed approach to scoping review
methodology’, MethodsX, 8, p. 101375. Available at:

https://doi.org/10.1016/j.mex.2021.101375.

Whitehorn, A., Fu, L., Porritt, K., Lizarondo, L., Stephenson, M., Marin, T., Aye Gyi, A.,
Dell, K., Mignone, A. and Lockwood, C. (2021) ‘Mapping Clinical Barriers and Evidence-
Based Implementation Strategies in Low-to-Middle Income Countries (LMICs)’, Worldviews
on Evidence-Based Nursing, 18(3), pp. 190-200. Available at:

https://doi.org/10.1111/wvn.12503.

WHO and UNICEEF (2023) Global report on children with developmental disabilities. ISBN:
9789240080232. World Health Organisation. Available at:

https://www.who.int/publications/i/item/9789240080539 (Accessed: 29 August 2025).



129

Winter, R.J. (2018) ‘Nonparametric Statistics: Chi Square’, A Crash Course in Statistics.

SAGE Publications, Inc. Available at: https://doi.org/10.4135/9781071909683.

Wolfswinkel, J.F., Furtmueller, E. and Wilderom, C.P.M. (2013) ‘Using grounded theory as a
method for rigorously reviewing literature’, European Journal of Information Systems, 22(1),

pp- 45-55. Available at: https://doi.org/10.1057/ejis.2011.51.

Wong, S.H.M., Gishen, F. and Lokugamage, A.U. (2021) “Decolonising the Medical
Curriculum‘: Humanising medicine through epistemic pluralism, cultural safety and critical
consciousness’, London Review of Education, 19(1). Available at:

https://doi.org/10.14324/LLRE.19.1.16.

World Health Organisation (2007) International Classification of Functioning, Disability and

Health (ICF). Available at: https://icd.who.int/dev11/l-icf/en (Accessed: 3 March 2005).

Yapa, H.M. and Birnighausen, T. (2018) ‘Implementation science in resource-poor countries
and communities’, Implementation Science, 13(1), p. 154. Available at:

https://doi.org/10.1186/s13012-018-0847-1.

Yonkaitis, C.F. and Maughan, E.D. (2018) ‘Evidence-based Practice: Making the Research
Relevant to Your Situation—CLUE #4: Apply’, NASN School Nurse, 33(3), pp. 154-157.

Available at: https://doi.org/10.1177/1942602X18766475.

Yoshida, S. (2015) ‘Approaches, tools and methods used for setting priorities in health
research in the 21st century’, Journal of Global Health, 6(1), p. 010507. Available at:

https://doi.org/10.7189/j0gh.06.010507.

Yoshimatsu, Y., Enderby, P.M., Hansjee, D. and Smithard, D.G. (2024) ‘Referral Patterns to

Speech and Language Therapy in the UK before, during, and after the COVID-19 Pandemic:



130

Dysphagia Compared with Communication Disorders’, Folia Phoniatrica et Logopaedica,

77(1), pp. 70-78. Available at: https://doi.org/10.1159/000539436.

Younas, A., Fabregues, S., Munce, S. and Creswell, J.W. (2025) ‘Framework for types of
metainferences in mixed methods research’, BMC Medical Research Methodology, 25(1), p.

18. Available at: https://doi.org/10.1186/s12874-025-02475-8.

Yuval-Davis, N. (2012) ‘Dialogical Epistemology—An Intersectional Resistance to the
“Oppression Olympics™’, Gender & Society, 26(1), pp. 46—54. Available at:

https://doi.org/10.1177/0891243211427701.

Zaks, 7. (2024) ‘Changing the medical model of disability to the normalization model of
disability: clarifying the past to create a new future direction’, Disability & Society, 39(12),

pp. 3233-3260. Available at: https://doi.org/10.1080/09687599.2023.2255926.

Zaks, 7. (2025) ‘Moving to a neurodiversity-affirming paradigm in the support system:
Autistic professionals As paradigm change’, Neurodiversity, 3, p. 27546330241294138.

Auvailable at: https://doi.org/10.1177/27546330241294138.

Zhou, Q., He, H., Li, Q., Zhao, J., Wang, L., Luo, Z., Wang, X. and Chen, Y. (2024) ‘Patient
and public involvement in systematic reviews: frequency, determinants, stages, barriers, and
dissemination’, Journal of Clinical Epidemiology, 170, p. 111356. Available at:

https://doi.org/10.1016/j.jclinepi.2024.111356.

Zullig, L.L., Drake, C., Check, D.K., Brunkert, T., Deschodt, M., Olson, M. (Skip) and De
Geest, S. (2024) ‘Embedding implementation science in the research pipeline’, Translational

Behavioral Medicine, 14(2), pp. 73-79. Available at: https://doi.org/10.1093/tbm/ibad050.



131

Appendices
Appendix (1): EBP and sites of intervention
1.1. Conventional EBP 1.2. Sites of existing interventions to enhance EBP 1.3. Sites for novel intervention to enhance EBP
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Summary of Models presented in Appendix 1:

1.1. Outlines the processes involved in conventional EBP, centred on the practitioner being required to integrate evidence from the three pillars,

and apply it to support the service user.

1.2. Highlights sites of existing interventions, including methodological enhancements and modified EBP models, which have been introduced in
the thesis. Pink crosses emphasise the sites that the interventions target. The three pink concentric circles surrounding the pillars reflect the

expanded forms of evidence incorporated in the pillars, as articulated by Khamis-Dakwar and Randazzo (2021).

1.3. Emphasises alternative intervention options for enhancing EBP. Highlighted in green, the processes involved in pillar one themselves are a
target for intervention. Earlier integration of the pillars, reflected in the green double-headed arrows, indicate a potential mechanism for this in

terms of producing evidence, as well as it’s wider application to and within service users and practitioners.



Appendix (2): Open coding framework and mapping across papers

Papers

133

a b c d e f g
. . . . . . . Inequities and Challengin
Paucity of Paucity of Taking holistic Taking holistic Paucity of _nequities an gmns
inequalities in conventional
research research stance stance research i
care research notions
. Addressing issues
Acknowledging . ! .
. i . . Inequities and with evidence- .
Partnership contentions Paucity of Paucity of } N . Paucity of
. inequalities in based practice or
working between research research research o . research
. care providing quality
and practice -
services
. o Acknowledgin .
Diversity in . . . Celng . . Evidence-based
Partnership Partnership Partnership contentions Taking holistic . .
research . . . practice/ quality
working working working between research stance .
governance service

and practice

Uncertainties in

Utilising clinical

Lived experience

Improvements to

Addressing issues
with evidence-
based practice or

Utilising clinical

Utilising clinical

clinical practice expertise / 'End users' research o . expertise expertise
providing quality
services
Learning from . Individualised Individualised . . Inequities and
. . Using consensus Partnership Paucity of . o
lived experience / support for support for . inequalities in
A \ methods . X . X working research
End users inclusion inclusion care
.. . .. . Distribution of . .
Individualised Individualised . . Learning from Learning from . .
expertise/power Using consensus . . . . Taking holistic
support for support for lived experience / | lived experience /
. ) . ) across methods \ , , , stance
inclusion inclusion End users End users

stakeholders




134

. Acknowledging . . o
Continual . . Learning from Diversity in .
. Co-production of contentions . . Co-production of
methodological . lived experience / research .
! methods/design | between research : . methods/design
improvement . End users governance
and practice
Distribution of Importance of
Using consensus expertise/power Raising voice of po . Using consensus Partnership
> . clinician-patient .
methods across marginalised relationshi methods working
stakeholders p
Diversity in Interaction of Continual Distribution of
Taking holistic y practice with . Taking holistic expertise/power
research . methodological
stance overnance research/service mprovement stance across
& funding P stakeholders
. Addressing issu .
Acknowledging  [CSSINE 1S5UES Acknowledging
. . oy with evidence- e . e . .
contentions Taking holistic . Utilising clinical | Utilising clinical contentions
based practice or i .
between research stance o . expertise expertise between research
. providing quality .
and practice 5 and practice
services
Need for Need for
inclusion of inclusion of
diverse Integration of Unrepresentative diverse Unrepresentative
stakeholders at perspectives sample stakeholders at sample
early stages of early stages of
research research
Interaction of . Distribution of .
. . Learning from . . Challenging
practice with . . Integration of expertise/power :
i lived experience / ! conventional
research/service , , perspectives across .
. End users research notions
funding stakeholders
Addressing issues .
. e Need for Interaction of
with evidence- . . . ) )
. inclusion of Transformative practice with
based practice or . . i
roviding quality diverse participation research/service
p - stakeholders at funding
services




135

early stages of

research
. . . Challengin Continual
Unrepresentative | Lack of diversity gine .
. . conventional methodological
sample in service users . .
research notions improvement

Raising voice of
marginalised

Addressing issues
with evidence-
based practice or
providing quality
services

Co-production of
methods/design

Addressing issues
with evidence-
based practice or
providing quality
services

Unrepresentative
sample




Appendix (3): Axial code descriptions
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