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Abstract

The embedded researcher model is a health-academic partnership where researchers are core
members of a healthcare organisation, with an aim to support evidence translation. The purpose of
this study was to describe the characteristics and experiences of embedded researchers in Australian
healthcare settings, and investigate how the model is experienced differently based on the level of
‘embeddedness’. This exploratory study utilized a purpose-designed online survey. Responses were
described using Word and Excel and analysed using SPSS. To investigate how the model was
experienced based on the level of ‘embeddedness’, we tested for differences in responses between
respondents with primary academic versus healthcare affiliations. A total of 104 embedded
researchers from nursing and midwifery, allied health and medicine completed the survey, with
equal numbers reporting a primary academic versus primary healthcare affiliation. Most indicated
that research is a strategic objective of the healthcare organisation (85.9%) yet almost a third (31%)
reported that research outputs were not measured. While 60% agreed that clinical practice
informed by research was valued, only 28% reported having adequate resources. Of those with a
formal dual affiliation over a quarter reported conflict between expectations of the healthcare and
academic organisations. Respondents with a primary academic affiliation were older, more qualified,
had more research experience, had been in the role longer, and had more positive perceptions of
the research culture of healthcare organisations. This study provides a starting point for healthcare
organisations and academic institutions to partner in the further development and implementation

of this model.
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Introduction

The translation of research evidence into healthcare practice is increasingly recognised as complex,
and evidence adoption continues to lag behind. Although research evidence and evidence-based
clinical guidelines are being produced at an increasing rate, evidence is not routinely translated into
clinical care (1-3). A key strategy that is increasingly recommended to help address the challenges
associated with evidence adoption is the development of partnerships between healthcare and
academic organisations (4, 5). Generally, in Australia and elsewhere, health research and health care
provision are viewed as separate, and the responsibility of separate agencies (6, 7), and there are
calls to enhance collaboration between both systems to maximise the impact of health research

funding (8).

One emerging partnership model that is gaining attention is the ‘embedded researcher’, where the
researcher is engaged as a core member of the health service delivery team (9-13). The role of the
embedded researcher is to co-produce knowledge with clinicians and build the healthcare
organisation’s research capacity (11, 13, 14). The premise of the embedded research model is that
by being immersed in the organisation, the embedded researcher has insider knowledge and access
to contextual information not readily available to outsiders (9, 10), and as such can gain greater
understanding of the pressures and problems faced by the organisation in implementing evidence-
based care (9, 11, 13). Due to their immersion in a healthcare organisation embedded researchers
can produce research that is more relevant to the healthcare service (10, 15) and support the

implementation of research findings into practice (9).

While this model may have potential to enhance evidence uptake by bridging the gap between

academia and health service delivery, how the model is implemented in different settings is not well



understood (14, 16), and there is a need for more research in this space (12, 14). A recent review of
the embedded researcher model by Vindrola-Padros et al. (2017) identified only eight relevant
articles published between 1937 and 2015 (14). Of these articles, three were editorials or discussion
papers (9, 11, 16); one a study protocol; three were methodological (10, 17, 18) and one was largely
unrelated but mentions that one of the authors was an embedded researcher (19). These studies
were theoretical and do not provide empirical insight into the embedded researcher model. There is
a need for more research into this model to better understand how the model is implemented, how
it works, under what conditions and for whom (12, 20). To support the development and
implementation of the model, questions are also increasing raised around the degree of
embeddedness, and how embedded in the healthcare organisation a researcher should be to best

support evidence translation (12, 21).

The aim of this study was to describe the characteristics and experiences of Australian embedded
researchers, and investigate how the model is experienced or applied differently based on the level
of ‘embeddedness’. We defined an embedded researcher as someone with research qualifications
who is employed for at least 30% of their time (0.3FTE) in a healthcare organisation and has research
and research capacity building as part of their role, with or without a dual affiliation with an
academic institution. While some definitions of embedded researchers include a dual affiliation
(13), this is not always the case and some embedded researchers are entirely employed by a
healthcare organisations (14). As such, for this study we adopted a broader conceptualisation of
embedded research to include those researchers that are fully embedded within healthcare,

providing they have translational research or research capacity building as part of their role.

To study the degree of ‘embeddedness’, we compared the responses of respondents with primary
academic versus healthcare affiliations. Of those with a dual affiliation, some are primarily affiliated

with a healthcare organisation and others with an academic organisation. By necessity, individuals



need to belong to one institution and adhere to its human resource and work practices, despite

often having joint contracts and being expected to work across two organisations. As such, to better
understand the whole landscape and recognise differences for embedded researchers, we compared
the role of embedded researchers with a primary academic versus clinical affiliation. Healthcare and
academic organisations have very different organisational drivers and outcome expectations and we

considered it important to better understand how these impact on embedded researchers.

Method

An online survey was developed by the authors for embedded researchers. The design of the survey
was informed by a review of the literature, the authors’ experience as embedded researchers and
feedback received during the pilot process. Face validity of the survey was established by seeking
feedback from experts who reviewed the survey and confirmed that it measured the constructs of

interest (22).

Both current and former embedded researchers were invited to participate. The survey was
administered via an online link emailed to potential participants. A purposive sampling approach was
used (23-25), and current and former embedded researchers were emailed an invitation to complete
the survey. Both investigators invited individuals within their own relevant networks to participate,
by email (69 invitations sent). This email contained supporting information about the study and
included the online survey, as an electronic link. Using a modified snowball sampling strategy (26,
27), this initial group were asked to share the email invitation with other embedded researchers that
they knew. While embedded researchers were able to self-identify, the email invitation clearly
stipulated that only those employed by a healthcare organisation at a minimum of 30% of their time

(0.3FTE) with research capacity building as part of their role met criteria.



The survey consisted of a range of drop-down menus, Likert scales and open-ended questions. For
Likert scale questions, respondents were asked to rate eight statements in relation to their role as
embedded researchers on a Likert scale from never to always (never=1; rarely=2; sometimes=3;
mostly=4; always=5), eight statements in relation to the research culture of the healthcare
organisation on a Likert scale from disagree to agree (disagree=1; sometimes=2; only by certain
people=3; agree=4, don’t know=5), and four statements in relation to their dual affiliation ona 3
item scale from disagree to agree (disagree=1, sometimes=2, agree=3, with an option to indicate
‘unsure’/not applicable). The survey took approximately 15 minutes to complete. This article regards

the quantitative results only; the qualitative findings are reported elsewhere.

Data was described using Excel and analysed using SPSS. Initially data were described and analysed
as a whole, and then responses of embedded researchers with a primary academic affiliations were
compared to those with a primary healthcare affiliation. Responses are presented using whole
numbers and percentages. The mean of 4 or 5 item Likert scale responses were calculated, after
removal of “don’t know” responses. To test for differences in Likert scale responses (ordinal data)
between respondents with a primary academic affiliation versus respondents with a primary
healthcare affiliation, a Mann-Whitney u test was used because the data was not normally
distributed. The normality of the data was tested using the A Shapiro-Wilk’s test (p>0.5), a visual
inspection of their histograms, and skewness and kurtosis z-values. Significance was set at 0.05, but

for multiple comparisons, p-values were adjusted using Bonferroni's correction (28).

Ethics approval for this study was received by University of Technology Sydney human research
ethics committee (HREC reference number ETH18-2901). The study conforms to the provisions of

the Declaration of Helsinki. Respondents provided informed consent.



Results

The survey was completed by 104 embedded researchers. Of these, 52 respondents (50%) reported
they were primarily employed by a public healthcare organisation and 52 (50%) by an academic
organisation. We specified that embedded researchers needed to work for at least 30% of their time
in a healthcare organisation. From the total population of embedded researchers there were varying
levels of payment and reimbursement by healthcare organisations, however, nearly half (46.2%,

n=43) were paid for/reimbursed by a healthcare organisation at between 30-50%.

Of the 52 embedded researchers who were primarily employed by a healthcare organisation, most
(n=35, 68%) were fully funded by their healthcare organisation. Of the 52 embedded researchers
with a primary academic affiliation, only 4.7% were fully funded by a healthcare organisation, with
the majority paid for/reimbursed by a healthcare organisation at between 30-50% (n=42, 81.4%).
Few embedded researchers, regardless of primary affiliation, were paid for by a healthcare
organisation at between 50% and 100% (5.4% were paid at between 51-75% and 9.7% were paid at

between 76%-99%) (Figure 1).

Insert Figure 1: % paid for by healthcare organisation

The majority of respondents have a current embedded researcher role (n=71, 68.3%). Of the
remaining 33, the time lapse since being an embedded researcher ranged from within 5 years (n=18,
17.3%), 5 to 10 years ago (n=7, 6.7%), 10 to 15 years ago (n=3, 2.9%), and longer than 16 years ago
(n=5, 4.8%). There was almost equal distribution of the 71 current embedded researchers between
those who were primarily affiliated with an academic institution (n=39, 55%) versus a healthcare

organisation (n=32, 45%). However, almost half (n=28, 40%) had been in the role for less than two



years and this proportion was greater for embedded researchers with a primary academic affiliation
versus those with a healthcare affiliation (44.7% versus 33.4%). Of the 33 embedded researchers
who reported on a previous role, nearly half (n=15, 45.4%) had been in the role for less than 5 years,
with this proportion greater for embedded researchers with a primary healthcare affiliation than
those with primary academic affiliations (23.2% versus 60%). Respondents with a previous primary
academic affiliation were most likely to have been in the role for over 16 years (38.5%, n=5) (Figure

2).

Insert Figure 2: Duration in role

Who are embedded researchers and what is their experience and

gualifications?

This sample of embedded researchers represented all clinical professionals. Around a third were
from nursing and midwifery (35.6%, n=37), a third from allied health (34.6%, n=36), and a quarter
from medicine (26%, n=27). The remaining (3.8%, n=4) were from a non-health specific discipline
such as social scientists. There was an equal distribution across primary academic versus healthcare
affiliation for each discipline with the exception of the non-health discipline group (3 out of the 4
embedded researchers from a non-health discipline were primarily affiliated with a healthcare

organisation).

Most had been awarded a PhD (n=78, 75%) or research masters (n=10, 9.6%), and this proportion
was higher in those with an academic affiliation. Of embedded researchers with a primary academic
affiliation, only 3.8% (n=2) did not have a PhD (n=47, 90.4%) or Research Masters (n=3, 5.8%). This

contrasts with 13.5% (n=14) of embedded researchers with a primary healthcare affiliation who did



not have a PhD (59.6%, n=31) or Research Masters (13.5%, n=7). The remaining were completing a
PhD (n=4), had a doctorate in medicine (n=1), postgraduate masters qualifications (n=7) or
undergraduate honours qualifications (n=4). On average, embedded researchers were awarded their
highest degree 11 years ago, with no difference between those with primary academic versus

healthcare affiliation.

In terms of the clinical and academic experience current embedded researchers brought to their
positions, more than half reported over 16 years of experience in clinical positions (n=37, 55.2%) and
approximately a third reported over 16 years of experience in academic positions (n=22, 32.8%).
Previous clinical experience seems evenly distributed between those with academic and healthcare
affiliations, while academic experience is more common in embedded researchers with academic

affiliations (36.8% versus 27.6%) (Figure 3).

Insert Figure 3: Clinical and academic experience of current embedded researchers

In addition to being more research qualified, embedded researchers with a primary academic
affiliation were also older than those with a primary healthcare affiliation. More embedded
researchers with primary academic affiliations were aged between 51 and 60 (n=24, 46.2% versus
n=17, 32.7%), and more embedded researchers with primary healthcare affiliations were aged
between 41 and 50 (n=19, 36.5% versus n=11, 21.1%). Overall, the majority of embedded

researchers were aged between 40 and 60 years (n=71, 68.2%) (Figure 4).

Insert Figure 4: Embedded researcher age

Where are embedded researchers situated in the healthcare organisation?



Over half of embedded researchers with a primary academic affiliation were employed at Professor
level (n=27, 51.9%), followed by Research Fellow/Senior Research Fellow or Lecturer/Senior Lecturer
level (n=19, 36.5%), and Associate Professor (A/Prof) level (n=6, 11.5%). In contrast, the majority of
embedded researchers with a primary healthcare affiliation identified as a ‘clinician researcher’
(n=34, 68%). The remaining were employed in middle management roles (n=6, 12%),
senior/executive management (n=5, 10%), mixed management and clinical practice (n=4, 8%), and
project management (n=1, 2%). A greater variety of role titles were reported by healthcare affiliated
embedded researchers including clinical lead, research lead, clinical midwife or nurse consultant,
clinical/clinician researcher, clinical research consultant, researcher/translational researcher/patient
safety researcher, research manager, research coordinator, (senior) research officer, (senior)
research fellow, (senior) research associate, research chair, (conjoint) Professor, (conjoint) A/Prof

and clinical academic.

When asked which groups they felt they belonged to within the healthcare organisation, the
majority of embedded researchers (68%, n=66, N=97) indicated that they belonged to the clinical
department(s) in which they were embedded, 39 (40.2%) identified a research or quality
improvement unit, and 8 (8.2%) indicated they did not belong to any group. Of those who indicated
they belonged to a clinical group or groups, 16 (16.5%) indicated that they also belonged to a
research/improvement unit or network. In terms of the research/improvement units or networks,
embedded researchers described these groups as research institutes, research teams, research
networks, research governance, research management, research and education, clinical governance
and research, health promotion research, clinical trial group, and quality and safety. Embedded
researchers who do not see themselves as belonging to a specific group stated that they provide

research support across the healthcare organisation. There was no meaningful difference in relation
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to the groups embedded researchers felt they belong to between those with a primary academic

versus healthcare affiliation.

Most embedded researchers have clear reporting lines in their organisation and there was a greater

number and variety of named line managers in healthcare organisations compared to academic

ones. It appears that most embedded researchers reported to a director or named manager/head of

a specific clinical service area. A smaller proportion reported to executives, research directors or

quality managers. Some identified dual reporting expectations.

Most embedded researchers managed staff (n=59, 59%). Embedded researchers reported managing

a range of between 1 and 15 staff in clinical, administrative, research assistant/coordinator and
project officer positions as well as postgraduate students. Embedded researchers with a primary
academic affiliation more likely to manage other people than those with a primary healthcare

affiliation (n=35, 70% versus n=24, 48%).

What is the role of embedded researchers in healthcare organisations?

The majority of embedded researchers indicated that they engaged in personal research (n=89,
89%), clinical team/group's research (n=89, 89%, N=100), networking and linking people together
(n=82, 82%), capacity building (n=81, 81%), project management (n=71, 71%), and information
management (n=34, 34%). Embedded researchers with a primary academic affiliation are
significantly more likely to network and link people together (90% versus 74%), and build capacity

(92% versus 70%), but less likely to manage information (28% versus 40%) (Figure 5).

Insert Figure 5: Research activities of embedded researchers
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Embedded researchers were asked to rate 5 statements in relation to their role and describe the
frequency of their experience on 3 statements. The patterns of reporting between embedded
researchers with primary academic and healthcare affiliations were very similar, predominantly
positive and there were no statistically significant differences. In terms of their role, the two
statements that were most highly rated were “I establish collaborative relationships between clinical
and academic teams” (41.2% indicated always, mean 4.1) and “I design research with stakeholders
so that it will be relevant to local end users” (40.2% indicated always, mean 4.1). The most poorly
rated statement was “I suggest strategies for clinicians to apply research findings in their practice”
(25.8% indicated always, mean 3.8) followed by “I engage clinicians to explore problems where
clinical practice is not consistent with research findings” (33% indicated always, mean 3.9) (Figure 6,

Table 1).

In terms of the experience of embedded researchers of their role, 23.7% always felt “supported by

clinical managers to pursue research activity” (mean 3.6), 28.9% always felt “valued and respected

by clinical colleagues for my research contribution” (mean 3.7), and 35.1% always felt recognised for

building research capacity of clinicians | am working with (mean 3.8) (Figure 6, Table 1).

Insert Figure 6: The experience of working as an embedded researcher (%)

Insert Table 1: The experience of working as an embedded researcher: Comparison by affiliation

The research environment and culture of healthcare organisations

In relation to the research culture of the healthcare organisations, the vast majority of embedded

researchers indicated that research is a strategic objective of the healthcare organisation (85.9%,
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n=85, N=99), in particular those with a primary academic affiliation (93.88% versus 78%). However,
when asked which research outputs were measured by the healthcare organisation, 19% (n=19,
N=100) responded that research outputs were not measured, and a further 12% (n=12) indicated
that they did not know. The remaining 69 (69%) indicated that a range of research outputs were
measured, including published papers (n=66, 66%), grants awarded (n=63, 63%), ethically approved
projects (n=46, 46%), conference papers (n=45, 45%), higher degree student supervision (n=43,
43%), conference posters (n=37, 37%), and other (n=5, 5%). The ‘other’ outputs recognised include
number of adjunct and conjoint positions, research awards, research impact and translation into

practice (e.g. patents and clinical guidelines) (Figure 7).

Insert Figure 7: Research outputs measured

Embedded researchers were asked to rate a number of statements in relation to the healthcare
organisation from disagree to agree. The statements that were most positively rated were “Clinical
practice that is informed by research is valued” (60.2% agreed, mean 3.5), “Research is initiated by
personal/career agenda of the researcher” (53.8% agreed, mean 3.3), “There is a commitment to
research in this organisation” (48.4% agreed, mean 3.4), and “Health services research is recognised
and valued” (47.3% agreed, mean 3.3). The statements that were most poorly rated were
“Resources are available to support individual researchers” (28% agreed, mean 2.5) and “Research is
initiated or informed by epidemiological and qualitative determined priorities” (28% agreed, mean

2.7) (Figure 8, Figure 10, Table 2).

Insert Figure 8: Research culture of the healthcare organisation
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As indicated in Table 2, the responses between embedded researchers with a primary healthcare
affiliation and those with a primary academic affiliation were similar (not statistically significantly

different).

Insert Table 2: Research culture of the healthcare organisation: Comparison by affiliation

The experience of having a dual affiliation

Sixty-nine (66.3%) of embedded researchers had a dual affiliation. Of these, 59 (59.6%) had a formal
conjoint appointment, with this proportion higher for embedded researchers with a primary
academic affiliation (75%, n=39 versus 44.2%, n=23). In relation to their experience of a dual
affiliation, respondents with a dual affiliation were asked to rate 4 statements on a scale from
disagree, sometimes, agree and unsure/NA (N=59, 14 with a primary healthcare affiliation and 45

with a primary academic affiliation).

Nearly two third (n=38, 64.4%) agreed with the statement “Co-production of research is valued by
both organisations”, with this proportion higher for those with an academic affiliation (66.7% versus
57.1%). Over half (n=36, 61%) agreed with the statement “My research achievements in the clinical
organisation are valued and celebrated by the academic institution”, with little difference based on
affiliation. Just under half (n=29, 49%, N=59) agreed with the statement “I struggle to manage the
demands of both the clinical and academic organisations”, with no difference based on primary
affiliation. Just over a quarter (27%, n=15) agreed with the statement “The expectations of me of the
clinical and academic organisation are often in conflict”, again with no difference based on

affiliation.
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Insert Table 3: Experience of having a dual affiliation by primary affiliation (N=59)

Discussion

The history of embedded researchers in Australian healthcare extends beyond 16 years, however,
almost half of respondents had been in their role for less than 2 years. While the model has
originally been supported and maintained by academic organisations, it appears that healthcare
organisations have invested most heavily over the last 5 to 10 years. Embedded researchers are aged
between 40 and 60 and bring considerable academic and clinical experience to the role. Almost half
of respondents reported having more than 16 years of clinical experience, and a third reported over
16 years of academic experience. The majority had a PhD or research masters. Respondents were
relatively equally distributed across medicine (n=27), nursing and midwifery (n=37) and allied health
(n=36), and a small number were from a non-health specific discipline such as social science. Most
embedded researchers belonged to a clinical department and/or research or quality improvement
unit. A small proportion reported not belonging to any group and described providing research
support across the healthcare organisation. An equal number of embedded researchers reported a
primary academic versus a primary healthcare affiliation, and 60% had a formal conjoint

appointment.

While overall the differences between embedded researchers with a primary academic affiliation
versus healthcare affiliation were minimal, respondents with a primary academic affiliation were
more research qualified, had more research experience, were older and had been in the role longer.
While previous clinical experience was evenly distributed between those with academic and
healthcare affiliations, respondents with a primary academic affiliation reported greater academic

experience. In terms of research qualifications, only 3.8% (n=2) of those with a primary academic
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affiliation did not have a PhD or Research Masters, compared to 13.5% (n=14) of those with a
primary healthcare affiliation. In relation to age, more embedded researchers with primary academic
affiliations were aged between 51 and 60 (46.2% versus 32.7%), and more embedded researchers
with primary healthcare affiliations were aged between 41 and 50 (36.5% versus 21.1%). In terms of
duration in the role, of embedded researchers who reported on a previous role, those with a
primary healthcare organisation were significantly more likely to have been in the role for less than

five years than those with a primary academic affiliation (60% versus 23.2%).

This finding that respondents with a primary healthcare affiliation were younger, less research
qualified and experienced and had been in the role for less time highlights the need for embedded
researchers to have access to academic support and mentoring, perhaps through formal conjoint
affiliations. This is supported by our finding that 70% of embedded researchers with primary
healthcare affiliation were fully funded by their healthcare organisation, and less than half had a
dual affiliation with an academic organisation. For these embedded researchers, academic
mentoring may not be easily accessible in a healthcare organisation, and they may benefit from a
formal academic affiliation. The literature supports the importance of formal links and arrangements
with academic institutions to develop and strengthen the embedded researcher model (10, 13, 14,

17).

In terms of the nature of the role, most embedded researchers described their role as including
personal research, specific clinical research, networking, capacity building and project management,
with similar responses between embedded researchers with primary academic and healthcare
affiliations. Respondents were more likely to ‘establish collaborative relationships between clinical
and academic teams’ and ‘design research with stakeholders so that it will be relevant to local end

users’ but less likely to ‘suggest strategies for clinicians to apply research findings in their practice’
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and ‘ to engage clinicians to explore problems where clinical practice is not consistent with research

findings’.

Given the role of an embedded researcher is to promote evidence-based practice, this finding is
concerning, though not surprising. We suspect that there is an incentive to engage in research
generating activities that are measured within the traditional academic performance matrices.
Despite their importance to promoting evidence-based practice, implementation and capacity
building activities are often not prioritised. These activities are often more complex and difficult to
achieve and measure success in. As such it is not surprising that they may gravitate towards activities

that are most likely to generate traditional academic outputs to meet academic KPIs.

This incentive to prioritise traditional academic outputs is further reinforced by the healthcare
organisation. While 31% of respondents reported that research outputs were not measured, or that
they did know which outputs were measured, the remainder indicated that only traditional research
outputs were measured such as publications and grants awarded. Even though the healthcare
organisations had invested financially in these roles (at a minimum of 30%), outputs that are more
sensitive or appropriate to the healthcare organisation were not measured. There is a need for
healthcare organisations to better understand, identify, measure and report components of

evidence translation and capacity building initiatives.

While the purpose of the embedded researcher role is to support evidence translation, unless
‘evidence translation’ or ‘knowledge brokering’ activities (29, 30) are clearly documented and
measured, there is a risk that traditional academic outputs (or clinical work) will be prioritised. Half
(49%) of respondents reported that they struggled to manage the demands of both the clinical and
academic organisation, and just over a quarter (27%) felt that the expectations of the clinical and

academic organisation were often in conflict. This notion that academic and healthcare
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organisations have different priorities is well established (31, 32), and KPIs for the embedded

researcher role need to be developed that meet the needs of the academic and clinical organisation.

Clearly defining the scope of the role as a healthcare resource, with agreed upon KPls, may also help
improve the research culture of the organisation. While most indicated that research is a strategic
objective of the healthcare organisation (85.9%), and that clinical practice that is informed by
research was valued (60%), only 28% agreed that adequate resources were available. Less than a
quarter (23.7%) felt consistently supported by clinical managers to pursue research activity, 28.9%
always felt valued and respected by clinical colleagues for my research contribution 35.1% felt
consistently recognised for building research capacity. While patterns of reporting were similar
between those with primary academic versus healthcare affiliations, embedded researchers with a
primary academic affiliation were more likely to indicate that research was a strategic objective of
the healthcare organisation (93.9% versus 78%) and more likely to agree that research was initiated
or informed by epidemiological and qualitative determined priorities of the healthcare organisation

(mean 2.4 versus mean 3.0) and that co-production of research is valued (66.7% versus 57.1%).

By comparing responses from respondents with a primary academic versus healthcare affiliation this
study provides insights into the experience of different levels of ‘embeddedness’ or different ways in
which the models is implemented. While it is sometimes suggested that embedded researcher
models where the researcher is fully immersed in healthcare may be most effective to support
evidence translation (as by being fully immersed provides access to contextual information not
readily available to outsiders) (9, 10, 20), our findings indicate a need for caution. Fully embedded
researchers are less research trained and experienced, and feel less supported in their research
activities than those with primary academic affiliations. To support implementation researchers in

healthcare settings, there is a need for more research structures and supports to be developed.
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Though critical to support evidence translation, the development of partnerships between
healthcare and academia is complex and fraught with challenges, and how such partnership can best
support evidence translation remains unclear (31, 32). While the embedded researcher model
appears to have merit (12, 14, 21), it is associated with a range of challenges as researchers,
clinicians, and health service managers have different agendas, ways of working, priorities and
timeframes, which can be in conflict (14, 33). As also pointed out by others, our findings suggest that
to support the embedded researcher model, broader system changes at both the research and

practice level are required (9, 20, 33).

This study has a number of limitations, in particular its modest sample size and limited ability to be
generalised. Given our modified snowball sampling approach, we do not know how many embedded
researchers were invited to participate, so it is unclear what percentage of the potential
respondents contacted participated. Furthermore, as we asked respondents to self-identify as
embedded researchers, it is possible that some respondents did not fully meet our criteria, however,
our findings suggest that the vast majority had capacity building as part of their role. Also, some of
the respondents were no longer embedded researchers at the time of participation, which may have
affected recall. Lastly, the psychometric properties of the survey were not assessed, so the validity of

the survey tool used is unclear.

Despite these limitations, this exploratory study provides important insight into how the embedded
researcher model has been implemented in Australian healthcare settings and contributes to the
discussion around the degree of embeddedness (12, 21). There is a need for further research to gain
deeper insight into the experiences of embedded researchers, how the model is best implemented,

and to gain a better understanding of the benefits and challenges of having a dual affiliation.

Conclusion
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The diversity of the embedded researcher role is not currently known and this study provides an
important description of its current status in Australia. While the embedded researcher model has
potential to support evidence translation, there is a paucity of supporting literature. This study
contributes to the literature by mapping how the model is adopted in Australian healthcare settings,
and identifying the differences in the role and the experience of the role based on primary
affiliation. By providing an overview of how the embedded researcher model is adopted in the
Australian context, this study provides a starting point for healthcare organisations and academic

institutions to partner in the further development and implementation of this model.
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