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Abstract

Provincial and regional decision makers in the injury prevention field were interviewed
in British Columbia (B.C.) to obtain their views about best processes for the transfer
or dissemination of relevant data. These decision makers (n = 13) indicated that data
should provide them with a holistic and comprehensive picture to support their decision
processes. In addition, they felt information about injury types and rates should be
linked backward to determinants or causes and forward to consequences or outcomes.
This complete chain of data is needed for planning and evaluating health promotion
interventions. It was also felt that data providers needed to devote more effort to fostering
effective receptor capacity, so that injury prevention professionals will be better able
to understand, interpret and apply the data. These findings can likely be generalized to
other jurisdictions and policy areas, and offer additional insight into the practicalities of

knowledge transfer and exchange in researcher/decision maker partnerships.

Keywords: burden of injury, knowledge transfer, knowledge utilization,

policy, injury prevention

Introduction

Much effort can and has been invested in
generating data about the impact and bur-
den of chronic diseases in Canada, but do
we know how best to utilize these data in
policy and practice? Knowledge transfer!
(KT) refers to a process whereby infor-
mation is made available to decision makers
through interactive engagement. Over the
past decade, researchers and policy makers
have described what inhibits or encourages
KT."> Based on these findings, guidance
about mechanisms or strategies for effec-
tive implementation of KT has been
published.®*” Common recommendations
include establishing ongoing collaborative
relationships between the researcher and

decision maker;*%° fostering appropriate
attitudes, values, culture and capacity
within health care organizations;® and
offering clear and timely communication
in a shared language appropriate to the
target audience.>®® However, it remains
important to pursue a more substantial
evidence base around KT practices to
ensure research and data-collection efforts
are directed appropriately. Empirical case
studies with actual datasets in particular
contexts, such as the one reported in this
paper, should advance our understanding
and may offer potential for immediate
improvements to practice. While the find-
ings here relate most directly to those
interested in injury prevention and health
promotion, the issues generated from this

study should also be applicable to KT
for chronic diseases as well as in health
care contexts.

Methods

Data collection involved semi-structured
interviews with 13 key decision makers
with direct knowledge of injury prevention
policy in B.C. The interview schedule
is appended. The following organizations
were represented in the sample: the B.C.
Ministry of Health (recently divided into
the Ministry of Health Services and a sep-
arate new Ministry of Healthy Living and
Sport), the Provincial Health Services
Authority (PHSA) and two of the five regional
health authorities (RHAs). Interviewees
were primarily senior to middle managers,
with job titles such as Executive Director,
Director, Manager or Project Lead. These
individuals would typically be responsible
for broad planning, priority setting and/or
evaluation functions. The interviews were
conducted in June and July 2005.

The interviewer provided each inform-
ant with sample data to look over (see
Tables 1 and 2, and Figure 1, as examples).
Informants were then asked general
questions about what sources of data they
currently accessed and to provide feedback
about the sample data sets. Each interview
was audio recorded (with permission)
and transcribed. Analysis proceeded using
the constant comparison method, i.e.
themes and sub-themes were developed

i For details see: http://www.researchtopolicy.ca/whatwehavelearned/develop_approach.asp. Related terms include knowledge translation,
knowledge exchange, knowledge utilization, and research dissemination.
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inductively."! Written notes prepared by the
interviewer provided an additional source
of data. Ethics approval was granted by the
University of British Columbia Behavioural
Research Ethics Board.

The policy environment for
injury prevention in B.C.

The five RHAs have been given the respon-
sibility to develop and implement plans
and programs for injury prevention. They
must determine how much of a priority to
give to injury prevention compared to other
possible initiatives, assess the suitability
and effectiveness of program options,
engage other sectors where appropriate and
evaluate the success and relative costs
and benefits of their efforts. The RHAs are
at varying stages of development in injury
prevention policy. The PHSA provides
support with data gathering, analysis and
knowledge translation activities and is
an important source of data on patient
safety, particularly with respect to adverse
drug events, nosocomial infections and
radiation-related injury.

The role of the B.C. provincial government is
primarily one of stewardship. The province
also leads surveillance and monitoring
efforts. The Health Authority Division of
the Ministry of Health Services negotiates
performance agreements with the RHAs.
These presently include benchmarks for
falls and, generally speaking, are meant to
hold the RHAs to public account for their
outcomes, based on the resources allocated
to them. The Healthy Children, Women and
Seniors Branch (recently transferred to help
create the new Ministry of Healthy Living
and Sport) is the primary policy making and
advisory centre for the provincial gov-
ernment on injury matters, along with rec-
ommendations from the Provincial Health
Officer.

The Provincial Health Officer, who now has
functions in both the Ministry of Health
Services and the new Ministry of Healthy
Living and Sport, has provided assistance to
RHAs in setting their benchmarks related
to falls and has produced a special report on
falls among the elderly that: 1) outlines the
magnitude of this issue; 2) measures
the impact on the health care system; and
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3) provides recommendations for evidence-
based prevention strategies.’? Each RHA
must apply these in its own context, of
course. Further research and data-collection
efforts, in support of developing policy
recommendations, have been undertaken
since 1997 by the British Columbia Injury
Research and Prevention Unit (BCIRPU),
located at the Children’s and Women’s
Health Centre of British Columbia. These
roles were outsourced following the dis-
mantling of the Ministry’s own internal
Office of Injury Prevention in 2001. The
BCIRPU is expanding its data sources by
developing agreements with the Workers’
Compensation Board (i.e. WorkSafeBC),
Statistics Canada, the Canadian Institute for
Health Information (CIHI), the Insurance
Corporation of British Columbia (ICBC),
the RCMP and BC Ambulance Services.

Other key stakeholders (e.g. Red Cross,
RCMP) are involved through such
mechanisms as the BC Injury Prevention
Leadership Network, a provincial steering
committee meant to provide guidance and
advice on broad policy directions. Still other
entities, such as the BC Aboriginal Health
Network, the BC Sport & Recreation Injury
Free Advisory Committee and the BC Falls
Prevention Coalition, also exist. The BC
Healthy Living Alliance, a consortium of
primarily chronic disease organizations also
plays a supporting role in issues related to
healthy living, including injury prevention.
The province, PHSA and RHAs are aware
of the interest of these groups, but are not
always fully aware of their role or how they
might link to other stakeholders. In short,
the policy environment pertaining to injury
prevention in B.C. is somewhat fragmented,
consisting of multiple departments, agen-
cies and organizations.

Injury data used in the research

Within this policy environment, researchers
at the University of British Columbia have
been working on a set of statistical meth-
ods to further delineate injury data in this
province. This case study is part of an
ongoing research program, entitled Burden
of Injury in BC and Its Local Communities:
Information and Evidence for Community-
based Prevention Strategy, Health Policy
and Service Provision (short-titled Burden

of Injury in BC), currently funded by the
Canadian Institutes of Health Research.
The main objectives of the Burden of Injury
in BC project are: 1) to develop a synthesis
of analytic methods for a systematic
burden-of-injury research framework that
encompasses space-time surveillance moni-
toring, burden assessment, risk assessment,
research dissemination and knowledge
translation; and 2) to apply these methods
to examine burden-of-injury mortality
and disability in B.C. and its local
communities.!314

During the policy maker interviews, inform-
ants were presented with sample tables
of burden-of-injury profiles for each of the
five RHAs and for B.C. as a whole. This
included mortality and hospitalization
counts and rates for major causes of injuries,
stratified by gender and based on 1991
to 2000 population-based administrative
data.’** Tables 1 and 2 present the
corresponding cause-specific statistics on
burden-of-injury, measured by years of life
lost to premature death (YLLs), years of
life lived with disability (YLDs), and dis-
ability adjusted life years (DALYs)." These
burden-of-injury measures were derived
based on observed injury mortality and
hospitalization counts for the five health
authorities and for B.C. as a whole for the
calendar years of 1991-2000." The YLL,
YLD and DALY estimates in Tables 1 and
2 were derived using disability weight and
duration estimates from the 1990 Global
Burden of Disease study, specified with
zero age weighting and an annual 3%
discount rate.!*’® Note that the DALYs
are “health gap” measures that allow
the combined impact of mortality and
morbidity to be incorporated and assessed
simultaneously. The DALY measures were
developed under the Global Burden of
Disease project,'”> as population health
indicators for public health assessment
and as a “currency” for cost-effectiveness
analysis with respect to priority setting
and evaluation of health interventions.!*15

Informants were also asked to view
two sample maps that depicted annual
iatrogenic injury risk estimates for chil-
dren and youth aged 1 to 19 years for
16 geographic subdivisions of the health
authorities, i.e. health service delivery
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areas (HSDAs). One of the maps, presented
in Figure 1, highlights the HSDAs with
high/low iatrogenic injury risks for the
male population. Bayesian estimates of
annual relative risks, quantified by the
ratios of HSDA rates over a B.C. average
were derived in order to prepare this
map.'*'* An HSDA was identified as having
a high (or low) iatrogenic injury risk if the
95% interval estimates (i.e. the upper and
lower limits) of the relative risk were above
(or below) one.!31®

Results

Findings from the interviews relate to both
the content and the processes that should
lead to effective dissemination and uptake
of injury data by researchers and decision
makers in B.C. The content of data sets
needs to provide a rounded perspective
that addresses both injury causes and con-
sequences. Dissemination processes should
be targeted to specific audiences and recog-
nize that individuals and organizations
may have differing degrees of capacity to
use information.

Data content

The interviewees were familiar with and
have used DALY measures for health plan-
ning purposes, though one suggests that
“[we] probably don’t use them as much as
we should, but we definitely use them” [#3].
However, they suspect that other audiences
are less familiar with this measure and
would be better versed with indicators
like morbidity and hospitalization rates.
One interviewee suggested that DALYs
might not have as much traction as other
measures, because they are not linked or
aligned to the “strategic goals of the health
system” [#1]. Health system managers
in B.C. are not held accountable by their
performance agreements with the province
for changes in this measure as they are for
some other targets. This suggests, as do
findings reported below, that institutional or
systemic barriers are important influences
on the KT process.

These decision makers wanted rich data so
that they could view policy issues in their
full complexity. They wanted a data “chain” so
that they could look both forward and back-
ward from specific injury events. Currently,
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much factual and descriptive data are avail-
able about injury incidence and prevalence,
i.e. what types of injury occur and the
demographics of those injured. This is use-
ful, but these policy makers also wanted
to know about determinants and contexts
of injury, i.e. they sought information to
help them understand why circumstances
in their own communities are the way they
are, and whether there are any unique local
concerns, needs or circumstances that ought
to be acknowledged and addressed.

Decision makers also wanted to be able
to look at data from many possible angles
and to consider injury findings in light of
a range of variables. Demographics of the
people involved, times and locations of
incidents, and conditions in the social or
physical environment are among the factors
that might be relevant in understanding
and explaining the local injury picture.
This kind of information would likely come
from a retrospective investigation and a
description of each incident.

I think what I would like to be able to
see is, okay, what are the various types
of falls? What are the causes and the
impacts and who is most at risk? And
so, we need to know first of all, who’s
falling, when are they likely to fall and
what are they doing when they are
falling? [#1]

We know motor vehicle crashes [are]
number one, but we need to break it
down. What does that actually mean?
Is it commercial drivers, is it alcohol,
is it due to lack of seatbelt use? [#3]

In addition, determinant and context data
are necessary in order for planners to
decide how best to intervene to solve the
problem and carry out evaluative efforts.
The informants had a particular interest
in these functions and desired data that
would assist them in effective planning and
evaluation efforts.

I think it’s a matter of articulating,
understanding the issues and the deter-
minants, and how the solutions come
in to make a difference, because the
solution is obviously predicated on an
understanding of the determinants. [#1]

When 1 think about data, I'm not
thinking about rate of; I'm constantly
linking it back to... to evidence for
interventions and the data related
to that, and linking it back then to
my population and the data of my
population so that I can develop an
appropriate intervention. It’s so impor-
tant to link health data with evidence
for effective interventions. [#9]

Policy makers also wanted data about the
aftermath of injury. This would require
following injury cases over time and
gathering information about medium- to
long-term consequences at the individual
and population levels (including full
costing). The “business case” for investing
in injury prevention depends upon good
knowledge of outcomes.

The outcome—figuring out, do they
recover; do they go back to work; are
they able to walk; are they able to
resume previous activities or does it
precipitate a downward spiral in their
health? And, as so often with the
elderly, that’s what happens. You know,
we can talk about ActNow [a provincial
government health promotion ini-
tiative], we can talk about healthy
living and exercise and so forth [but]
often, a setback like that for an elderly
person is extremely detrimental to
their health. [#1]

For policy decisions, we’ve really got
to turn it [injury data] into a bit of a
business case and a business case
model [for investment in prevention
interventions]. ... We’re trying to con-
vince government that this is impor-
tant to pay attention to, because this
burden of illness on the system is
really a surrogate for the costs we’re
spending in the healthcare system. ...
So, my advice would be to take
this information and convert it into
something that the decision makers
on the resource allocation ledger can
understand, interpret and begin to
believe that, if I invest in this other
end of the continuum, I'm going to
take some pressure off the far end—a
very compelling argument. ... For them
to know what percentage of spending
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contributes from the overall injuries on
sports injuries, drowning and burns,
they can then start targeting their
response. [#2]

However, according to these informants, the
data that would flesh out this data chain are
unavailable or difficult to obtain in B.C.

Processes for data dissemination

Several comments directly address dissemi-
nation processes. A range of ideas was raised
by the interviewees (e.g. using “knowledge
brokers”) about how the information
embedded in indicator data might best be
transferred to these decision makers, but
all emphasized that the credibility of who
transfers the knowledge was important
and that the knowledge be tailored to each
specific target audience. Those who set
priorities, for instance, may need different
data about the costs and outcomes of injury
than those who are responsible for detailed
program evaluation.

It’s really dependent on what you’re
using it for and who your audience is.
From a decision making point of view,
if you understand what they say, then
it doesn’t matter. You can look at raw

numbers or raw tables and you can
gather the information that you need
to make the decision. But it’s more in
putting a rationale, or putting a busi-
ness case forward or that kind of stuff
where you need to have the whole
array of tools. [#5]

The visual depiction of data in map format
was seen as having appeal for non-experts
(e.g. board or senior-management decision
makers). “If you want to disseminate this
information widely, to people in policy
or practitioners, or whoever you want to
digest this information, I think the maps
are more effective.” [#1] Maps were seen
as a quick way to transmit information to
audiences that are pressed for time and
that are unable or unwilling to read lengthy
reports or academic journal articles. In this
way, they are comparable to the briefing
notes or fact sheets touted by organizations
like the Canadian Health Services Research
Foundation (www.chsrf.ca) as an effective
means of reaching senior decision makers
with research-based evidence.

Maps were seen as particularly valuable for

presenting comparisons. “You can look at
it on the page and compare [yourself with]

TABLE 1

other people. ... It’s nice to see where
you are pictorially in relation to the rest
of the province.” [#7] Interestingly, one
respondent from the provincial government
framed the issue of comparison in the
context of the province’s specific intention
to encourage competition among the health
authorities:

I like the whole idea of spatial mapping
around injuries; I think that’s the way
we should go ... we’re sort of setting
up the health authorities to be quite
competitive, so we need to be able to
map which health authorities have got
the highest injury rates and relative
risks of certain injuries across the
province. [#3]

Maps were identified as a valuable commu-
nication tool and a good way to make a
point: “If 'm going to be using [data] for
the purposes of communication to others,
ok, I'll go for the spatial mapping.” [#6]
Of course, analysis and interpretation are
embedded in the argumentative use of data
in any form:

Years of life lost to premature death (YLL), years of life lived with disability (YLD) and disability adjusted life years (DALYs)
in British Columbia males, by health authority and cause of injury, 1991-2000 cumulative total

Males
Injury Health authorities
Interior Fraser Vancouver Vancouver Northern B.C.
coast Island B.C.
Years of life lived with disability (YLD)

Road traffic injuries 8500 10 096 5489 5951 4656 34692
Other transport injuries 1691 1424 607 1039 1186 5946
Poisoning 258 372 312 241 175 1357
Falls 3848 5526 3630 3564 2037 18 604
Burns/fires/scalds 1121 1370 1119 982 1033 5624
Drowning 174 336 181 141 120 952
Sports injuries 562 766 467 470 275 2540
Natural and environmental factors 244 180 125 135 155 838
Machinery injuries 4219 4810 1872 2943 2738 16 583
Suffocation and foreign bodies 94 152 97 70 52 464
Other unintentional injuries 8622 9826 5921 7118 6088 37 576
Suicide and self-inflicted injuries 1008 1925 1183 1104 602 5822
Other intentional injuries 1219 2126 1687 1290 1116 7438
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TABLE 1 (continued)

Years of life lost to premature death (YLL), years of life lived with disability (YLD) and disability adjusted life years (DALYs)
in British Columbia males, by health authority and cause of injury, 1991-2000 cumulative total

Males
Injury Health authorities
Interior Fraser Vancouver Vancouver Northern B.C.
coast Island B.C.
Years of life lost to premature death (YLL)
Road traffic injuries 19 008 19 357 9565 9962 11 081 68973
Other transport injuries 2781 2794 1904 2350 2914 12743
Poisoning 5736 17 897 26 815 10 009 3115 63 571
Falls 3295 4284 5125 3702 1042 17 448
Burns/fires/scalds 1112 968 912 720 830 4542
Drowning 2024 2130 1781 1905 1337 9177
Sports injuries 138 78 233 28 64 541
Natural and environmental factors 1269 373 508 374 678 3202
Machinery injuries 1089 845 243 681 897 3755
Suffocation and foreign bodies 871 1433 1248 938 409 4899
Other unintentional injuries 2009 1550 1189 1595 1255 7598
Suicide and self-inflicted injuries 16 335 21106 19110 15 252 7861 79 664
Other intentional injuries 2420 4764 4720 2116 2021 16 040
Disability adjusted life years (DALYs)

Road traffic injuries 27 508 29 452 15 054 15913 15737 103 664
Other transport injuries 4473 4218 2510 3389 4099 18 689
Poisoning 5994 18 269 27127 10 249 3289 64 928
Falls 7143 9810 8755 7266 3079 36 053
Burns/fires/scalds 2233 2338 2031 1701 1863 10 166
Drowning 2197 2466 1962 2046 1457 10 129
Sports injuries 700 844 701 498 339 3082
Natural and environmental factors 1513 553 633 509 833 4040
Machinery injuries 5307 5655 2115 3625 3635 20338
Suffocation and foreign bodies 965 1585 1344 1008 461 5363
Other unintentional injuries 10 631 11376 7110 8713 7343 45173
Suicide and self-inflicted injuries 17 343 23031 20293 16 356 8463 85 486
Other intentional injuries 3638 6890 6407 3406 3137 23 478
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TABLE 2
Years of life lost to premature death (YLL), years of life lived with disability (YLD) and disability adjusted life years (DALYs)
in British Columbia females, by health authority and cause of injury, 1991-2000 cumulative total

Females
Injury Health authorities
Interior Fraser Vancouver Vancouver Northern B.C.
coast Island B.C.

Years of life lived with disability (YLD)
Road traffic injuries 3971 4501 2495 2690 2222 15 880
Other transport injuries 350 290 149 226 246 1260
Poisoning 136 224 143 141 112 755
Falls 2692 3707 2607 2668 1137 12 811
Burns/fires/scalds 535 771 524 516 373 2720
Drowning 26 34 8 25 7 101
Sports injuries 146 149 108 116 65 584
Natural and environmental factors 179 154 80 109 83 605
Machinery injuries 226 336 183 252 253 1250
Suffocation and foreign bodies 2 3 2 2 1 9
Other unintentional injuries 2646 3341 2214 2333 1833 12 366
Suicide and self-inflicted injuries 816 1579 908 880 555 4738
Other intentional injuries 302 426 331 228 314 1600

Years of life lost to premature death (YLL)
Road traffic injuries 8242 7846 4857 4423 4098 29 465
Other transport injuries 532 368 467 251 388 2005
Poisoning 2224 4428 8197 3173 1304 19 327
Falls 2841 3108 3411 3441 658 13 458
Burns/fires/scalds 532 776 139 526 454 2428
Drowning 594 422 503 684 168 2372
Sports injuries 27 4 55 23 0 110
Natural and environmental factors 311 150 97 149 185 892
Machinery injuries 106 26 0 10 50 193
Suffocation and foreign bodies 324 600 591 639 35 2188
Other unintentional injuries 271 175 305 193 150 1093
Suicide and self-inflicted injuries 4008 6815 6364 5168 1424 23 780
Other intentional injuries 1873 2260 1878 1425 644 8080

Disability adjusted life years (DALYs)
Road traffic injuries 12213 12 348 7352 7113 6320 45 345
Other transport injuries 881 658 616 477 634 3266
Poisoning 2360 4652 8340 3314 1416 20 082
Falls 5533 6814 6018 6109 1795 26 270
Burns/fires/scalds 1068 1547 663 1042 827 5148
Drowning 620 456 512 709 176 2472
Sports injuries 173 154 163 139 65 694
Natural and environmental factors 490 303 178 257 268 1497
Machinery injuries 333 362 183 262 303 1443
Suffocation and foreign bodies 325 603 593 640 36 2197
Other unintentional injuries 2917 3516 2518 2526 1983 13 460
Suicide and self-inflicted injuries 4824 8395 7272 6048 1979 28 518
Other intentional injuries 2174 2686 2209 1653 957 9680

Vol 29, No 2, 2009 Chronic Diseases in Canada




FIGURE 1

High and low iatrogenic injury risk estimates for male British Columbia children and youth aged 1 to 19 years,
by health service delivery area, 1991-2000
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FIGURE 2
The injuries “data chain”

Information about
determinants and
contexts of injury
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Something that’s spatial like this is
really effective if you’re trying to
make a point. It’s data that’s [sic] being
presented in the context of an issue
and there’s an argument to go along
with it and there’s, you know, if it’s part
of a whole package trying to illustrate
something, then this kind of spatial
representation can be really helpful,
because it puts it in context. [#9]

Finally, informants noted that effective
uptake of injury data, however presented,
depends on the capacity of organizations
like the RHAs. This includes both individual
knowledge and skills held by data managers,
policy analysts and program developers,
and the systems needed to allow these
individuals to employ their knowledge to
affect practice.

Discussion

Effective KT requires that research and
data be framed to fit the information needs
of decision makers. “Researchers tend to
describe the past and present with a focus
on the ‘what. Decision makers want and
need explanation and prediction. They
need to know the ‘why’ and the ‘what if>.”""
Thus, it is perhaps understandable why

Vol 29, No 2, 2009

policy makers in the B.C. injury prevention
field stress the importance of knowledge
about the determinants of injury and the
potential and expected outcomes of RHA
interventions.

Based on this research, we suggest the
following approach: In order for KT to
occur in a given context, researchers should
be prepared to collect and present data in
multiple formats, reflecting the range of
decision makers’ needs and capacities.
Our respondents in this particular context
endorsed the value of visual depictions for
senior executive members. Data should also
be organized in a way that feeds the stages in
the policy development and planning cycle,
from agenda setting, policy formulation and
decision making to policy implementation
and evaluation.!'®? In particular, priority
setting and evaluation are central to the
work of health system decision makers.
Data sets should be built by researchers
in a way that better accommodates and
supports these endeavours. Of course,
researchers themselves are also limited by
time, funding and data availability in what
they are able to provide.

Access to the chain of information will allow
key stakeholders to follow forward and
backward linkages between determinants,
situations, interventions and outcomes.
This more complex and holistic view runs
against the tendency of researchers and
other experts to provide extensive and
detailed information about a narrow or
circumscribed subject. However, such data
may be more costly to collect and more
complex to interpret, so there are distinct
tradeoffs to be made.

To engage decision makers early in the
development of research and determination
of data needs would be of key importance,
as the literature has argued.*** Published
data reports are more likely to be seen as
relevant, understood and, perhaps, uti-
lized when there is early and up-front
participation of this nature from decision
makers.?*

Finally, these informants made the point
quite clearly that information in itself is
insufficient to have an impact in the pol-
icy context. Information needs to fit into a
structure that can accommodate and cat-
alyze it. Much literature to date has focused
on the interchange between knowledge
producers and users at the individual
level.® While this is no doubt important,
our research also suggests, in line with
other recent work on KT, that receptor
organizations’ systems and structures may
determine how well evidence and data can
be employed in support of health promotion
policy objectives.?%°

Our findings are summarized diagrammat-
ically in Figure 2. The injury data that
would be valued by these B.C. policy
makers make up a chain of information;
we have highlighted the interplay between
the links in the chain. In our view, this
way of looking at KT brings new insight to
this field. The nature of decision making
is not as linear as this simplified diagram
appears, of course. The determinants of
injury also likely help shape outcomes or
consequences—elderly people who are more
prone to injury in certain contexts, such as
in long term care facilities, may also have
different and less successful outcomes as a
result of their age and frailty. Appropriate
decisions would also have to account for
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and model such inter-relationships. This
suggests a need for multi-level analysis,
though again, there are trade-offs between
this better representation of the real context
in which injuries occur (so important for
designing appropriate policy interventions)
and the greater demands that such complex
analyses place on decision makers’ infor-
mation processing abilities. One of the
ongoing objectives of the Burden of Injury
in BC project is to explore and develop KT
methods that facilitate effective commu-
nication of complex analytic results and
uptake of relevant information for policy
and priority considerations with respect
to injury monitoring, prevention and
intervention.

The primary limitation of the current
study was the small sample size. It may
be that more extensive sampling would
have produced other views and further
insight into the critical issues around KT
and burden-of-injury data. That said, our
sampling strategy purposefully included
a range of decision makers in different
organizations and with different roles and
levels of responsibility in injury preven-
tion policy and program development.
Convergence of perspectives was observed.
However, our informants did not include
those identified as data managers, i.e. the
persons most likely to handle and interpret
detailed data sets on behalf of the RHAs.
Further study of the actual practice of
injury prevention policy undertaken by
RHAs might help indicate how information
is actually employed, and whether the
detailed data sets asked for here will, in
fact, be used or if perhaps decision makers
are simply responding to uncertainty or
anxiety, or postponing hard choices, by
asking for more information.

In looking ahead, further research is
required to help elaborate and explain why
the data chain that is needed for decision
making purposes may be inadequate in
the current B.C. policy environment. Is
fragmentation the problem or rather the
data collection systems? Would progress
be advanced through the establishment
of a system-wide electronic health record?
Working backward from identified needs
(as gathered here) to guide systemic reform
efforts would be a more grounded approach
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than current practice, and likely would
lead to improved uptake and, ultimately,
desired actions at both the individual and
system levels.

Conclusion

In this case study we consulted with
decision makers around KT approaches
related to one particular set of information:
injury data. A number of points raised
by the respondents are relevant to doing
effective KT. We presume that decision
makers would have a similar perspective
around other policy areas for which they
might be mandated to act, and thus believe
these insights are transferable beyond
injury data. Nonetheless, testing the infor-
mation found here, e.g. with other chronic
diseases, would be useful. In our view,
these findings speak to the relevance of
the policy environment and the stages in
decision makers’ policy cycle that must
be understood more fully to ensure ade-
quate uptake and utilization of research
knowledge.
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Appendix

Interview schedule

1

Please describe your role in relation to
injury prevention and control, and/or
planning, delivery and policy making
pertaining to injury in B.C.

Please briefly describe the data and
information that you currently access
and use in your above-defined role in
relation to burden-of-injury in B.C.

Are the current data and information
that you use adequate?

What are the strengths and limitations
of the currently available data and
information?

[Show participant data tables on
laptop.] Please refer to the on-screen
tables providing detailed information
on regional variations in injury-specific
mortality, morbidity and burden.
[Pause, perhaps 10-15 minutes, to
review data.] What are the most
relevant data to you in your current
role? Why is this the case?

Again referring to the data in the tables,
what would be the most useful means
of presenting this information to you
and your colleagues to help ensure
that the data are actually used?

If these data were made available
to you in the manner you have just
described, how would you see yourself
using this information?

Would you see this information
contributing directly to priority setting
and resource allocation activity in [the
Ministry/your organization]? Please
describe how.

9

10

[Show participant geographical analy-
sis on laptop.] Please refer to the
information previously depicted in
tabular form now presented in a spatial
map on the screen. [Pause, perhaps
10-15 minutes, to review map(s).] Is
this a useful depiction of these data, or
would you prefer the data in tabular
form? Why?

Noting that we are developing a
knowledge-transfer strategy to assess
how this information could be dis-
seminated to policy makers, is there
anything else that you could tell us to
help us in this process?

Thank you very much for participating in
this survey.
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