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note that the Act would, if written today, have stated “Canadian health systems” at the end.

6

The Act specifically lays out the expectation that CIHR will play a key role in this arena; it
is not optional.
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Canada's scientific impact in the health field in the international context. In 2009, Canada ranked
highly, together with the United Kingdom, Belgium, the Netherlands, Denmark and the United States
in scientific impact for the health sector as a whole (ordinate), but ranked first in patient-oriented
research (POR abscissa).
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In response to stakeholder feedback, our recently‐released Strategic Plan includes an
explicit commitment in Priority E to integrate evidence in health decisions by advancing the
science of knowledge mobilization, maximizing results for Canadians, and strengthening
Canada’s health systems through innovation.
Our work towards a refreshed KM Action Plan aims to align – and identify ways in which
our work can deliver on ‐ the key commitments outlined in the upcoming Action Plan 2021‐
22 that relate to KM.
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There is a risk to not changing our language given the complexity and multiplicity of knowledge
users that CIHR is, and should be, supporting. So it is crucial that the organization evolve.
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Need to acknowledge several key points:
•

The pivot to the use of ‘knowledge mobilization” is in direct response to the strategic engagement of our research
community during the strat plan development with the intent to be a more dynamic and contemporary term;

•

That there are a myriad of terms that are used to describe knowledge dissemination and implementation, but also
acknowledge that the core issue is ‘evidence synthesis, uptake and implementation’ and that this challenge continues to
evolve.

•

That despite deep investments in the robust generation of new knowledge (knowledge creation), the development of
tools to ensure knowledge implementation (ie., CPD programs, etc), and the anticipated uptake of newly created
knowledge into practice (knowledge translation), that there is still a failure to ensure that newly created knowledge is
being used in an impactful manner, irrespective of the ‘receptor unit’ for the knowledge.

•

That the nature of the knowledge creation should be driven in part by the intended phenotype of the ‘receptor unit’ (the
one size does not fit all approach).

Ultimately, the term knowledge mobilization was a choice that was made to pay homage to these activities but also serves
to bridge them with a distinct emphasis on acknowledging the heterogeneity of the knowledge users.
Three waves of KT (?within the Cdn context only, or more ubiquitous?) to consider:
-

Wave 1 (KT 1.0): research, publishing papers, making presentations – largely does not work with the exception of
major advances in the field (the ‘provide evidence and they will listen model’)

-

Wave 2 (KT 2.0): more of an integrated KT model (the ‘discuss evidence and they will listen model’)

-

Wave 3 (KT 3.0): where CIHR/IHSPR have led in the development of an approach in which the focus is on knowledge
dissemination and implementation. This wave has several key features:
-

recognizing the failure to implement as a core failure of our system and thus includes the decision makers as
critical

-

Begins to account for the complexity of the policy environment and recognizes the heterogeneity of the
‘receptor’ environment
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From the SPOR vision & business case document, but also from Christine’s article: In effect,
Canada faces a dual challenge in the research-to-practice continuum, often referred to as the two
"Death Valleys" (Figure 3). Valley 1 refers to the decreased capacity to translate the results of
discoveries generated by basic biomedical research in the laboratory to the bedside or careside as
well as to successfully commercialize health discoveries. This negatively impacts Canada's clinical
research and knowledge base and its international competitiveness. Valley 2 refers to the limited
capacity to synthesize, disseminate and integrate research results more broadly into health care
decision-making and clinical practice. These two valleys must be bridged if Canada is to bring
evidence to bear to enhance health outcomes and ensure a sustainable health care system
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In the Canadian context, the learning health system is more applicable than the learning healthcare
system given our explicit recognition of determinants of health that reside outside to healthcare
alone.
Nomenclature based on Friedman et al.
(D2K) Data to Knowledge: Many improvement efforts focus on gathering data and gleaning
knowledge from the data. Often the cycle stops there, however the Loop continues, harnessing the
real power of data.
(K2P) Knowledge to Performance: Effective learning health systems apply the knowledge to
implement change and transform health care through individual training, team training,
implementation of new processes, integration of new technologies, and changes to the process and
environment of care.
(P2D) Performance to Data: Then the lessons of improved performance are used to inform and refine
the next cycle of gathering data. The learning cycle repeats continuously.
What this lacks is the evidence to policy (E2P) component, and thus while inclusive, it may be
missing a critical component of KM
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The core feature of this conceptual framework is the underpinning of a value-creating LHS built on
layers
Canada’s healthcare system has historically emphasized the importance of population health
approaches for social progress, further supporting the use of learning health systems terminology.
Core values are foundational and include accessibility, adaptability, inclusiveness, cooperative and
participatory leadership, governance, person focused, privacy, scientific integrity, transparency and
value in health care.
Pillars and accelerators refer to the infrastructure, systems and resources; 6 pillars in total that
individually are necessary but not sufficient. Note that the scientific pillar also includes the training
programs and collective expertise needed to support the LHS.
Processes reflect the fundamental underpinnings of a functional LHS, with P2D, D2K and K2P
embedded.
Outcomes are the most challenging to define and are likely situational/defined by the user groups
(introducing concept of flexibility in a LHS). In Menear, defined on basis of patient’s care
experience, providers’ care experience, population health, and health system costs. But if the
community of interest in a specific outcome has a different outcome or anticipated deliverable, the
model should still apply
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Broadly speaking, CIHR has had a strong track record of KM work across six categories. Going in a clockwise direction from the top of the map, these buckets of work are:

(1)

Fund KM and KM Science – This includes a previous stream of open KT and commercialization funding programs, which were discontinued in 2015 and switched to an integrated approach, whereby KM is currently supported in both the project grant program and strategic funding initiatives and opportunities.

(2)

Do KM – We continue to offer our flagship Best Brains Exchanges program, including a slate of virtual BBEs focused on COVID-related issues that were timely and responded to the needs of policymakers at the federal, provincial and territorial levels.

(3)

Advance KM Science and Practice – CIHR has had a strong track record of advancing KM Science and Practice, which included notable contributions to the field such as the Knowledge-to-Action (K2A) Framework and our definition of knowledge translation. We are currently engaging in this work by participating in national and international
dialogues on KM approaches and best practices, for example the Transforming Evidence funders’ network led by the Pew and William T. Grant Foundation.

(4)

Report and evaluate KM – While we do not currently conduct KM and commercialization program evaluations (due to the discontinuation of Open KM and Commercialization Funding Programs), we continue to do departmental reporting on KM indicators, and evaluate strategic initiatives with a strong KM focus.

(5)

Build external KM capacity – Historically, CIHR used to offer a strong slate of KM capacity-building tools and resources, including KM guides, casebooks and impact stories, as well as training modules. Some of these are still available on our website, but are no longer up-to-date. That said, we continue to deliver KM presentations, webinars and
workshops where there are opportunities.

(6)

Develop and implement KM policies – We are active in this work stream, and have developed, implemented and/or supported various policy initiatives to strengthen the wider KM ecosystem. These include our Tri-Agency Open Access Policy on publications, and signing on to the San Francisco Declaration on Research Assessment.

Background note:
Fund KM and KM Science – Dedicated KM funding programs that are no longer implemented
•

KT science – whose applications are reviewed by the Knowledge Translation Research (KTR) panel of the Open Operating Grant Program (OOGP)

•

BBR – Best Brains Exchange Travel Awards (used to pay travel and honoraria to BBE speakers, not this is handled through operating funds rather than grants and awards)

•

IPR – Industry-Partnered Collaborative Research (no longer offered)

•

PHSI – Partnership for Health System Improvement (no longer offered)

•

JOU – Journalism Award (no longer offered)

•

KAL – Knowledge to Action (no longer offered)

•

KDE – Dissemination Events (no longer offered)

•

KDR – Doctoral Research Awards (no longer offered by KT)

•

KPE – Planning Grants (no longer offered)

•

KRS – Knowledge Synthesis Grant (used as a “tool” by the institutes for specific strategic areas)

•

KSW – Health Research Communications Award (no longer offered)

•

KTB – Knowledge Translation Supplement (no longer offered)

•

MPA – Meeting, Planning and Dissemination Grants (evolved to become PCS)

•

PCS – Planning and Dissemination Grants (now funded by the institutes)

•

PPP – Proof of Principle: Phase I (no longer offered)

•

PP2 – Proof of Principle: Phase II (no longer offered)

•

SB2 – Science to Business (no longer offered)

•

SCI – Café Scientifique Program (no longer offered)

•

SPF – Science Policy Fellowships (no longer offered by KT)

•

SYN – Synapse – CIHR Youth Connection Program (no longer offered)
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The reason to use COVID-19 as an example of a LHS approach is that it integrates a rapidly
evolving international health crisis with the cycle of knowledge creation needed to inform policy
decision makers, public health decision makers, and scientists – all in an iterative manner driven by
the population needs (in this case, an understanding of and response to, emerging variants).
The question is whether this can be an example of K3 development ? Perhaps not now in the
discussion, but then when we add in the Centre with clearly defined KM goals, the picture becomes
complete.
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[Figure Description: Schematic representation of the inter-relationships between the CIHR Network
for Emerging Variants Research (previously called “Network of Networks) , the Variant of Concern
Network (VOCN) and the healthcare, public health, and policy communities in the overall Strategy
for SARS-CoV-2 variants in Canada. The VOCN, which is composed of the National Microbiology
Laboratory, the provincial public health laboratories and networks and the Canadian COVID-19
Genomics Network (CanCOGeN), will work in close synergy with the CIHR Network for Emerging
Variants Research. Examples of the types of networks that are anticipated to come under the
umbrella of a single national network include, but are not limited to, networks focusing on in
silico modelling, functional genomics, in vitro & in vivo characterization, health systems, public
health & social policy impacts, and immunological & vaccine protection. The VOCN and the CIHR
Network for Emerging Variants Research are expected to collaborate and share data with
international genomics consortia such as GISAID, COG-UK, SPHERES, the WHO repository of
variant viruses and a centralized NML-led repository of virus in order to ensure the rapid
identification and characterization of biologically meaningful SARS-CoV-2 variants of concern.
Integral to this initiative will be the close linkage to the healthcare and public health & policy
communities, which in turn will contribute back into the surveillance and research efforts. The work
of these networks in both the surveillance and research efforts related to SARS-CoV-2 variants will
be coordinated through a Leadership Group which is yet to be fully defined.]
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On April 23rd, 2020, Prime Minister Trudeau announced the Centre for Pandemic Preparedness and
Health Emergencies Research at CIHR (the Centre) as part of a suite of investments in COVID-19.
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Verbally add in highlights of the action plan “what will this mean”; linked action late February
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So I hope that you have already seen yourselves in the preceding priorities, but this is
where we will really need you to come to the table.
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The vision of the Strategy for Patient-Oriented Research is to demonstrably improve health
outcomes and enhance patients’ health care experience through integration of evidence at all levels in
the health care system.
The goals to achieve this vision are:
i) To create a collaborative, pan-Canadian process for identifying, establishing and addressing
patient-oriented research priorities;
ii) To establish an integrated, leading-edge pan-Canadian clinical research infrastructure along the
full continuum of patient-oriented research;
iii) To grow Canada‟s capacity to attract, train and mentor health care professionals and health
researchers, as well as to create sustainable career paths in patient-oriented research;
iv) To strengthen organizational, regulatory and financial support for clinical studies in Canada and
enhance patient and clinician engagement in these studies; and
v) To improve processes for the early identification of best practices, expedite their development and
harmonization into guidelines for patient care and support their adoption by clinicians, caregivers and
patients.
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The audience will expect to hear about what new investments will be made by CIHR, both
financially and with respect to infrastructure.
CIHR will become both a consumer of information and serve a critical role in knowledge
dissemination to varying audiences (receptors).
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And this is what we need from you right away
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The time has come to prioritize our investments and create a healthier future for all
Canadians
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