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E X E C U T I V E  S U M M A R Y  

BACKGROUND 

This report stems from a larger study, funded by the Canadian Institutes of Health Research 
(CIHR), that examined six Health Technology Assessment (HTA) and Health Services Research 
(HSR) agencies: The national-level agency—CCOHTA, and five provincial agencies—BCOHTA 
(British Columbia), AHFMR-HTA Unit (Alberta), HSURC (Saskatchewan), ICES (Ontario) and 
AETMIS (Quebec). The objective of the study was to determine whether the processes through 
which HTA/HSR findings are reported, disseminated and retailed by the Canadian agencies are 
consistent with the expectations and constraints of the various stakeholders. We focused our 
attention on four key groups: 1) Healthcare provider associations; 2) Government and 
administration officials; 3) Patient associations; and 4) The pharmaceutical and biomedical 
equipment industry. Even though these four groups may not be considered equally important 
target audiences of HTA/HSR agencies, it is clear that they all contribute to shaping a given 
policy environment, and that they all could play, potentially, a greater role in the dissemination of 
HTA/HSR. 

METHODS 

Although the larger study combines four sources of qualitative and quantitative data, this report 
presents only a portion of the results of a self-administered survey. The sampling strategy 
involved three steps: 1) Creating a preliminary inventory; 2) Merging it with the mailing lists 
provided by the agencies; and 3) Applying systematic inclusion/exclusion criteria to obtain a 
final sample. Up to 77% of our final sample was composed of users from the mailing lists. A 
draft survey was drawn up by our team based on the content of eight exploratory interviews and 
the knowledge utilization literature, and then sent to the Advisory Committee of six CEOs for 
review and feedback. A total of 1,517 surveys were sent out across the country, followed by two 
mail reminders. The data were collected from February 2002 to June 2002. The overall response 
rate was 27%. Geographically, the highest response rates were at the national level (41%) and in 
the province of Quebec (31%). The lowest rates were in British Columbia (20%), Alberta (22%) 
and Ontario (21%). Across groups, the response rates were higher for providers (28%), patients 
(26%) and industry (26%) than for healthcare administrators (24%). 

RESULTS 

User interest in health technology and services, and their awareness of HTA/HSR agencies 

The most important issues for our respondents were access to health services (considered “very 
important” or “extremely important” by 75-96% of user groups), and evaluation of health 
services and technologies (75-81%). The level of awareness of HTA/HSR agencies could 
certainly be increased, as only about a half of the administrators (33-63%) and a smaller 
proportion of providers (16-52%) were familiar with the specific agencies. Not surprisingly, 
patient groups exhibited the lowest level of awareness (10-26%). The HTA/HSR reports 
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themselves seemed to be the most frequent means by which respondents learned about the 
agencies (38-66%). While the respondents’ perception of the scientific rigour and credibility of 
the agencies was positive, they questioned the ability of the agencies to bring about change in the 
healthcare system. 

User preferences for and access to different types of information and knowledge 

Across user groups, the most important types of information for the majority of respondents were 
health needs assessment (74-88%), evaluation of health service delivery models (50-74%), the 
well-being of patients and their relatives (56-75%), and health policy analyses (48-65%). It 
appears that accessing evaluations of health service delivery models, commercialisation and 
benchmarking was difficult for some respondents. For the majority of users, scientific evidence 
(70-88%) was the most useful source, followed very closely by professional experience 
(72-86%), expert opinion (74-83%), and the experience of other organizations (63-77%). Our 
data show a fairly significant level of information consumption, which is first and foremost 
oriented towards the development of user knowledge. 

User expectations and experience with respect to dissemination 

Between 83% and 98% of respondents felt they should be a target audience of HTA/HSR 
agencies. Up to 74% of administrators stated they were currently targeted by the agencies, while 
this proportion was 48% for providers, 30% for patients, and 60% for industry. Between 32% and 
79% of respondents said they received reports on a regular basis, whereas a vast majority of 
respondents expressed the desire to systematically obtain such reports (91-100%). Overall, 
administrators were more frequently involved in active dissemination than were providers, and 
they also valued scientific conferences, phone calls and presentations to a greater extent. The 
respondents perceived the agencies as addressing the needs of planners, managers and clinicians 
more than the needs of the public and patients. 

User opinions on collaboration with the agencies 

The respondents believed that the agencies understood clinical practices (39-83%) better than 
administrative practices (27-55%), suggesting the agencies were not strongly associated with 
technocratic control. Across groups, industry showed the highest interest in collaborating with the 
agencies. Between 26% and 44% of providers and administrators expressed the desire to 
collaborate closely with the agencies. Providers were the most likely to favour participating in 
activities linked to scientific content, while administrators particularly wanted to be involved in 
advisory committees and providing prompt advice. Relatively few patient associations (20% and 
fewer) felt equipped to participate as experts. However, all groups expressed the desire to 
collaborate in dissemination. Overall, agencies have succeeded in establishing relationships that 
are seen as highly respectful and beneficial for a significant portion of providers and 
administrators (18-68%). Nonetheless, relationships with patient and industry groups could be 
improved. Interactions with agencies seems to impact the assessment process more than user 
decision-making.  



viii 

DISCUSSION 

High interest in health technology and HTA/HSR 

Even though HTA/HSR represents a fairly recent policy-oriented research activity in the 
Canadian healthcare system, the concept of HTA was widely accepted across the four groups. 
The agencies focused mainly on sub-sets of providers and administrators, and HTA/HSR reports 
were the most frequently used promotional vehicle. Our findings also revealed that most agencies 
had established a strong scientific reputation and a generally high level of credibility, despite the 
fact that respondents were more divided in their views on the agencies’ political autonomy and 
dissemination methods. A vast majority also seemed rather disappointed about how the agencies 
were formulating recommendations. It appears that while the respondents strongly supported 
HTA/HSR, the agencies were finding it rather difficult to meet the specific expectations of the 
respondents. 

High utilization of and demand for (scientific) information 

One crucial assumption behind the production of HTA/HSR is that there is a “lack” of evidence 
about technology and services that needs to be corrected. However, the respondents in this study 
were clearly accessing and using a large spectrum of information. We found that the majority of 
respondents valued both scientific evidence and “experiential” knowledge. The main reason for 
“consuming” information is to develop the user’s own body of knowledge. It is therefore 
important to define why and how HTA/HSR evidence can become part of and/or transform the 
current body of knowledge of users. 

Complex expectations with respect to dissemination strategies  

When examining user preferences with respect to active dissemination methods, it is clear that 
certain methods were more satisfactory for certain sub-sets within or across user groups. 
Agencies may have to rely on using several methods simultaneously, knowing that each method 
by itself remains an imperfect instrument. The messages disseminated by the agencies were 
perceived as being more compatible with the informational needs of planners and managers than 
with those of clinicians, patients and the public. The results also varied between agencies, 
suggesting that each agency has its own unique organizational signature. Patient groups, 
especially those already providing information to a large set of members, could play a significant 
role by serving as knowledge brokers.  

Potential patterns of collaboration  

We observed high levels of willingness to collaborate with the agencies, and dissemination was 
the most attractive activity. While many administrators and providers were very positive, viewing 
their interactions with agencies as both collegial and beneficial, patients and industry groups were 
more divided. Administrators and providers were more inclined to recognize a significant impact 
on the quality of the assessments rather than on their own decision-making processes. Somewhat 
ironically, users may be more interested in “influencing” agencies than in being “influenced” by 
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them. There are three ways in which agencies could improve collaboration. First, they could 
consult administrators and providers to help them tailor assessments to priority needs and 
concerns. For example, they could seek the input of a specific patient association for a topic of 
particular interest to that association. Second, agencies could establish dissemination strategies in 
collaboration with providers, administrators and patient associations, with these groups acting as 
interfaces with their respective members. Third, agencies could enhance their interactions with 
industry by implementing formalised procedures for obtaining their input and facilitating access 
to data, and by ensuring that the processes of data analysis and drawing conclusions are fully 
transparent and scientifically rigorous. The goal is to avoid escalating the level of mistrust, and to 
reinforce the appropriate use and dissemination of technology as a key public concern.  

CONCLUSION 

This study confirms that HTA/HSR has gained large support across the four key groups. It also 
indicates that most agencies have been successful in establishing their credibility. Nonetheless, 
the six agencies could increase their dissemination activities in order to reach a broader, more 
diverse audience. Our study suggests that the sub-sets of users who have established regular 
contact with the agencies are important users of the findings. Contrary to the accepted view, users 
do not seem to be lacking information. While scientific evidence is highly valued, it has not 
replaced experiential knowledge. The fact that respondents were using knowledge to develop 
their own body of knowledge departs from some theoretical assumptions in the field of 
evidence-based decision-making. Instead of adopting the “filling the vessels” metaphor, 
HTA/HSR practitioners may wish to explore how seeding their work contributes to nurturing 
ideas, strengthening principles and clarifying issues about health technology and services. 



 

 



 

 1

I N T R O D U C T I O N  

The results presented in this report stem from a larger study that began in January 2001. 
The overall goal of the study was to determine whether the processes through which Health 
Technology Assessment (HTA) and Health Services Research (HSR) findings are reported, 
disseminated and retailed by six Canadian agencies are consistent with the expectations and 
constraints of different types of knowledge-users. We focused our attention not only on the 
dissemination and use of HTA/HSR reports, but also on the communication patterns and 
relationships established among four key groups: 1) Healthcare provider associations; 
2) Government and administration officials; 3) Patient associations; and 4) The pharmaceutical 
and biomedical equipment industry. This report examines more closely the perceptions of users 
about health technology and services, the use of knowledge, the dissemination of HTA/HSR 
findings, and collaboration with HTA/HSR agencies.  

We will explain why we selected these four groups and how we contacted them in the 
Methods. Before addressing some conceptual and methodological issues, we will first provide 
some background, briefly discuss the phases of the study, this report’s objectives, and the issue of 
confidentiality. 

Background 

Since the late 1980s, the impact of health research has been a topic of increasing interest 
to researchers and funding organizations alike (Buxton and Hanney, 1996; Grilli and Lomas, 
1994; Hanney et al., 2003; Lavis et al., 2002). More recently, scholars examining the production 
and impact of HTA/HSR agencies have stressed the need to increase dissemination (Battista 
et al., 1994; Battista, Feeny and Hodge, 1995; Jacob and Battista, 1993; Jacob and McGregor, 
1997). We felt that the Canadian experience provided an excellent opportunity to examine, 
in-depth, the dissemination and use of health research. In February 1999, we invited 
representatives from eight major HTA/HSR groups to a face-to-face meeting to discuss our draft 
research proposal. We secured the participation of six agencies a few months later: The 
national-level agency—CCOHTA, and five provincial agencies—BCOHTA (British Columbia), 
AHFMR-HTA Unit (Alberta), HSURC (Saskatchewan), ICES (Ontario) and AETMIS (Quebec). 
(See Appendix 3 for the key organizational characteristics of these agencies). In March 2000, a 
second proposal that took the concerns and expectations of the participating agencies into account 
was submitted to the Canadian Institutes of Health Research (CIHR). We obtained funds in 
fall 2000 and began the study in January 2001. An Advisory Committee that included all of the 
CEOs was appointed. The role of this committee was to: 1) Comment on the research 
methodology; 2) Facilitate access to informants and useful documents; 3) Comment on 
preliminary findings; and 4) Provide feedback on the results of the study to their staff.  
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The research questions were as follows:  

1. What are the reporting and dissemination strategies of the six HTA/HSR agencies? 

2. What are the expectations, needs, constraints, incentives and disincentives of four 
organised groups of knowledge-users in the six jurisdictions? 

3. Are the methods used by the agencies in an attempt to shape decision-making consistent 
with the expectations, needs, constraints, incentives and disincentives of the four 
organised groups of knowledge-users?  

4. What institutional patterns of communication are associated with a receptive environment 
for the dissemination of HTA/HSR findings? 

This study combines the following qualitative and quantitative data: 1) Interviews with 
CEOs, researchers and communication staff of the agencies (n=40); 2) Interviews with users 
across the country (n=46); 3) A self-administered survey of users across the country (n=405); and 
4) Content analysis of HTA documents produced between 1995-2001 (n=187). Our underlying 
assumption is that there exists enough diversity of experience across the country to reveal why 
certain institutional communication patterns facilitate the dissemination of HTA/HSR findings 
while others do not. 

Phases of the study 

The first phase of our study examined the rationale and methods of the various 
dissemination strategies put forward by the agencies, while the second phase explored the views 
of HTA/HSR users. An oral presentation was given at the ISTAHC conference in Berlin (Tailliez 
et al., 2002). We also sent a copy of the paper to the CEOs for comments before formally 
submitting it to the Journal of Health Policy, Politics, and Law in November 2002 (Lehoux et al., 
submitted). Another paper examining the production and content of the six agencies from 
1995-2001 is currently in preparation for submission to the International Journal of Technology 
Assessment in Health Care.  

The second phase of the study relied on in-depth interviews with users (n=46) and a 
self-administered survey (n=405). A short paper that explores how users make use of HTA/HSR 
evidence and is based on interviews is currently in preparation. We will give an oral presentation 
focusing on the expectations and constraints of users at the 2003 ISTAHC conference in 
Canmore (Hivon et al., 2003). The principal investigator will also participate in the Canmore 
conference as a member of a panel session examining the extent to which agency products are 
compatible with the information needs of providers and healthcare managers.  

At this stage in the research process, our team realises that an enormous amount of data 
has been collected and that more time is needed to complete all the analyses and provide answers 
to the four research questions. We are very excited about our findings and their implications for 
HTA/HSR research and practice. We have therefore submitted a renewal proposal to the CIHR. 
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Its objectives are to: 1) Detail more fully how patient groups currently participate in the 
production, dissemination and uptake of HTA/HSR, and generate fresh insight into how their role 
might be formally recognised and supported; 2) Better understand how physicians trained in 
different specialities appraise and contest the validity of HTA/HSR; and 3) Analyse how the mass 
media shape the sociopolitical environment in which HTA/HSR informs public policy and 
clinical practice. To focus data collection and structure our analyses, we adopted a case study 
approach, selecting two reports published by ICES and two by AETMIS. We believe that the 
findings of this study will be interesting to other agencies across the country since many issues 
are common to several jurisdictions.  

Aim and organization of this report 

This report presents and discusses only a portion of the survey results (see the complete 
survey in Appendix 1). It was prepared first and foremost for the agencies’ CEOs and staff. We 
therefore focus on those survey questions relevant to:  

1) User interest in health technology and services, and their awareness of HTA/HSR 
agencies (Q.3, Q.4, Q.15, Q.22 & Q.25a-b);  

2) User preference for and access to different types of information and knowledge, 
including HTA/HSR documents (Q.6, Q.7, Q.43, Q.14, Q.30 & Q.46);  

3) User expectations and experience with respect to dissemination (Q.18, Q.19, Q.29, 
Q.26, Q.27, Q.31, Q.32 & Q.25c); and  

4) User opinions about collaboration with the agencies (Q.25d, Q.23, Q.24, Q.35, Q.39 & 
Q.42).  

To keep this report concise, we have decided to not review the literature on knowledge 
transfer and to keep our discussion of conceptual issues brief. We do, however, address some of 
theoretical underpinnings of our study in the Methods, in an attempt to provide readers with a 
“road map” they can use when trying to make sense of our findings. The Discussion identifies the 
practical implications of our study. The Conclusion highlights the major findings of the report. 
All figures and tables identify the question number in their legend (where applicable) to facilitate 
access to the full question. However, the order of presentation of the results is not the same as 
that used in the survey. Hence, the tables and figures do not appear in the numerical order of the 
survey questions. Furthermore, a number of tables with detailed findings appear in Appendix 4. 

Note about anonymity and confidentiality 

In all previous papers and communications developed around this study, we have kept the 
agencies anonymous by using labels (Agency 1, Agency 2, etc.). This is the most frequently used 
approach in case studies and qualitative research (Strauss and Corbin, 1990). In practice, and 
more specifically when the subjects are public organizations, it may prove fairly easy for an 
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informed reader to identify the organizations. CEOs participating in our study may be able to 
identify themselves—as well as some of their peers—through the content of quotes. Finally, 
readers may be able to identify the agencies by the data we provide on year of inception, budget 
and staff. Therefore, protecting perfect confidentiality is impossible. 

Our position is the following: The possibility that a few people would be able to identify 
the agencies and their CEOs is not problematic because we select and present empirical material 
according to the specific objectives of the study. While this information may be sensitive, it will 
not affect the funding of the agencies or the careers of individuals. On the other hand, we 
maintain confidentiality in public documents (peer-reviewed publications, research reports) 
because we believe that an international readership does not need to know who the agencies are 
in order to appreciate the results and derive implications. Even though some specific observations 
may seem unfavourable or picky, our main thrust is to provide insights and constructive criticism 
for HTA/HSR practitioners and scholars in Canada and elsewhere. Disclosing the agencies’ 
names would not be in line with this general aim.  
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M E T H O D S  

This section describes: 1) The rationale for choosing four particular groups of users; 
2) How the survey was developed; 3) The sampling strategy; 4) The response rates and profiles 
of respondents; and 5) Measurement and data analysis. 

Why four groups of users?  

The literature on the impact of HTA shows that the use of technology involves a wide 
array of actors pursuing different goals and operating under different constraints (Lehoux, 
Battista and Lance, 2000). Healthcare providers and health administrators certainly have the most 
direct influence (Hailey, 1993). However, special interest groups, such as consumer groups, often 
influence policy makers and providers (Battista et al., 1994; Hanney et al., 2003). In addition, the 
biomedical industry, through R&D and marketing processes, plays a major role in the adoption 
and use of technology, particularly through practitioners (Gelijns, 1991). In fact, as mentioned by 
Jacob and McGregor, “many decisions concerning the use of a technology involve more than one 
decider and are often the result of the interaction between two or more” (1997: 69). Even though 
these four groups (providers, administrators, patients and industry) may not all be considered 
target audiences of HTA/HSR agencies, they do contribute to the shaping of a particular 
institutional environment and its degree of receptivity to HTA/HSR findings (Hanney et al., 
2003). Their views about HTA/HSR matter, and this is why we included them in our survey. 
Furthermore, we suspect that some groups could play a more significant role in HTA/HSR 
dissemination and uptake. Recent studies support such an idea, particularly in the case of patient 
associations (Bastian, 1998). Anecdotal evidence and the abolition of the OTA in the US suggest 
that industry is a major stakeholder, perhaps affecting the reputations of HTA/HSR agencies as 
well as their decisions on future activities.  

In the initial research proposal, we planned to include only “organised groups” 
representing these four types of users, i.e. formal groups with an official mandate of 
representation (i.e. professional bodies, regulatory bodies, Ministries of Health, formal patient 
associations, etc.). We therefore defined “healthcare providers” as formal organizations of 
physicians and nurses mandated to safeguard the quality of clinical practice and protect the 
public, as opposed to organizations strictly defending the interests of their members (i.e. unions). 
Organizations such as colleges of physicians and surgeons, and associations of practitioners were 
thus included. Similarly, “health administration and government” included: Ministries of 
Health, Regional Health Authorities, hospital associations, and healthcare administrator 
associations. “Patient and consumer associations” included associations whose mandate was 
specifically health-related, who represented a large number of individuals, and who possessed a 
national/provincial rather than regional scope. Therefore, smaller groups organised around a rare 
disease, or representing individuals residing in a specific locality were excluded. Finally, in the 
“pharmaceutical biomedical equipment industry” group, we wanted to reach not-for-profit 
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associations of manufacturers and distributors, not individual companies. As explained below, 
we later made some changes to this initial sampling strategy. 

Survey development 

Eight exploratory interviews with users were conducted prior to designing the survey 
(McColl et al., 2001). For convenience, five interviews were conducted in Quebec, and three with 
national organizations based in Ottawa. CEOs or their delegates belonging to the four key groups 
were interviewed. The content of the interviews, the knowledge utilisation literature, and a survey 
developed in a study on collaborative research (Denis et al., 2000) guided the development of this 
survey. Interviews were particularly useful in highlighting the major concerns of each group and 
a number of issues affecting the uptake of HTA/HSR at both the provincial and national level. 
The survey is comprised of six sections: 

• Section A. Perception of health technology and services (4 questions: Q.1-Q.4); 

• Section B. Sources of information used (10 questions: Q.5-Q.14); 

• Section C. Relationship with HTA/HSR agencies (27 questions: Q.15-Q.42); 

• Section D. Experience regarding the use of knowledge (4 questions: Q.43-Q.46); 

• Section E. Institutional environment affecting policy and practice (4 questions: Q.47-Q.50); 

• Section F. Mandate of the organization and respondent profession (11 questions: Q.51-Q.61). 

Section C questions #16-33 had to be completed by respondents who were aware of the 
existence of at least one agency (Q.15). Answers to questions #22-42 had to apply only to this 
one agency, as specified in Q.21. Then, respondents who were in contact with this agency (not 
just aware of its existence) had to complete questions #34-42, which examined dissemination 
methods and relationships with agencies. Respondents who were never in contact with an agency 
had to answer questions #34, 35 and 37 (preceded by a star), as they were meant to explore 
willingness to collaborate with an agency.  

The survey was originally written in French, and then translated into English. A draft 
version was sent to the Advisory Committee and amended following the comments made. It was 
pre-tested with five individuals working in organizations dealing with health technology and 
services, following which some minor modifications were made.  

The final survey was sent by mail to either the organization’s CEO or Director (provider 
and patient associations), the Chief of medical staff (hospitals), or the Division Head (Ministries 
of Health and Regional Health Authorities). We sent either an English or French version, 
depending on the province were the respondent was located. On both surveys, a note mentioned 
that a version in the other language was available. Respondents were invited to complete the 
survey with a colleague if they felt it would better represent the point of view of their 
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organization (department/division) on information use. They were also provided with the 
following definitions of key terms: 

• By health technology, we mean not only instruments, devices, drugs and procedures used in 
the delivery of health services, but also the infrastructures that support the delivery of 
healthcare services. 

• Health Technology Assessment examines not only the safety, effectiveness, and costs of 
medical technology, but also the social, ethical and legal implications. It provides information 
to support decisions at local, regional, national and international levels. 

• Health Services Research provides information and evidence with a view to protecting and 
improving the effectiveness, quality, equity and efficiency of healthcare systems.  

Sampling strategy  

The sampling strategy involved three steps: 1) Creating a preliminary inventory for each 
user group in each jurisdiction; 2) Merging these inventories with the mailing lists provided by 
the agencies; and 3) Applying systematic inclusion/exclusion criteria to obtain a final sample. 

For the inventory, most groups were identified from directories available on the Internet. 
For each province, we began by checking the Ministry of Health’s Web site. Most of the time, 
these sites provided links to the main healthcare provider associations. They also mentioned 
patient and healthcare administrator associations, and provided contact details for Regional 
Health Authorities. As for the pharmaceutical and equipment industry, most associations were 
identified on the Canadian Technology Network Web site. We selected associations in the 
following sectors: 1) Medical devices and equipment; 2) Biotechnology; and 3) Pharmaceuticals. 
Then, using a snowballing strategy, we searched each organization’s Web site (see Appendix 2) 
to determine the content and scope of its mandate.  

Considering the huge number of groups identified, especially in demographically large 
provinces such as Ontario and Quebec, we narrowed our inclusion criteria. First, only 
organizations dealing with physical or mental health, pharmaceuticals or technologies were 
included. In this way, we excluded associations such as those concerned with intellectual 
impairments, dentistry, optometry and alternative medicine. Second, we excluded local, regional 
and international organizations, keeping only associations with a provincial or national mandate.  

We explained our sampling criteria and provided an estimate of the number of 
respondents to the members of the Advisory Committee in fall 2001. A few members felt that our 
sample did not reflect who their main users were. They pointed out that agencies are dealing with 
health administrators and providers much more often than with patient associations. During that 
meeting, it was decided to compare and merge the agencies’ mailing lists with our inventory, 
while keeping in mind that the mailing lists reflected a somewhat “passive” audience of users. 
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Indeed, these lists included individuals that receive reports but are not necessarily frequently 
interacting with the agencies.  

The mailing lists provided by the agencies contained from several hundred to more than 
2,000 addresses. Right at the outset, organizations located outside of Canada, consulting firms, 
individuals, HTA/HSR agencies, research groups, and libraries were excluded. Except for the list 
provided by CCOHTA, we excluded Canadian organizations located outside of British Columbia, 
Alberta, Saskatchewan, Ontario and Quebec. Often, several individuals associated with the same 
organization appeared on the mailing list. We kept only one individual per organization—usually 
the CEO for small associations, or the person whose responsibility was more directly releated to 
HTA/HSR (i.e. research, health policy, continuing medical education or governmental affairs for 
pharmaceutical and biomedical equipment companies). As far as Ministries were concerned, we 
also kept only one individual per division. 

 Mailing lists Our inventory Total 

National 218 87% 33 13% 251 

British Columbia 173 74% 60 26% 233 

Alberta 76 66% 40 34% 116 

Saskatchewan 71 79% 19 21% 90 

Ontario 420 83% 89 17% 509 

Quebec 215 68% 103 32% 318 

Total 1,173 77% 344 23% 1,517 

 

Table 1. Contribution of the two sources to the sample 

In comparing the mailing lists with our inventory, it appeared that some patient and 
provider associations we had identified were underrepresented in the mailing lists. Examining the 
content of the mailing lists also prompted us to include two other types of organizations. First, 
contrary to our expectations, pharmaceutical companies and biomedical equipment manufacturers 
were often included on the agencies’ mailing lists. Given the small number of not-for-profit 
associations of manufacturers and distributors, the decision to include individual companies in 
our final sample seemed justified. Second, since hospitals were an important component of the 
mailing lists, we added them to the group of providers, directing the survey to the Chief of 
Medical Staff. 

Table 1 shows the final composition of our sample based on the two sources. Overall, 
77% of our final sample was composed of users identified by the agencies, while 23% was 
composed of potential users identified by us. Ultimately, 1,517 surveys were sent across the 
country. Two mail reminders were sent. The data was collected from February 2002 to 
June 2002. 
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Response rates and profiles of respondents 

Table 2 gives the response rates for each group and jurisdiction. We obtained an overall 
response rate of 27%. As the table indicates, the highest response rates were found at the national 
level (41%) and in the province of Quebec (32%). The lowest rates (20%) were in British 
Columbia, Alberta and Ontario. British Columbia and Ontario contributed to 30% and 44%, 
respectively, of the total refusals we received. The main reasons for refusing to fill up the survey 
were lack of exposure to HTA/HSR, and lack of time.  

 Providers Administrators Patients Industry Total 

 n Rate n Rate n Rate n Rate n Mean 

National 48/95 51% 28/111 25% 19/35 54% 7/10 70% 102/251 41% 

BC 24/107 22% 1176 14% 9/42 21% 2/8 25% 46/233 20% 

Alberta 14/52 27% 8/40 20% 3/23 13% 1/1 100% 26/116 22% 

Saskatchewan 8/32 25% 14/42 33% 4/16 25% 0 0% 26/90 29% 

Ontario 77/304 25% 21/120 18% 6/54 11% 1/31 3% 105/509 21% 

Quebec 52/196 27% 23/47 49% 19/57 33% 6/18 33% 100/318 31% 

Total 223/786 28% 105/436 24% 60/227 26% 17/68 26% 405/1517 27% 
 

Table 2. Response rates for each group and jurisdiction  

Table 2 shows that the response rates (across jurisdictions) of providers (28%) and 
patients (26%) were higher than that of healthcare administrators (24%). Only in Quebec did a 
significantly larger proportion of this group respond (49%), compared with the other three 
groups. At the national level and in British Columbia, the response rates for administrators were 
lower than for providers. In Alberta and Ontario, the response rates of patient associations (13% 
and 11% respectively) were lower than the rates of other groups, and represented the lowest for 
patient groups across the country. Finally, despite the fact that most Canadian biomedical 
equipment manufacturers are located in Ontario, we obtained the lowest response rate (3%) in 
that province, compared with 70% at the national level and 33% in Quebec. 

Table 3 shows the contribution of the two sampling sources to the final group of 
respondents. Comparing Table 1 and 3, we observe that approximately 73% of our responses 
come from the mailing lists (77% of our sample) whereas 27% come from our inventory (23% of 
our sample).  

 Mailing lists Our inventory Total 

National 78 76% 24 22% 102 

British Columbia 34 74% 12 26% 46 

Alberta 17 65% 9 35% 26 

Saskatchewan 23 88% 3 12% 26 

Ontario 89 85% 16 15% 105 

Quebec 56 56% 44 44% 100 

Total 297 73% 108 27% 405 
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Table 3. Contribution of the two sampling sources to the final group of respondents 

The overall low response rate could be explained by a number of factors. We have to 
admit that filling out the survey is a lengthy and somewhat complex task, as it examines several 
issues and contains three “filters” designed to address specific aspects only with respondents 
familiar with the agencies. Furthermore, the fact that the survey targeted four different groups 
may have introduced some confusion. It may also be the case that, at least for some of the groups, 
technology and technology assessment are not priority issues. Finally, the results of the study 
may have seemed more clearly useful for HTA/HSR agencies than for users. Nonetheless, we 
also received several positive comments (by e-mail or written on the survey) stressing that our 
study was timely and needed. As mentioned above, given the length of the survey, the 
respondents who took the time to fill it up were clearly motivated by the topic. Indeed, since it 
was sent in spring 2002, we have continued to receive, on a regular basis, correspondence asking 
if the results are available. To summarize, even though the response rate was not as high as we 
had expected, we believe that we have obtained relevant opinions from a fair number of 
respondents who have a stake in HTA/HSR. We will rely on the content of interviews to 
triangulate and supplement the findings in future publications.  

The next four tables detail the profiles of our respondents. Table 4 indicates that 
respondents from the provider, administrator and patient groups primarily comprised top-level 
managers and board members (44%, 46% and 53% respectively), while respondents from 
industry were mainly middle-level managers (47%).  

 

 Providers Admin. Patients Industry Total 

 n Rate n Rate n Rate n Rate n Mean 

Top-level managers 
(incl. Board members) 

92 44% 46 46% 30 53% 5 29% 173 45% 

Middle-level managers 41 20% 21 21% 22 39% 8 47% 92 24% 

Chief of Medical Staff 45 21% 7 7% 0 0% 0 0% 52 14% 

Consultants 8 4% 11 11% 1 2% 1 6% 21 5% 

Qualified employees 23 11% 11 11% 2 3% 3 18% 39 10% 

Communication staff 0 0% 4 4% 2 3% 0 0% 6 2% 

Total 209 100% 100 100% 57 100% 17 100% 383 100% 

 

Table 4. Professional profiles of respondents (Q.54)  

Table 5 shows that 45% of the organizations employed less than 50 employees (full-time 
equivalent or FTE). Among providers, a fifth of the respondents employed less than 
10 employees and a fifth more than a thousand. This reflects the fact that our sample was 
composed of provider associations employing fewer people, and hospitals employing many 
thousands of employees. We suspect that for similar reasons the number of employees varied 
within our administrator group, depending on whether respondents came from health 
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administrator associations (few employees), Regional Health Units (a few hundred) or ministries 
(around a thousand employees). Approximately 66% of patient associations employed less than 
50 individuals. Finally, our industry group was composed of fairly small organizations, with 
almost 30% of them employing less than 10 employees, and of large companies, with over 50% 
of them employing more than 100 employees. 

FTE Providers Admin Patients Industry Total 

 n Rate n Rate n Rate n Rate n Mean 

Less than 10  50 22% 11 10% 25 42% 5 28% 91 23% 

10-50  38 17% 29 28% 14 24% 2 12% 83 21% 

51-100  15 7% 10 9% 4 7% 1 6% 30 7% 

101-500  34 15% 25 24% 7 12% 3 18% 69 17% 

501-1000  26 12% 7 7% 1 2% 3 18% 37 9% 

Over 1000 45 20% 19 18% 0 0% 2 12% 66 16% 

DNA/missing 15 7% 4 4% 8 13% 1 6% 28 7% 

Total 223 100% 105 100% 59 100% 17 100% 404 100% 

 

Table 5. Number of FTE employees in the organizations (Q.56) 

Table 6 gives the number of members represented by the associations. This question was 
not applicable for many respondents, such as administrators with Regional Health Boards, Chiefs 
of Medical Staff in hospitals, or pharmaceutical companies. Depending on the professional body 
they represented (e.g. nurses versus radiologists), the membership of provider associations varied 
between 100 and 5,000 members. Up to 32% of patient associations had a membership of over a 
thousand members. For a similar proportion, membership varied between 100 and 1,000 
members.  

Members Providers Admin. Patients Industry Total 

 n Rate n Rate n Rate n Rate n Mean 

Less than 100 16 7% 12 11% 1 1% 2 12% 31 8% 

100-500  25 11% 9 9% 13 22% 2 12% 49 12% 

501-1000  8 4%% 3 3% 4 7% 0 0% 15 4% 

1001-5000  39 17% 5 5% 10 17% 0 0% 54 13% 

5001-10000  10 5% 0 0% 4 7% 0 0% 14 3% 

10001- 50000  8 4% 4 4% 4 7% 0 0% 16 4% 

More than 
50000  

3 1% 0 0% 1 1% 0 0% 4 1% 

Does not apply 114 51% 72 68% 23 38% 13 76% 222 55% 

Total 223 100% 105 100% 60 100% 17 100% 405 100% 

 

Table 6. Number of members represented by the organizations (Q.57) 

Finally, Table 7 shows that almost a third of our respondents worked for organizations 
founded within the past 10 years. This is especially true for administrators (51%). Up to 54% of 
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provider organizations, 77% of patient associations, and 53% of industry organizations have been 
up and running for 50 years or less. 

Years Providers Admin. Patients Industry Total 

 N Rate N Rate N Rate N Rate N Mean 

10 and less 50 23% 53 51% 13 22% 3 18% 119 29% 

11-25  32 14% 6 6% 19 32% 4 23% 61 15% 

26-50  39 18% 11 10% 14 23% 2 12% 66 16% 

51-100  54 24% 11 10% 8 13% 2 12% 75 19% 

Over 100  25 11% 1 1% 0 0% 1 6% 27 7% 

Did not answer 23 10% 23 22% 6 10% 5 29% 57 14% 

Total 223 100% 105 100% 60 100% 17 100% 405 100% 

 

Table 7. Age of organizations represented in the survey (Q.58)  

 

Measurement and data analysis 

Most questions were close-ended and used a 5-level Likert scale. When appropriate, a 
“do not know” or “does not apply” option was offered on the survey. Responses to open-ended 
questions were coded by first creating a list of answers, and then organising them according to a 
hierarchical scheme. The responses of completed surveys were extracted using an optical 
scanner. Before starting the analyses, the survey data were cleaned using a systematic validation 
procedure. The Teleform™ software used to enter the data enables cross checking according to 
the type of acceptable answers. For instance, when only one answer is possible, the software 
shows, on the screen, the boxes that were checked. The operator then decides which of the 
multiple answers is the appropriate one. Respondents usually draw visible marks to identify their 
answer. If it was not possible to discern exactly which answer the respondent had chosen, it was 
recorded as missing data. Another validation procedure was to check Section C data to make sure 
respondents had followed the instructions coherently. The results presented in this report are 
descriptive statistics.  
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R E S U L T S  

This section comprises four parts: 1) User interest in health technology and services, and 
their awareness of HTA/HSR agencies; 2) User preference for and access to different types of 
information and knowledge, including HTA/HSR documents; 3) User expectations and 
experience with respect to dissemination; and 4) User opinions about collaboration with the 
agencies. At the end of this section, we also provide a summary of key findings specific to each 
agency.  

User interest in health technology and services, and their awareness of HTA/HSR 

agencies 

In this first sub-section, we will summarize the range of health technology issues and 
concerns expressed by users, and discuss to what extent the concept of HTA has gained 
acceptance. Figures 1 and 2 show, by degree of importance, the proportion of users for whom 
nine specific issues were perceived as “very important” or “extremely important.” For a vast 
majority (75-96%), access to health services was the top issue, followed by evaluation of health 
services and technology (75-81%), the development of new services (50-76%), and the control of 
costs of both services (40-87%) and technology (43-82%). It is interesting to observe that 
evaluation was a significant issue for 81% of industry respondents. Patient groups and industry 
(40-55%) were a little less concerned about costs than were providers and administrators 
(64-87%). Not surprisingly, a greater proportion of administrators were concerned about costs.  
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Figure 1. Importance of issues related to health technology and services (Q.3a) 

Note: Two levels of the scale are grouped—“extremely important” and “very important”. 

Figure 2 shows the four issues that were deemed “very important” or “extremely 
important” for less than a half of respondents, with the exception of industry. This figure 
highlights issues that are of direct interest to manufacturers and distributors of biomedical 
equipment. It indicates that providers, administrators and patients were somewhat less interested 
in the introduction of new technology (respectively 59%, 63% and 63%, compared with 94% for 
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industry), and the purchasing of technology by hospitals (respectively: 53%, 57% and 42%, 
compared with 81% for industry). The renewal of current technologies mattered to about half of 
the respondents (respectively: 57%, 59%, 43% and 50%). The fact that R&D was a critical item 
for a small proportion of providers (29%) and administrators (26%) is somewhat surprising.  
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Figure 2. Importance of issues related to health technology and services (Q.3b) 

Note: Two levels of the scale are grouped—“very important” and “extremely important”. 

Figures 3 and 4 show, by degree of importance, the various technologies and services 
that respondents considered “very important” or “extremely important”. The opinion of industry 
respondents varied significantly from the other three groups. For providers, administrators and 
patients, ambulatory services, drugs, and home care services were important for a majority 
(64-82%). Close behind in importance were palliative care, computerised medical records and 
technical aids (42-71%). Excluding the category of drugs, only 7-40% of industry respondents 
considered these technologies “very important” or “extremely important”.  

Besides the greater interest of both providers and administrators in medical imaging 
devices (53%, 58%) and the greater interest of administrators in vaccines (67%), the other 
technologies were considered highly important by less than half of respondents. Taken together, 
Figures 3 and 4 indicate that the most important variation across groups is associated with 
industry-patient differences. A significant portion of industry respondents valued drugs (64%), 
vaccination (36%) and organ transplants (38%), but this group showed less interest in most of the 
technologies and services deemed important by the other groups. Finally, patients seemed more 
interested than the other groups in technical aids (68%), genetic tests (47%) and organ transplants 
(38%). Genetic tests are increasingly the subject of direct-to-consumer marketing, and organ 
transplants may be of direct interest to groups concerned with cancer (i.e. bone marrow 
transplants), as well as cardiovascular and renal diseases. 
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Figure 3. Importance of various technologies and services (Q.4a) 

Note: Two levels of the scale are grouped—“very important” and “extremely important”. 
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Figure 4. Importance of various technologies and services (Q.4b) 

Note: Two levels of the scale are grouped—“very important” and “extremely important”. 

Since the evaluation of health services and technology was one of the most important 
issues for our respondents (Q.3), one may wonder whether they are aware of the existence of the 
six agencies and, if so, how they learned about them. Figure 5 shows that industry respondents 
were very aware of the agencies (25-94%), and that close to half of the administrators (33-63%) 
and a smaller proportion of providers (16-52%) also knew about specific agencies. Not 
surprisingly, awareness was lowest for patients (10-26%). The fact that providers were most 
familiar with Agency 1 and industry with Agency 3 appears compatible with the former’s focus 
on health services research and the latter’s on drug assessment.   
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Figure 5. Awareness of the existence of the agencies (Q.15a) 

Note: The possible answer was either “yes” or “no”. 

Question #15 also explored whether the respondents and their colleagues personally 
knew staff at the agencies. For these two items, the number of responses dropped significantly 
and the denominator could not be established with confidence. Therefore, Table 8 shows only the 
number of respondents who answered “yes.” Overall, providers and administrators showed the 
highest level of personal contact with researchers and/or CEOs. 

 A1 A2 A3 A4 A5 A6 

Respondents who knew someone at the agency 

Providers (40-105) 71 7 11 9 19 15 

Administrators (36-64) 42 14 28 20 15 27 

Patients (10-16) 11 1 1 1 1 4 

Industry (4-16) 6 2 7 4 7 1 

Colleagues who knew someone at the agency 

Providers (22-62) 71 21 50 18 27 24 

Administrators (27-52) 42 25 50 24 22 48 

Patients (6-14) 11 4 8 4 2 5 

Industry (4-12) 6 7 10 4 5 2 
 

Table 8. Degree of personal contact with the agencies (Q.15b&c) 

Note: The possible answer was either “yes” or “no”. 

We examined how the respondents had learned about the agencies. Figures 6 and 7 show, 
by order of frequency, the various vehicles that had informed users. Figure 6 shows that 
HTA/HSR reports are the most frequent medium (38-77%), followed closely by colleagues 
(38-66%). For a minority of users, scientific papers, general press articles and conferences given 
by agency staff were also sources of awareness.  
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Figure 6. Means by which respondents learned about the agencies (Q.22a) 

Note: Several answers were possible. 

Figure 7 indicates that Web sites, brochures and personal phone calls were less often 
noted as the source by which users learned about the existence of the agencies. Looking at both 
Figures 6 and 7, some variations between agencies is evident. Agencies 1 and 5 seem to be 
reaching respondents more through their reports and scientific papers, whereas Agencies 3 and 6 
were using their Web sites and Agency 4 its brochure.  
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Figure 7. Means by which respondents learned about the agencies (Q.22b) 

Note: Several answers were possible. 

Finally, we examined how users evaluated seven features of the agencies that relate to 
their role of publicly funded organizations producing scientific advice targeted at healthcare 
system management. Question #25 was part of Section C, which means that only respondents 
who indicated being more familiar with one agency in particular were asked their opinion. 
According to Figure 8, scientific rigour (67-94%), readability of reports (73-88%) and credibility 
(57-96%) were strong assets for several agencies, with a majority of respondents rating these 
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features “highly” or “very highly.” The political autonomy of certain agencies raised some 
concerns, with respondents’ views being overall less positive and convergent (43-68%).  

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Scientific rigour Readability of
reports

Credibilty Political
autonomy

Agency 1 (61-82) Agency 2 (10-13) Agency 3 (45-67)
Agency 4 (14-23) Agency 5 (29-38) Agency 6 (27-31)

 

Figure 8. Perception of the agencies (Q.25a) 

Note: Two levels of the scale are grouped—“highly” and “very highly”. 

Figure 9 shows three more items on which respondents were fairly divided. It indicates 
that dissemination (33-77%) and the ability to introduce change in the healthcare system (7-68%) 
are two features for which smaller and varying proportions of the respondents indicated “highly” 
or “very highly.” The ability to formulate clear recommendations is the weakest area for all 
agencies (0-33%). Overall, Agencies 1 and 5 seems to have established a strong reputation, while 
Agency 2 received a more critical assessment. 
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Figure 9. Perception of the agencies (Q.25b) 

Note: Two levels of the scale are grouped—“highly” and “very highly”. 

To summarize, the most important issues for our respondents were access to and 
evaluation of health services and technologies. In this respect, the level of awareness of 
HTA/HSR agencies could certainly be improved, as only half of the respondents knew about 
them. The HTA/HSR reports themselves seemed to be the most frequent means by which 
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respondents learned about HTA/HSR. Finally, while their scientific rigour and credibility were 
positively perceived, the agencies’ ability to bring about changes in the healthcare system was, in 
the opinion of the respondents, debatable.  

User preferences for and access to different types of information and knowledge 

One assumption behind this study is that providers, decision-makers, patients and 
industry are probably using a large and heterogeneous spectrum of knowledge, of which 
HTA/HSR is just one part. To better define this spectrum of knowledge, questions #6 and #7 first 
sought to identify the types of information that were seen as important for respondents and their 
ability to access such information. Figure 10 shows that, across user groups, the information seen 
as “very important” or “extremely important” for a majority of respondents included health needs 
assessment (74-88%), evaluation of health service delivery models (50-74%), the well being of 
patients and their relatives (56-75%), and health policy analyses (48-65%). It is interesting to 
note that information about emerging technologies and clinical innovations (40-51%) was 
considered important by less than half of respondents, except for those in industry (76%). The 
latter group was particularly interested in health needs assessments, benchmarking of 
technologies, and commercialisation, all important components of the strategic positioning of 
their current and future products.  
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Figure 10. Importance of different types of information (Q.6) 

Note: Two levels of the scale are grouped—“very important“ and “extremely important.” 

Figure 11 gives the proportion of respondents for whom access to the above-mentioned 
types of information was “difficult” or “very difficult.” While health needs assessment was the 
most important information for users, accessing such information was less difficult (24-40%) 
than accessing information about the evaluation of health service delivery models (35-64%), 
commercialisation (18-39%) and benchmarking (35-56%). Note that although the importance of 
the various types of information was fairly similar across the respondent groups (except the 
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industry on three items), Figure 11 shows more significant variation, especially for patients and 
industry. It appears that accessing most types of information is much more difficult for patients 
and industry.  
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Figure 11. Difficulty in accessing different types of information (Q.7) 

Note: Two levels of the scale are grouped—“difficult” and “very difficult”. 

In our quest to define the spectrum of knowledge used by respondents, question #43 
asked about the level of usefulness of different types of knowledge for decision-making related to 
health technology and services. Figures 12 and 13 show, by order of usefulness, the proportion of 
respondents rating eight items as “very useful” or “extremely useful.” For a vast majority of 
users, scientific evidence was the most useful source (70-88%), followed very closely by the 
professional experience of colleagues and their own experience (72-86%), expert opinion 
(74-83%), and experience of other organizations (63-77%). This suggests that the concept of 
evidence-based decision-making is highly accepted, but may not be seen as a substitute for 
knowledge that the respondents obtain through the experience of colleagues and well-established 
individuals, through their own professional experience, and through the concrete examples 
provided by other organizations. Patients are somewhat less committed to the usefulness of 
scientific advice, but value expert opinion highly. The fact that industry relies a little less on the 
experience of other organization may reflect the prevalent competitiveness in this sector.  

According to Figure 13, more than half of the respondents mentioned that the opinions of 
concerned individuals (60-83%) were useful in decision-making. Patient groups supported this 
idea more than the other groups, which is compatible with the mandate of their associations. 
Sociological or anthropological knowledge (25-51%), political analyses (29-56%) and market 
analyses (31-80%) are seen as “very important” or “extremely important” by about a third of 
respondents. Patients may appreciate sociological and anthropological analyses more because 
they examine the broader dimensions of illnesses. Here again, the opinion of industry 
respondents was rather different—they emphasised the usefulness of political and market 
analyses.   
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Figure 12. The usefulness of different types of knowledge (Q.43a) 

Note: Two levels of the scale are grouped—“very useful” and “extremely useful”. 
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Figure 13. The usefulness of different types of knowledge (Q.43b) 

Note: Two levels of the scale are grouped—“very useful” and “extremely useful”. 

Now that we know a little more about the types of information and knowledge that users 
deem important, we can inquire about the types of documents they consult when seeking 
information. Figures 14 and 15 show the documents that were consulted once a week or more. 
Compatible with the high level of usefulness of professional experience and scientific evidence 
mentioned above, the documents most likely to be consulted once a week or more were 
professional journals (32-53%) and scientific/clinical journals (34-71%). Government 
publications (25-50%) and books (22-29%) were consulted to about the same extent by about a 
third of respondents. It is interesting to note that a very large proportion of industry respondents 
reported reading scientific publications once a week or more.  

Figure 15 shows that a very small proportion of respondents frequently consulted 
university research reports (6-28%), industry documentation (12-41%), community organization 
publications (9-27%), and consulting firm reports (6-12%). Overall, compared to providers, 
administrators seemed more inclined to frequently use government publications, university 
research reports, community organization documents, and consulting firm reports. Thus, they 
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appeared to use a broader scope of information than did providers, whose attention was focused 
on professional and scientific journals.  
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Figure 14. Documents consulted once a week or more (Q.14a) 
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Figure 15. Documents consulted once a week or more (Q.14b) 

As the nature of the documents may affect the frequency at which they are consulted, we 
created a table showing the data for the other levels of the scale—never, once a year or less, once 
every six months, and once a month (see Appendix 4: Table B). These more detailed results 
suggest that the respondents were fairly important consumers of informational material, as only a 
very small proportion of them reported “never” consulting the different documents. On average, 
less than 20% of respondents indicated consulting the various documents listed only once a year, 
although there were three exceptions: About a third of both providers and industry consulted 
community organization publications once a year or less, and about a third of patients consulted 
research reports produced by universities once a year or less. Thus, most respondents were 
consulting the documents at least once every six months or once a month, which could be 
interpreted as a fairly significant level of information consumption.  

One question that springs to mind is: What position do HTA/HSR findings occupy in this 
range of information? Figure 16 gives the respondents’ estimates for how much their 
organizations were making use of HTA/HSR reports. Question #30 was part of Section C and 
was therefore answered with respect to one agency in particular. Figure 16 shows that between 32 
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and 70% of respondents were “somewhat” using the reports, while between 17 and 39% were 
making “much” use of them. The reports of Agencies 1 and 6 seemed to be used to a greater 
extent, while those published by Agency 2 were used to a lesser extent. Finally, less than 25% of 
the respondents were not using HTA/HSR reports at all. These results are compatible with the 
proportion of our final group of respondents whose name appeared on the agency mailing lists 
and therefore were more likely to be receiving reports (Table 3).  
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Figure 16. Use of HTA/HSR reports (Q.30) 
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Figure 17. Reasons for using knowledge (Q.46) 

Note: Two levels of the scale are grouped—“often” and “continuously”. 

Before examining the respondents’ opinions on knowledge dissemination, it is worth 
considering their reasons for using knowledge. Figure 17 suggests a variety of reasons, the most 
frequent being to develop their own body of knowledge (63-72%). The majority of respondents, 
especially providers and administrators, also used knowledge to make decisions (55-69%), to 
develop programs or services (47-59%), and to solve problems (43-58%). Knowledge was used 
by 66% of industry respondents to prepare meetings. Note that up to 61% of patient groups used 
knowledge to justify positions taken.  
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To summarize, across users groups, the most important type of information for a majority 
of respondents included health needs assessment, evaluation of health service delivery models, 
the well being of patients, and health policy analyses. Accessing evaluations of health service 
delivery models, and information about commercialisation and benchmarking appeared to be 
difficult for several respondents. For a majority of users, scientific evidence was the most useful 
source, followed very closely by professional experience, expert opinion, and the experience of 
other organizations. Our data shows a fairly significant consumption of information, which is 
first and foremost oriented towards the development of user knowledge. 

User expectations and experience with respect to dissemination 

The survey sought to determine whether respondents considered themselves a target 
audience for HTA/HSR. Figure 18 shows the responses to two questions: 1) “Ideally, do you feel 
that your organization should be a target audience for one or more of these agencies?” and 
2) “Presently, do you feel your organization is a target audience for one or more of these 
agencies?” A vast majority of respondents felt they should be a target audience (83-98%), 
whereas 48% of providers and only 30% of patients indicated being a target at the time of the 
survey. The administrators were the only group that seemed to have been reached more directly 
by the agencies (74%). This figure suggests that HTA/HSR could potentially be disseminated 
more widely to each of the four groups, especially since they consider themselves to be 
appropriate audiences.  
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Figure 18. Perception about being a target audience of the agencies 

(Q.18—“currently” and Q.19—“should be”) 

Typically, the first step in dissemination involves what is known as “passive” 
dissemination, e.g. making reports available to users. This can be achieved through a Web site 
from which reports can be downloaded, and/or through systematic mailing of reports. 
Question #29 was part of Section C and examined the number of reports, produced by a given 
agency, of which respondents were aware. Figure 19 shows the proportion of respondents that 
were aware of 5 reports or more, while a table with detailed findings can be found in Appendix 4 
(Table C). Since the number of respondents from both the patient and industry groups was rather 
limited, the percentages for each agency should be interpreted with caution. It seems that patient 
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groups knew about the reports of only three agencies (A1; A4; A6). Industry was more aware of 
the production of four agencies (A2; A3; A4; A5). Considering the production capacity of the 
agencies (publishing between 5 and 10 reports annually), this figure suggests that the majority of 
providers and administrators were aware of a fairly significant number of reports.  
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Figure 19. Respondents being aware of 5 reports or more (Q.29) 

Figure 20 provides information on how users become aware of reports. It shows that a 
majority of respondents were receiving reports from only three agencies (A3, A4, A6) on a 
regular basis (responses for all agencies ranged from 32% to 79%). The other agencies may have 
been using other means of disseminating reports, such as their Web site or an e-mail notification 
system. This figure also shows that a large majority (91-100%) of respondents wanted to be 
systematically informed about the publication of new reports.  
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Figure 20. Receiving reports by agencies (Q.26) and 

wishing to be informed about new reports (Q.27) 

We also examined the experience and opinions of users on more active methods for 
disseminating HTA/HSR findings. Since the agencies insisted they had been interacting more 
frequently with providers and administrators, Figure 19 presents the level of participation in four 
types of activities for these two groups (see Appendix 4: Table D for detailed findings on all user 
groups). To simplify this figure, we located the percentage of respondents indicating “never” on 
the “negative” side of the vertical axe. Overall, administrators were more frequently involved in 
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dissemination activities than were providers. They were more likely to have attended scientific 
conferences (14% “often” or “continuously”, compared with 3%), discussed assessments with 
agency staff over the phone (23% compared with 5%), and participated in presentations by 
agency staff (18% compared with 3%). Both groups were rarely involved in press conferences. 
Finally, a varying but significant proportion of both groups were never involved in any of these 
four activities (31-88%).  
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Figure 21. The participation of providers and administrators in the active dissemination methods 
of agencies (Q.31) 

Note: P = providers; and A = administrators.  

Since different user groups may have different preferences and operate under different 
constraints, the following question in the survey was meant to determine what types of active 
dissemination methods were considered important by the respondents. Figure 22 shows that 
presentations by agency staff were deemed “very important ” or “extremely important” by 21% 
of providers, 36% of administrators, 14% of patients, and 20% of industry. Phone calls were 
“very important” or “extremely important” for 10% of providers, 29% of administrators, 9% of 
patients, and 28% of industry. Note that about a third of providers qualified these two methods as 
“not important” (responses of all groups ranging from 11% to 36%). 

According to Figure 23, learning about HTA/HSR findings through scientific 
conferences was “very important” or “extremely important” for 26% of providers, 31% of 
administrators, 25% of patients, and 27% of industry. Finally, press conferences were considered 
important by larger proportions of patients and industry: 12% of providers, 8% of administrators, 
19% of patients, and 21% of industry indicated they were “very important” or “extremely 
important”. Nonetheless, larger proportions of respondents across user groups defined press 
conferences as “not important” (responses from all groups ranging from 8% to 48%). Taken 
together, these two figures suggest that not everyone from a defined group appreciated the four 
types of activities to the same extent, that administrators seemed more inclined to value all four 
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methods, and that patients and industry may have been expecting, more than others, to be 
informed through press conferences.  
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Figure 22. Importance of presentations (left side) and phone calls (right side) (Q.32) 
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Figure 23. Importance of scientific (left side) and press conferences (right side) (Q.32) 

We then investigated how the respondents perceived the ability of agencies to meet the 
information needs of different users. Figure 24 shows that HTA/HSR was perceived as more 
directly addressing the needs of planners (29-62%), managers (18-55%) and clinicians (18-54%). 
Very few respondents believed that the needs of the public (0-30%) or patients (0-15%) were 
served by HTA/HSR. There was variations between agencies: Agencies 1 and 6 seemed to be 
better responding to information needs in general.  
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Figure 24. Perception of the ability of the agencies to meet the information needs of different users 
(Q.25c) 

Note: Two levels of the scale are grouped—“highly” and “very highly”. 

To summarize, between 83% and 98% of respondents felt they should be a target 
audience of HTA/HSR agencies. Up 74% of administrators said they were currently targeted by 
the agencies, while this proportion was 48% for providers, 30% for patients and 60% for the 
industry. Between 32% and 79% of respondents received reports on a regular basis, whereas a 
huge majority of respondents wanted to be informed of new publications on a regular basis (91-
100%). Overall, administrators were more frequently involved in active dissemination than were 
providers, and they also valued to a greater extent methods such as scientific conferences, phone 
calls and presentations. Finally, the agencies were perceived as addressing the needs of planners, 
managers and clinicians more than the needs of the public and patients. 

User opinions about collaboration with HTA/HSR agencies 

This last section of our results examines how and why respondents would participate 
more actively in the development and dissemination of HTA/HSR, and how respondents who 
were interacting with agencies assess the impact of these interactions. Before looking more 
closely at the steps in which they would like to be involved, it is worthwhile to situate how 
agencies were perceived in general terms. Two items of question #25 were meant to determine 
how users perceived the agencies in terms of their ability to understand the constraints affecting 
clinical and administrative practices. Figure 25 indicates that, for three agencies (A1; A2; A5), 
more than half of respondents rated their ability to understand clinical practices “highly” or “very 
highly”. Expect for Agency 6, more respondents believed that clinical practices were understood 
(39-83%), compared with administrative practices (27-55%). This is somewhat surprising given 
the fact that in their early years, HTA/HSR agencies were seen as instruments for administrative 
cost control.  
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Figure 25. Perception of the ability of the agencies to understand clinical and administrative 
practices (Q.25d) 

Note: Two levels of the scale are grouped—“highly” and “very highly”. 

Figures 26 to 28 contrasts the objectives that respondents felt should be pursued by 
HTA/HSR (S) with those that respondents felt the agencies were, in fact, actually pursuing (D). A 
great majority of respondents believed that assessing effectiveness is a relevant objective 
(76-95%), and more than half of them estimated that the agencies were in fact working towards 
this objective (49-92%). A much smaller proportion of users thought reducing public spending on 
healthcare should be a legitimate objective (28-57%), and less than a third of them believed that 
this was a goal of the agencies (7-27%). This finding reinforces the notion suggested above that 
agencies are not seen as means for cost control. Figure 27 indicates that a majority of respondents 
thought that supporting a rational use of technology is a worthwhile objective (65-91%), and two 
agencies (A4; A5) appear to be fulfilling this objective (all responses: 49-92%). The goal of 
improving clinical practice (71-91%) seemed as important as supporting the rational use of 
technology, but the gap with perceived practice was greater (17-62%). According to Figure 28, a 
significant portion of respondents also believed that healthcare management (48-79%) should be 
improved by HTA/HSR , and a very small portion of them estimated that the agencies were 
working towards that goal (9-54%). Equally important is the objective of improving 
policy-making (52-82%). Here again, agency practices seemed to be falling short (0-59%). 
Hence, two objectives were seen as both legitimate and largely fulfilled: Assessing effectiveness 
and contributing to the rational use of technology. Reducing health spending was not seen as 
desirable and the respondents did not perceive the agencies as having this goal. Improving 
clinical practice, management and policy-making were all considered crucial objectives, although 
the users felt the agencies were falling short in meeting these objectives. 
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Figure 26. Objectives that should be pursued (S) vs. those that actually are pursued (D) (Q.23-Q.24)  

Note: Two levels of the scale are grouped—“a great deal” and “entirely”. 
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Figure 27. Objectives that should be pursued (S) vs. those that actually are (D) (Q.23-Q.24) 

Note: Two levels of the scale are grouped—“a great deal” and “entirely”. 
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Figure 28. Objectives that should be pursued (S) vs. those that actually are (D) (Q.23-Q.24)  

Note: Two levels of the scale are grouped—“a great deal” and “entirely”. 
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Figure 29 shows the proportion of respondents who wished to collaborate “often or 
continuously” towards five different ends. The proportions were as follows: 14-53% for 
participating in an advisory committee, 20-48% for evaluation committees, 20-67% for providing 
prompt advice in the course of an assessment, 24-67% for commenting on reports, and 24-44% 
for contributing to the dissemination of assessments. 

Across groups, industry showed the greatest interest in collaborating at the beginning and 
during the evaluation process, but almost the least interest in participating in the dissemination of 
results. Providers tended to favour participating in evaluation committees, formulating prompt 
advice during the evaluation, acting as reviewers, and contributing to dissemination. As expected, 
more administrators wanted to be involved in advisory committees and in providing prompt 
advice during an assessment. Only a small proportion of patients felt equipped to participate as 
experts during the evaluation process, and close to a third of them were willing to participate at 
the dissemination stage. Overall, this figure indicates that 26-44% of providers and administrators 
were willing to collaborate closely with the agencies. The patient group appeared less 
enthusiastic, perhaps due to a lack of medical expertise and limited resources. Finally, at the 
opposite extreme, industry was keen to be more involved, more during assessments than during 
the later dissemination stage.  
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Figure 29. Willingness of user groups to collaborate with an agency at different stages (Q.35) 

Note: Two levels of the scale are grouped—“often” and “continuously”. 

Figure 30 presents the results for the same question, but for only two groups—providers 
and administrators. The findings are organised according to the agency with which the 
respondents were most familiar. Across agencies, the respondents showed a fairly similar and 
high level of willingness to collaborate, although the respondents were particularly willing to 
collaborate with Agency 2. Responses for wanting to “often” or “continuously” be involved with 
the agency raged from 26% to 68%. Overall, collaborating in dissemination and providing 
prompt advice were the activities that stimulated the greatest interest.   
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Figure 30. Willingness of user groups to collaborate with an agency at different stages (Q.35) 

Note: Only the responses of providers and administrators are shown. Two levels of the scale are 
grouped—“often” and “continuously”. 

We also asked respondents to characterize their relationships with the agencies. For 
Question #39, respondents were instructed to consider only the agency with which they had been 
interacting the most. Figure 31 shows the proportion of respondents who “strongly” or “entirely 
agreed” with five statements. This figure indicates that Agency 5 was most often perceived as 
pursuing objectives that were concurrent with those of providers and administrators. More 
precisely, responses to this item ranged from 18.1% (A1) to 67.9% (A5). Most respondents found 
that exchanges between the agency and their organization were collegial; responses ranged from 
32.4% (A1) to 61.1% (A3). A significant proportion of respondents agreed that exchanges with 
the agency were a learning opportunity for both parties; responses ranged from 29.7% (A1) to 
53.8% (A4). About a third of respondents indicated that the agency benefited from such 
exchanges; responses ranged from 18.2% (A3) to 35.7% (A5). Finally, about a third mentioned 
that their own organization benefited from these exchanges; responses ranged from 33.3% (A4) 
to 46.7% (A2). Globally, agencies had succeeded in establishing relationships that were seen as 
highly respectful and beneficial for a significant portion of providers and administrators.  

Table E (Appendix 4) shows the data for each level of the measurement scale and for the 
four groups of users. It reveals that patient and industry groups had a less positive perception of 
their relationships with agencies. Up to 60% of industry respondents “somewhat” disagreed that 
their organization benefited from exchanges, and up to 44.4% of them did not believe that 
exchanges were collegial. Patient groups were less negative than industry and their opinions were 
also more nuanced. While 44.4% of them “strongly” and “entirely” agreed that their exchanges 
with the agencies were collegial and 22.2% saw such exchanges as a learning opportunity, up to 
60% of them “somewhat” and “completely” disagreed that the agencies’ objectives were 
concurrent with those of their own organizations.  These findings suggest that it may be more 
challenging for the agencies to establish collaborations with patient and industry groups.  
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Figure 31. Nature and quality of agency-user exchanges (Q.39) 

Note: Only the responses of providers and administrators are shown. Two levels of the scale are 
grouped—“strongly agree” and “entirely agree”. 

Finally, we also asked respondents who had been interacting with at least one agency to 
assess the impact of these interactions on a variety of issues affecting HTA assessments or their 
own organization. Figure 32 shows the proportion of providers and administrators who 
considered the impact of exchanges on six items to be “very important” or “extremely 
important.” There was significant variation between agencies. Overall, the largest proportions of 
respondents who considered the impact important were found for Agencies 1, 3 and 4. More 
precisely, from 18.2% (A2) to 50% (A3; A4) of providers and administrators regarded the impact 
on quality of assessment as significant. About a third of respondents were highly positive about 
the impact on the relevance of topics; proportions ranged from 9.1% (A2) to 36.4% (A4). A 
similar proportion thought the impact on decision-making processes in their own organization 
was significant; the findings ranged from 20% (A3; A5) to 38.7% (A1). The impact on the last 
three items was rated as important by fewer respondents. For example, from 11.1% (A2) to 40% 
(A4) of respondents felt the impact on the feasibility of assessments was significant. For use of 
science, the numbers were 5.6% (A6) to 28.6 (A3). Finally, 5.6% (A6) to 25.9% (A1) of 
respondents thought their exchanges led to improvement in scientific literacy in their 
organization. Our data thus suggests that providers and administrators were pragmatic about the 
outcomes of their interactions with HTA/HSR agencies. They tended to believe that these 
exchanges had a greater impact on attributes of the assessment process (quality, relevance, 
feasibility) than on their organizations’ decision-making processes (use of science, scientific 
literacy). 
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Figure 32. Impact of user-agency exchanges (Q.42) 

Note: Only responses for providers and administrators are shown. Two levels of the scale are grouped—
“very important” and “extremely important”. 

To summarize, compared with administrative practices, larger proportions of respondents 
believed that clinical practices were understood by the agencies, suggesting that the agencies 
were not strongly associated with technocratic control. Across groups, industry showed the 
greatest interest in collaborating with the agencies. Providers favoured in larger proportions 
participating to activities linked to the scientific content, and more administrators wished to be 
involved in advisory committees and in providing prompt advice. About 20% of patients 
expressed interest in participating in the assessment process. All of the groups expressed the 
desire to collaborate in dissemination. Overall, agencies had succeeded in establishing 
relationships that were seen as highly respectful and beneficial for a significant portion of 
providers and administrators. Nonetheless, establishing relationships with patients and industry 
groups requires further efforts. Finally, user interactions with agencies seemed to have a greater 
impact on the assessment process than on user decision-making.  

Summary of key findings for each agency 

In order to provide each agency with a synthesis of the results that concern them directly, 
we created separate tables that summarize the answers to the questions specific to each agency.  
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 A1 A2 A3 

Section 1. User interest in HTA/HSR 

Awareness of the agency 
(Q.15a) 

P: 52%; A: 51%; 
Pt: 26%; I: 75% 

P: 22%; A: 36%; 
Pt: 11%; I: 77% 

P: 46%; A: 63%; 
Pt: 19%; I: 94% 

Three most frequent means by 
which users learned about the 
agency (Q.22a-b) 

Reports, colleagues, 
scientific papers 

Reports, colleagues, 
other 

Reports, colleagues, 
Web site 

Three strongest assets of the 
agency (Q.25a-b)  

Credibility, scientific 
rigor, readability of 
reports  

Scientific rigor, 
readability of reports, 
political autonomy 

Readability of reports, 
credibility, scientific rigor  

Section 2. User preferences for and access to information and knowledge 

Utilisation of HTA/HSR reports 
(Q.30) (very much/extremely) 

26% 6% 9% 

Section 3. User opinions about dissemination strategies 

Awareness of more than 5 
reports (Q.29) (respondents) 

P: 37; A: 12; Pt: 2; I: 0 P: 5; A: 4; Pt: 1; I: 1 P: 22; A: 18; Pt: 0; I: 13 

Currently receive reports 
(Q.26)/Wish to be informed 
(Q.27) 

45%/96% 43%/100% 72%/97% 

Three most mentioned 
audiences whose needs are 
fulfilled (Q.25c) 

Planners, managers, 
clinicians 

Clinicians, planners, 
managers 

Clinicians, planners, 
managers 

Section 4. User opinions about collaboration 

Understanding clinical and 
administrative practices 
(Q.25d) C/A 

70%/48% 8%/27% 41%/35% 

Objectives that should be 
pursued vs. are pursued 
(Q.23-24) 

Most important gap/closest fit 

Improve management/ 
reduce spending 

Improve policy-making/ 
assess effectiveness & 
rational use  

Improve clinical practice 
& improve policy-making/ 
rational use 

Three most attractive activities 
(providers & administrators) 
(Q.35) 

Prompt advice, 
assessment committee, 
dissemination 

Dissemination, prompt 
advice, advisory 
committee 

Dissemination, 
assessment committee, 
revision 

Three most positive 
characteristics of exchanges 
(providers & administrators) 
(Q.39) 

Benefits for respondent’s 
organization, collegial 
exchanges, learning 
opportunity  

Benefits for respondent’s 
organization, collegial 
exchanges, learning 
opp./benefits to agency 

Collegial exchanges, 
learning opportunity, 
concurrent objectives 

Three most important impacts 
of exchanges (providers & 
administrators) (Q.42) 

Decision-making, 
feasibility of 
assessments, use of 
science/scientific literacy 

Decision-making, quality 
of assessments, 
feasibility of 
assessments 

Quality of assessments, 
relevance of topics, 
feasibility of 
assessments/use of 
science 

 

Table 9. Key findings for Agencies 1, 2 and 3 

Note: Providers (P); Administrators (A); Patients (Pt); Industry (I) 
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 A4 A5 A6 

Section 1. User interest in HTA/HSR 

Awareness of the agency 
(Q.15a) 

P: 16%; A: 43%; 
Pt: 20%; I: 56% 

P: 22%; A: 33%; 
Pt: 10%; I: 59% 

P: 24%; A: 58%; 
Pt: 15%; I: 25% 

Three most frequent means by 
which users learned about the 
agency (Q.22a-b) 

Colleagues, brochure, 
reports 

Reports, colleagues, 
scientific paper 

Reports, colleagues, 
brochure 

Three strongest assets of the 
agency (Q.25a-b)  

Scientific rigor, 
credibility, readability of 
reports  

Scientific rigor, 
credibility, readability of 
reports 

Readability of reports, 
credibility, scientific rigor 

Section 2. User preferences for and access to information and knowledge 

Utilisation of HTA/HSR reports 
(Q.30) (Very much/extremely) 

16% 19% 38% 

Section 3. User opinions about dissemination strategies 

Awareness of more than 5 
reports (Q.29) (Respondents) 

P: 6; A: 6; Pt: 2; I: 1 P: 14; A: 10; Pt: 0; I: 1 P: 8; A: 15; Pt: 1; I: 0 

Currently receive reports 
(Q.26)/Wish to be informed 
(Q.27) 

73%/100% 81%/91% 52%/98% 

Three most mentioned 
audiences whose needs are 
fulfilled (Q.25c) 

Planners, managers, 
clinicians 

Planners, managers, 
clinicians 

Managers, planners, 
clinicians 

Section 4. User opinions about collaboration 

Understanding clinical and 
administrative practices 
(Q.25d) C/A 

39%/29% 54%/39% 48%/55% 

Objectives that should be 
pursued vs. pursued (Q.23-24) 

Most important gap/closest fit 

Improve policy-making/ 
rational use 

Improve management/ 
rational use 

Reduce spending/ 
assess effectiveness  

Three most attractive activities 
(providers & administrators) 
(Q.35) 

Prompt advice, 
revision/dissemination, 
advisory committee 

Dissemination, prompt 
advice, revision 

Dissemination, advisory 
committee, revision 

Three most positive 
characteristics of exchanges 
(providers & administrators) 
(Q.39) 

Learning opportunity, 
collegial exchanges, and 
concurrent objectives 

Concurrent objectives, 
collegial exchanges, 
benefits to respondent’s 
organization 

Collegial exchanges, 
benefits to respondent’s 
organization, learning 
opportunity 

Three most important impacts 
of exchanges (providers & 
administrators) (Q.42) 

Quality of assessments, 
feasibility, relevance of 
topics/decision-making 

Quality of assessments, 
relevance of topics, 
feasibility of 
assessments 

Relevance of topics, 
quality of assessments, 
feasibility of 
assessments 

 

Table 10. Key findings for Agencies 4, 5 and 6 

Note: Providers (P); Administrators (A); Patients (Pt); Industry (I) 
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D I S C U S S I O N  

This report presented only part of the survey data and its goal was to provide insights to 
the agencies about user expectations concerning knowledge utilization in general, and HTA/HSR 
in particular. The Results began with a broad overview of the four key groups’ perceptions of 
health technology and knowledge utilization, and then narrowed in those respondents who had 
been in contact with the agencies to examine their opinions on dissemination and collaboration. 
Our discussion will now focus on both conceptual and practical issues raised by each of the four 
results sub-sections.  

High interest in health technology and HTA/HSR 

Even though HTA/HSR represents a fairly recent policy-oriented research activity in the 
Canadian healthcare system, our survey results tend to confirm that the concept of HTA has 
gained wide acceptance (Hanney et al., 2003). Our data indicates that the evaluation of health 
services and technology was extremely/very important for 76-81% of the users, and that 
controlling cost mattered to more administrators than providers. If the opinions of all groups 
converged around the importance of access to health services (75-96%), the respondents from 
industry emphasized more than the others the introduction of new technology (94%), the 
purchase of technology (81%), and R&D (94%). These findings confirm that although these four 
groups hold varying opinions about what issues should be emphasised, they all highly value 
HTA/HSR.  

While the majority of the six agencies had succeeded in establishing and consolidating 
themselves as respectable scientific advisory bodies, it seems that further efforts may be required 
to reach larger audiences. We observed that industry respondents were well aware of the 
existence of the agencies (25-94%), and that close to half of the administrators (33-63%), a 
smaller proportion of providers (16-52%) and a very small portion of patients knew about 
specific agencies (10-26%). Providers and administrators had established personal contact with 
staff from the agencies to a greater extent. HTA/HSR reports and the users’ colleagues were the 
principal means by which users learned about the existence of the agencies. Hence, this study 
confirms that the agencies have focused mainly on sub-sets of providers and administrators, and 
that HTA/HSR reports have been the most frequent promotional vehicle. 

Our findings also reveal that most agencies had established a strong scientific reputation 
and a generally high level of credibility, despite the fact that respondents were more divided on 
the issue of their political autonomy and the way they were disseminating findings. While more 
than half of respondents believed in the ability of four agencies (A1, A4, A5 and A6) to introduce 
concrete changes in healthcare systems, a vast majority seemed rather disappointed about how all 
agencies were formulating recommendations. It thus appears that HTA/HSR is strongly 



38 

supported by users, but fulfilling user expectations represents a challenge for agencies (Davies 
and Littlejohns, 2002).  

High utilisation of and demand for (scientific) information 

One crucial assumption behind HTA/HSR production is that there is a “lack” of evidence 
about technology and services that needs to be filled with systematic reviews focusing on 
effectiveness and costs. This study nonetheless reveals that respondents had access to and were 
using a large spectrum of information. Our data indicates that health needs assessment, evaluation 
of health service delivery models, and information about the well being of patients were highly 
valued by respondents. However, accessing such information was more of a challenge for 
patients and industry than for providers and administrators. This is compatible with the fact that 
these two groups have not been actively targeted by the agencies. We also observed that 
information about emerging technology was a significant issue for less than half of providers and 
administrators. Perhaps the efforts invested in horizon scanning have “filled” the previous void. 
Overall, our data suggests that HTA/HSR agencies should pay more attention to how they build 
their portfolio of projects and to the issues that are addressed in their assessments. For instance, 
agencies could focus more on providing epidemiological analyses of health needs, assessing 
delivery models and addressing quality of life and patients’ views (Davies and Littlejohns, 2002).  

As mentioned earlier, respondents largely adhered to the concept of HTA/HSR. 
Nonetheless, we observed that a vast majority of respondents valued not only scientific evidence 
but also “experiential” knowledge. It would thus be appropriate to conceptualise the use of 
HTA/HSR as one type of evidence in a web of “knowledge”, and to adapt dissemination 
strategies in way that could more easily support user integration of HTA/HSR within other types 
of knowledge (Lehoux, Battista and Lance, 2000). Two empirical observations in particular 
support this idea. First, the number of different documents consulted by respondents and the 
frequency at which they did so suggest that the respondents were not necessarily “lacking” 
information. Second, the first reason they gave when asked what motivated them to “consume” 
information was to develop their own body of knowledge. Therefore, the assumption that there is 
a “void” to be filled by HTA/HSR may not represent the entire picture. Instead of conceiving of 
HTA/HSR reports as being “the” final answer to a policy question, it would be productive to 
define why and how this additional evidence could modify both user perceptions and paths of 
action. How can HTA/HSR evidence become part of, and/or transform user’s current body of 
knowledge?  

Complex expectations about dissemination strategies  

Since the mid-1990s, dissemination of HTA/HSR has become an issue of growing 
importance (Buxton and Hanney, 1996; Jacob and McGregor, 1997). Improving dissemination 
involves paying attention, at the very least, to the Source, the Channel, the Audience and the 
Message (SCAM) (CFHSR, 1998). As discussed above, the sources were generally seen as 
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credible and scientifically rigorous. The third part of our results indicates that different audiences 
hold different expectations towards the most appropriate channels, which is not surprising. Our 
study also shows that not all potential users have been targeted by agencies, as only 48% of 
providers declared they were a target during the study period. Since our survey was sent to 
organizations that should, in principle, have been acting as knowledge brokers between 
HTA/HSR and their members (a large number in the case of providers), this observation is 
puzzling. Furthermore, the four groups were fairly keen to be informed by HTA/HSR, as between 
83% and 98% of all respondents deemed they should be a target audience. Therefore, the 
challenge seems to lie with reaching “the” decision-makers who play a key role in the 
implementation of the results of a given HTA/HSR report —which may be a few individuals—
while keeping regularly in touch with a large set of users who are not likely to be “on their toes” 
about each and every report released by the agencies (Lavis et al., 2002).  

While the SCAM approach is useful in laying out a basic dissemination plan, we have 
concluded that a more sophisticated strategy is required for agencies to respond to patterns of 
expectations that appear rather complex (Hanney et al., 2003). Although the literature on 
knowledge transfer underscores that “passively” transmitting information is not sufficient to 
modify clinical practice or influence policy-making, it is recognised that passive dissemination is 
still required (Bero and Jadad, 1997). Our data indicates that for only three agencies, a majority 
of respondents were receiving reports on a regular basis, while between 91% and 100% wished to 
be systematically informed about new releases. With the recent development and upgrading of 
several of the agencies’ Web sites, an e-mail notification system might represent the most 
appropriate strategy for meeting this expectation. When user preferences towards “active” 
dissemination means were examined, one is also forced to admit that each of these means may 
prove more satisfying for certain sub-sets within and across user groups. In general, 
administrators seemed more favourable than providers to discussing the findings of an 
assessment over the phone, attending presentations by agency staff, and attending scientific 
conferences. Press conferences were not seen as important by significant proportions of 
respondents across all user groups. However, they may represent an important vehicle for 
reaching larger audiences (through journalists) and attracting media attention (Bero and Jadad, 
1997, Lehoux, Battista and Lance, 2000). In other words, agencies may have to rely on the 
simultaneous use of several means, knowing that each of them on its own remains an imperfect 
instrument.  

The third part of our results also showed that the messages sent by the agencies were 
perceived as being more compatible with planners’ and managers’ informational needs than with 
those of clinicians, patients and the public. The data revealed variation between agencies, 
suggesting that agencies all have their own unique organizational signature. Could it be that 
agencies that have been interacting more often with one type of users send the signal that their 
reports are intended mainly for that type of user? While our study suggests that not all reports 
lead to messages that are meaningful for all groups of users and the public, it also supports the 
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idea that HTA/HSR messages should be fine-tuned as a function of the scientific literacy, 
constraints, and information needs of more than one audience (Hanney et al., 2003). It may be 
useful to categorize users with respect to their position in a decision-making network: Core and 
peripheral. The former would represent a smaller group of individuals who play a key role in 
implementing the conclusions of assessments, whereas the collaboration of the latter is required 
to strengthen the whole architecture of actions. We believe that patient groups, especially those 
already providing information to a large set of members, could play a significant role as 
knowledge brokers (Bastian, 1998).  

Given the limited resources agencies can devote to dissemination, opportunities for 
establishing collaboration with other organizations involved in knowledge transfer should also be 
examined. Two avenues are worth exploring. First, influencing medical practice may require 
using vehicles other than the HTA/HSR report. It is worth looking at how these reports are put to 
use in Continuing Medical Education (educational articles in clinical journals, seminars, audits 
and feedback) and in developing Clinical Practice Guidelines. Provider associations are likely to 
play a key role in these two areas, and should be considered as “mediators” of action, although 
agencies may wish to play a proactive role by systematically establishing the mechanisms 
through which their reports will be translated into CME activities and CPGs (Grilli and Lomas, 
1994). Second, reaching patient associations and the public in general also requires some 
translation. This could be achieved through collaboration with journalists writing for the general 
press or specialised magazines. It could also be developed in close collaboration with large 
patient associations whose main mandate is to disseminate information to their members and to 
provide tools (directories, FAQs, checklists, etc.) to help them navigate through the healthcare 
system (Bastian, 1998).  

Potential patterns of collaboration 

As mentioned in the Introduction, the survey was meant not only to determine the 
opinions of the agencies’ “regular” users, but also to explore the willingness of a larger set of 
stakeholders to collaborate with the agencies. To better grasp why respondents would be 
interested (or not) in such collaboration, we first examined how they perceived the role of the 
agencies. The last sub-section of our results showed that the agencies were not strongly perceived 
as “cost cutting” governmental bodies, as many respondents stressed that the agencies understood 
clinical practices more than administrative practices. In addition, cutting spending in healthcare 
was not seen as a legitimate “theoretical” objective, or perceived to be an objective that the 
agencies were pursuing. On the other hand, assessing effectiveness and promoting a rational use 
of technology were two laudable objectives, which were largely fulfilled by most agencies, 
according to the respondents. Respondents’ appraisals (except for Agency 6) were more critical 
with respect to three objectives: Improving clinical practice, management and policy-making. 
These findings may be interpreted in two ways. First, it may reflect a slightly naïve vision 
whereby users hold high expectations in terms of concrete impact while underestimating the 
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challenges involved in improving practices. Second, it raises the issue of decisional power and 
accountability (Davies and Littlejohns, 2002; Smits and Leyten, 1988). Indeed, none of the 
Canadian agencies have a structurally enforced authority over the decisions and practices of 
providers, managers and policy-makers. Perhaps the agencies could make the institutional context 
in which their mandate is deployed more explicit. Globally, these findings are not entirely 
surprising and may be interpreted in light of the difficulties inherent in adopting a broad mandate 
in a context of limited resources.  

With respect to collaboration, our assumption was that the users would not be interested 
in similar activities. We examined five steps at which user input could be sought, from sitting on 
an advisory committee to contributing to the dissemination of findings. Overall, we observed that 
between 26% and 68% of respondents wished to be involved “often” or “continuously” in such 
activities, and that dissemination was the most attractive activity for all groups, with the 
exception of industry. More administrators were willing to sit on advisory committees, compared 
with providers, while more providers were willing to formulate prompt advice in the course of an 
assessment. Patient groups felt less concerned about the activities that typically require a certain 
level of scientific expertise, which may also be linked to their limited resources. One striking 
observation was the high willingness of industry to collaborate with HTA/HSR agencies, 
especially in the early stages. This finding is compatible with both anecdotal and published 
observations (Siebert et al., 2002) that conclude HTA/HSR agencies have so far remained rather 
remote. By keeping their distance from the manufacturers of devices and the pharmaceutical 
companies, HTA/HSR agencies have sought to protect their scientific independence. Such a 
“politics of distance”, although sensible, may in fact exacerbate tensions.  

Our survey also examined how regular users gauged their relationships with HTA/HSR 
agencies. While large proportions of administrators and providers were very positive, viewing 
these interactions as both collegial and beneficial, patients and industry groups were more 
divided. Large proportions of these two groups did not consider that the objectives of the 
agencies were in line with their own. This implies that establishing the groundwork needed for 
collaboration will require more effort for these two groups than for administrators and providers, 
who can relate more easily to the mission of HTA/HSR. Nonetheless, we hope that these findings 
will not deter agencies from furthering or initiating new collaboration with these two groups. 
Especially in the case of patient associations, focusing on areas of mutual benefit may prove both 
feasible and productive (i.e. increasing patient access to scientific evidence and providing 
researchers with patients’ experiential knowledge of services and illnesses). We are more unsure 
about how collaboration with the industry could be structured. Perhaps our final empirical 
observation can shed some light on this issue.  

Interestingly, when we asked providers and administrators to appraise the impact of their 
interactions with the agencies on a number of items, we found that these groups were more 
inclined to recognise a significant impact on assessment quality than on their own 
decision-making processes, use of scientific evidence and level of scientific literacy. Somewhat 
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ironically, users may be more interested in “influencing” HTA/HSR than in being “influenced” 
by them. This observation is also compelling when one reflects about the assumptions in the field 
of HTA/HSR, i.e. that users lack scientific information, that capacity building is required in order 
to facilitate the use of HTA/HSR, and that clinical practice and policy-making will be improved 
through HTA/HSR. We are not, of course, saying that these assumptions are invalid. However, a 
comparison with the opinions of users reveals a discrepancy between the “supply” and the 
“demand” sides. Asking whether respondents’ practices have been improved because of the 
development of HTA/HSR entails, more or less, assuming that they had previously been 
performing poorly. Moreover, in the case of industry, the emergence of HTA/HSR was 
historically seen as either threatening or unduly overlapping with the regulatory processes 
requiring manufacturers and pharmaceutical companies to submit efficacy, safety and cost data to 
the federal government and/or to provincial drug plan managers.  

For this reason, it may be fruitful for HTA/HSR practitioners to view their collaborations 
with different groups from a political science perspective. They would benefit from 
understanding how and when alliances may prove mutually beneficial, and of how transparent 
mechanisms can support different types of interactions. Globally, the results of the last 
sub-section suggest that three types of collaboration could be further developed. First, agencies 
could count on a large number of administrators and providers to help them tailor assessments to 
their concerns and needs. They could solicit the participation of specific patient associations 
when a topic is of particular interest to them. Second, agencies could establish dissemination 
strategies in collaboration with providers, administrators and patient associations, who could act 
as interfaces with their respective members. Third, agencies could change the way they interact 
with industry by establishing formalised procedures where input is sought and access to data 
facilitated, but where processes for analysing data and reaching conclusions are fully transparent 
and scientifically rigorous. The main arguments in favour of such interactions would be to avoid 
escalating mistrust (that may be linked to the above-mentioned politics of distance) and to 
increase the likelihood that appropriate use and dissemination of technology will be reinforced as 
a key public concern (Lehoux, Battista and Lance, 2000).  
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C O N C L U S I O N  

The data presented in this report where gathered in the context of a broader study whose 
general aim was to better understand whether the processes through which HTA/HSR findings 
are disseminated by six Canadian agencies are consistent with the expectations and constraints of 
four user groups. This study examined not only the dissemination and use of HTA/HSR reports, 
but also the communication patterns and relationships that had been established between the 
agencies and: 1) Healthcare provider associations; 2) Governments and administration officials; 
3) Patient associations; and 4) The pharmaceutical and biomedical equipment industry. This 
report, more specifically, focused on the perception of these groups relative to health technology 
and services, the use of knowledge, the dissemination of HTA/HSR findings, and collaboration 
with HTA/HSR agencies. 

This study confirms that HTA/HSR has gained large support across the four key groups. 
It also indicates that most agencies have been successful in establishing their credibility. 
Nonetheless, the six agencies studied could increase their dissemination activities in order not 
only to reach a broader, more diverse audience (including patient associations), but also to 
increase the overall utilisation of their findings. Indeed, our study suggests that the sub-sets of 
users who established regular contact with the agencies were important users of the findings. 
Contrary to the accepted view, users do not seem to be lacking information, but instead are 
engaged in a rather copious utilisation of different types of documents. While scientific evidence 
is highly valued, it has not replaced experiential knowledge. The fact that respondents used 
knowledge to develop their own body of knowledge departs from some theoretical assumptions 
in the field of evidence-based decision-making. Indeed, it might be fruitful to reflect further on 
the processes through which HTA/HSR evidence can transform users’ current body of 
knowledge. Instead of adopting the “filling the vessels” metaphor, HTA/HSR practitioners may 
wish to explore how seeding their work contributes to nurturing ideas, strengthening principles 
and clarifying issues about health technology and services.  
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Faculté de médecine
Groupe de recherche interdisciplinaire en santé

Information about health technology 
and services in Canada: 

What do health organisations
need and expect?

Pascale Lehoux
Jean-Louis Denis

Matt Hodge
André-Pierre Contandriopoulos

Myriam Hivon
Stéphanie Tailliez



Your participation is invaluable!

The results of our research will be available on a web site by September 2002.

Vous pouvez également obtenir ce questionnaire en français.
Please do not hesitate to contact :

Pascale Lehoux (514) 343-6111, ext. 1370; pascale.lehoux@umontreal.ca
Myriam Hivon (514) 343-6111, ext. 1997; myriam.hivon@umontreal.ca

We will gladly accept collect calls.

The responses will be extracted through an optical scanner.

Please use a black or blue ink pen to complete the survey.

Blacken the dot on the scale which seems to reflect best your opinion or write your 
response in the appropriate space as shown below.

Ideally….               Avoid…  

Dear Sir, Madam or Doctor: 

This survey seeks to identify the needs and expectations of different health organisations with 
respect to information about health technologies and health care services. 

By health technology, we mean not only the instruments, devices, drugs and procedures used 
in the delivery of health services, but also the infrastructures which support the delivery of 
health care services. 

Health Technology Assessment (HTA) examines not only the safety, effectiveness and costs 
of medical technology but also social, ethical and legal implications. It provides information to 
support decisions at local, regional, national, and international levels. 

Health Services Research (HSR) provides information and evidence with a view to protecting 
and improving the effectiveness, quality, equity and efficiency of health care systems.

The survey is comprised of six sections and should require no more than 45 minutes to complete. 
We ask you to respond to the survey questions from the perspective of your organisation, 
association or hospital.

If your organisation is a university, please respond from the perspective of your faculty;

If you work for a ministry, please respond from the perspective of your division.

You may complete it with a colleague if you feel it will better represent your organisation’s 
point of view on  the use of information.



Section A - Perception of technologies and of health services

The following questions are intended to better understand how
important technologies and health services are to your organisation.

According to its mandate, how important are health technologies to your organisation?1.
Not important Somewhat important Important Very important Extremely important

2. How important are health services to your organisation?
Not important Somewhat important Important Very important Extremely important

3. How important are the following issues to your organisation?
Not

important
Somewhat
important Important

Very
important

Extremely
important

Introducing new health technologies into the health care system
The purchase of new technologies by hospitals
The renewal of existing technologies

Controling the cost of health technologies
Development of new health services
Controling the cost of health services

Access to health services by the population
Evaluation of health services and technologies
Supporting research and development activities in the
pharmaceutical and biomedical equipment industry

•
•
•

•
•
•

•
•
•

4. How important are the following technologies and services to your organisation?
Not

important
Somewhat
important Important

Very
important

Extremely
important

Medical imaging (radiography, MRI, PET scans, etc.)
Computerised medical records
"Smart cards"

Genetic test
Organ transplantation
Vaccinations
Minimally invasive surgery

Drugs
Home care services
Ambulatory services

Palliative care
Technical aids for the handicapped and elderly
Other; please specify

•
•
•

•
•
•
•

•
•
•

•
•
•

Do not
know
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8. On average, how frequently does your organisation USE the following types of information?

Never
Once a year

or less
Once every
6 months

Once
a month

Once a week
or more

•
•
•
•

•
•
•
•

Identification of clinical innovations and emerging technologies
Identification of health needs
Benchmarking of technologies and products
Health policy analyses

Information regarding the well-being of patients and their relatives
Information regarding the commercialisation of drugs and technologies
Evaluation of health care services delivery models
Other; please specify

7. How would you rate your organisation's ACCESS to the following types of information?
Very

difficult Difficult Fair Easy
Very
easy

•
•
•
•

•
•
•
•

Identification of clinical innovations and emerging technologies
Identification of health needs
Benchmarking of technologies and products
Health policy analyses

Information regarding the well-being of patients and their relatives
Information regarding the commercialisation of drugs and technologies
Evaluation of health care services delivery models
Other; please specify

6. How IMPORTANT are the following types of information to your organisation?
Not

important
Somewhat
important Important

Very
important

Extremely
important

Identification of clinical innovations and emerging technologies
Identification of health needs
Benchmarking of technologies and products
Health policy analyses

Information regarding the well-being of patients and their relatives
Information regarding the commercialisation of drugs and technologies
Evaluation of health care services delivery models
Other; please specify

•
•
•
•

•
•
•
•

Section B - Sources of Information Used

The following questions are intended to identify the sources of information,
which your organisation uses, and those which would be useful if made available.
Presently, does your organisation have adequate access to information regarding health technologies?5.

Very inadequate Inadequate Adequate Very adequate Extremely adequate
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11. On average, how often does your organisation USE information regarding the following issues?

Never
Once a year

or less
Once every
6 months

Once
a month

Once a week
 or more

•
•
•
•

•
•
•
•

Effectiveness
Safety
Costs
Quality of life

Ethical issues
Social issues
Legal issues
Other; please specify

10. In your organisation, how would you rate ACCESS to information regarding the following issues?
Very

difficult Difficult Fair Easy
Very
easy

•
•
•
•

•
•
•
•

Effectiveness
Safety
Costs
Quality of life

Ethical issues
Social issues
Legal issues
Other; please specify

9. How IMPORTANT are the following issues regarding technologies and health services
to your organisation?

Not
important

Somewhat
important Important

Very
important

Extremely
important

Effectiveness
Safety
Costs
Quality of life

Ethical issues
Social issues
Legal issues
Other; please specify

•
•
•
•

•
•
•
•
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12. How IMPORTANT are the following sources of information to your organisation?

Government publications
Research reports published by university groups
Research reports published by consulting firms
Community organisations' publications

Professional journals
Scientific and/or clinical journals
Monographs/books
Documentation from the pharmaceutical and biomedical industries

•
•
•
•

•
•
•
•

Not
important

Somewhat
important Important

Very
important

Extremely
important

13. In your organisation, how would you rate ACCESS to the following sources of information?

Government publications
Research reports published by university groups
Research reports published by consulting firms
Community organisations' publications

Professional journals
Scientific and/or clinical journals
Monographs/books
Documentation from the pharmaceutical and biomedical industries

•
•
•
•

•
•
•
•

Very
difficult Difficult Fair Easy

Very
easy

14. On average, how frequently does your organisation CONSULT the following?

Government publications
Research reports published by university groups
Research reports published by consulting firms
Community organisations' publications

Professional journals
Scientific and/or clinical journals
Monographs/books
Documentation from the pharmaceutical and biomedical industries

•
•
•
•

•
•
•
•

Never
Once a year

or less
Once every
6 months

Once
a month

Once a week
or more
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15. Are you aware of the existence of  the following agencies?

Do you personally know
someone who works for
these agencies?

Yes No

Apart  from you, is at least one
person in your organisation
familiar with these agencies?

Yes No Do not know
Canadian Coordinating Office for
Health Technology Assessment
(CCOHTA); Ottawa

British Columbia Office of
Health Technology Assessment
(BCOHTA); Vancouver

HTA unit of the Alberta Heritage
Foundation for Medical Research
(AHFMR); Edmonton

Health Services Utilisation and
Research Commission (HSURC);
Saskatoon

Institute for Clinical Evaluative
Sciences (ICES); Toronto

Agence d'évaluation des
technologies et des modes
d'intervention en santé
(AÉTMIS); Montréal
(previously CETS)

Yes No Yes No Do not know

Yes No Yes No Do not know

Yes No Yes No Do not know

Yes No Yes No Do not know

Yes No Yes No Do not know

   

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

IF YES

Section C - Relationship with Health Technology Assessment and
Health Services Research (HTA/HSR) Agencies

The questions in this section are intended to better understand the existing
relationship between your organisation and the HTA/HSR agencies, and if no
such relationship exists, to examine under which circumstances your organisation
would like to enter into contact with these agencies.

If you have answered "NO" OR "DO NOT KNOW" to ALL
of the above-mentioned items, please go to Section D.

Until now, have any of the above-mentioned agencies played an important role in your jurisdiction?17.

Not important Somewhat important Important Very important Extremely important Do not know

16. Ideally, how important of a role should one or more of these agencies have in your jurisdiction?

Not important Somewhat important Important Very important Extremely important Do not know
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Ideally, do you feel that your organisation should be a target audience for one or more of these agencies?18.
Yes No Do not know

20. Do you find that it is important for the HTA/HSR agencies to respond to the needs of the following groups?

Associations of health care providers
Political or governmental decision-makers
Researchers

Health care services administrators
Clinicians
Service users and patients

Pharmaceutical industry
Biomedical equipment industry
Other; please specify

•
•
•

•
•
•

•
•
•

Not
important

Somewhat
important Important

Very
important

Extremely
important

Do not
know

21. Of which of the following agency is your organisation most aware? Choose one only.

CCOHTA

BCOHTA

AHFMR

HSURC

ICES

AETMIS

Canadian Coordinating Office for Health Technology Assessment (CCOHTA)

British Columbia Office of Health Technology Assessment (BCOHTA)
HTA unit of the Alberta Heritage Foundation for Medical Research (AHFMR)

Health Services Utilisation and Research Commission (HSURC)
Institute for Clinical Evaluative Sciences (ICES)
Agence d'évluation des technologies et des modes d'intervention en santé (AÉTMIS)

Presently, do you feel that your organisation is a target audience for one or more of the HTA/HSR agencies?19.
Yes No Do not know
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22. How did your organisation learn about this agency's activities? Check all items that apply.

From a brochure

From a telephone call from one of the agency's staff

From one of the agency's reports

From a conference given by the agency's staff

From their web site

From colleagues

From scientific articles published by one of the agency's staff members

From a journal article which mentioned the work performed by this agency

Other; please specify

23.

From your organisation's perspective, DOES this agency adhere to the following objectives?

Evaluate the effectiveness of technologies and health services
Contribute to the reduction of public spending in health care
Contribute to a rational use of technology and health services

Contribute to the improvement of clinical practices
Contribute to the improvement of health care management
Contribute to the improvement of health policies

•
•
•

•
•
•

Not
at all Somewhat

An average
amount

A great
deal Entirely

Do not
know

24.

From your organisation's perspective, SHOULD this agency pursue the following objectives?

Evaluate the effectiveness of technologies and health services
Contribute to the reduction of public spending in health care
Contribute to a rational use of technology and health services

Contribute to the improvement of clinical practices
Contribute to the improvement of health care management
Contribute to the improvement of health policies

•
•
•

•
•
•

Not
at all Somewhat

An average
amount

A great
deal Entirely

Do not
know

Please answer questions 22 to 42 in light of your relations with this specific agency.
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25. How does your organisation evaluate this agency regarding the following?

Credibility
Scientific rigour
Political autonomy

Accessibility of its reports (language)
Dissemination of its works
Ability to fulfil clinicians' information needs

Ability to fulfil health managers' information needs
Ability to fulfil planners' information needs (government)
Ability to fulfil the public's information needs

Ability to fulfil patients' information needs
Ability to formulate clear recommendations
Ability to introduce concrete changes into the health care system

Understanding of the reality of clinical practices
Understanding of the reality of administrative practices

•
•
•

•
•
•

•
•
•

•
•
•

•
•

Very
poorly Poorly Moderately Highly

Very
highly

Do not
know

Presently, does your organisation automatically receive all reports produced by this agency?26.

Yes No Do not know

Presently, is your organisation informed about the publication of new reports produced by this agency?28.
Yes No Do not know

Ideally, would your organisation like to be informed about the publication of new reports produced by
this agency?

27.

Yes No Do not know

In the capacity of your function, could you estimate the total number of reports produced by this
agency of which you are aware?

29.

None Less than 5 Between 5 and 10 Between 11 and 15 More than 15 Do not know

Do you find that your organisation uses, in a significant manner, the reports produced by this agency?30.
Not at all Somewhat Much Very much Extremely Do not know
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32. For your organisation, how important are the following dissemination activities
in presenting the results of this agency?

Presentation and discussion of the report by the agency's staff
Telephone discussion with the agency's staff
Scientific conference
Press conference
Other; please specify

•
•
•
•
•

Not
important

Somewhat
important Important

Very
important

Extremely
important

Do not
know

Presently, how often is your organisation in contact with this agency?33.

Never Rarely Occasionally Often Continuously Do not know

If you responded "never" to question 33 and have no interaction with
the staff of this agency, only answer the questions PRECEDED BY A STAR,
and then advance to Section D.

34. Ideally, how often would you like to have interaction with this agency?
Never Rarely Occasionally Often Continuously Do not know

To participate in an advisory committee

To participate in a committee of experts to help the
agency produce a specific evaluation

For prompt advice in the course of the preparation of a
specific evaluation

To revise and comment on an evaluation

To contribute to the dissemination of an evaluation report

•

•

•

•

•

Never Rarely Occasionally Often Continuously
Do not
know

35. How often would your organisation be willing to collaborate with this agency towards the following ends?

31. Has your organisation ever participated in any of the following dissemination activities of this agency?

Presentation and discussion of the report by the agency's staff
Telephone discussion with the agency's staff
Scientific conference
Press conference
Other; please specify

•
•
•
•
•

Never Rarely Occasionally Often Continuously
Do not
know
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To participate in an advisory committee

To participate in a committee of experts to help the agency
produce a specific evaluation

For prompt advice in the course of the preparation of a specific
evaluation

To revise and comment on an evaluation

To contribute to the dissemination of an evaluation report

•

•

•

•

•

Never Rarely Occasionally Often Continuously
Do not
know

38. Until the present, what was your organisation's level of participation in this agency's activities
during the following steps?

•
•
•

•
•
•

•

None Low Moderate High
Very
high

Do not
know

•
•
•

•
•
•

•

None Low Moderate High
Very
high

37. Ideally, what level of participation in this agency's activities would your organisation like to have
during the following steps?

Do not
know

36. Has this agency solicited the collaboration of your organisation towards the following ends?

Make data accessible to researchers
Formulation of the evaluation question
Development of the evaluation report

Interpretation of the results
Formulation of the recommendations
Elaboration of the dissemination strategies of the results

Implementation of the conclusions/recommendations

Make data accessible to researchers
Formulation of the evaluation question
Development of the evaluation report

Interpretation of the results
Formulation of the recommendations
Elaboration of the dissemination strategies of the results

Implementation of the conclusions/recommendations
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39. Do you agree with the following statements?

The objectives of your organisation and those of this agency are
concurrent with one another

The exchanges between your organisation and this agency are collegial

The exchanges between your organisation and this agency
are a learning opportunity for each other

This agency benefits from the exchanges with your organisation

Your organisation benefits from the exchanges with this agency

•

•

•

•

•

Disagree
completely

Somewhat
disagree Agree

Strongly
agree

Entirely
agree

Do not
know

40. From your organisation's perspective, were the following elements FAVOURABLE to the exchanges
between your organisation and this agency?

Openness of each to collaboration
Past experience of collaborations

Ability of each to express their concerns and criticisms
Ability of each to understand the concerns of the other

Professional skills of the individuals
Presence of a leader who was able to rally the individuals
concerned with the evaluation

Other; please specify

•
•

•
•

•
•

•

Not
favourable

Somewhat
favourable Favourable

Very
favourable

Extremely
favourable

Does not
apply

41. From your organisation's perspective, were the following elements UNFAVOURABLE to the
exchanges between your organisation and this agency?

Required level of scientific literacy
Time length of production of the evaluation

Absence of a shared vision of the evaluation aim
Poor relevance of the topics

Unrealistic expectations by your organisation towards this agency
Unrealistic expectations by this agency towards your organisation

Other; please specify

•
•

•
•

•
•

•

Not
unfavourable

Somewhat
unfavourable Unfavourable

Very
unfavourable

Extremely
unfavourable

Does not
apply
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42. In light of the experience of your organisation, how would you qualify the impact these exchanges
have had on the following?

Relevance of the evaluation topics
Quality of the evaluations

Feasibility of the evaluations
Improvement of scientific literacy in your organisation

Use of scientific knowledge by your organisation
Decision making process in your organisation

•
•

•
•

•
•

Not
important

Somewhat
important Important

Very
important

Extremely
important

Does not
apply

Section D - Your Organisation's Experience Regarding the Use of Knowledge

The following questions are intended to better understand the practices and
experiences of your organisation in terms of the use of knowledge related to
technologies and health services in general.

43. Does your organisation feel that the following types of knowledge are useful in making decisions
concerning technologies and health services?

Expert opinions
Professional experience of your colleagues and yourself

Experience of other organisations
Opinions of concerned individuals (patients, health care workers, etc.)

Political analysis of the situation
Scientific Evidence

Sociological or anthropological knowledge of the problem
Market analyses

Other; please specify

•
•

•
•

•
•

•
•

•

Not at all
useful

Somewhat
useful Useful

Very
useful

Extremely
useful

Do not
know
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44. To what extent do the following elements facilitate or hinder the use of knowledge relative to
technologies and health services in the decisions and actions taken by your organisation?

Time and resources required to synthesise new
knowledge
Ability of your organisation to define the practical
implications of new knowledge

Ability of your organisation to define the political
implications of new knowledge
Participation of your organisation in the
production of new knowledge

Your organisation's attitude towards change
Credibility of those who produced new knowledge

Timing of the dissemination of new knowledge
Regular exchanges between your organisation and
producers of knowledge

•
 
•

•

•

•
•

•
•

Extremely
hindering Hindering Facilitating

Very
facilitating

Extremely
facilitating

Do not
know/apply

Very
hindering

45. From your organisation's perspective, how important are the following factors in facilitating the use of
knowledge relative to technologies and health services when making decisions and actions?

The topics involve a large number of people
The content highlights the risks associated with a
technology or service

The content supports a body of evidence from multiple sources
The content has political implications

The content presents an opportunity to make change
Recommandations fit with the mandate of your organisation

The results clarify a controversy
The results are presented in a user-friendly format
The results are presented in plain language

•
•

•
•

•
•

•
•
•

Not at all
important

Somewhat
important Important

Very
important

Extremely
important

Do not
know/apply
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46. Does your organisation use the information related to technologies and health services in the following way?

To develop knowledge on a particular topic
To prepare a meeting

To develop a new program/service
To solve a problem

To make a decision
To take a position on a controversial matter

Other; please specify

•
•

•
•

•
•

•

Never Rarely Occasionally Often Continuously
Do not

know/apply

Section E - Institutional Environment

The questions in this section are intended to better understand your organisation's
perspective on health policy-making and implementation of change in your
province and at the national level.

47. Presently, what influence do the following groups
have on HEALTH POLICIES?

•
•

•
•

•
•

•
•

•

•

Colleges and associations of health care providers
Ministry of health and regional health boards

Health administrators associations
Patients and/or caregivers associations

Pharmaceutical industry
Biomedical equipment industry

Universities and research groups
General public

Media

Your own organisation

At the National Level At the Provincial Level

0 = Not at all  influential
1 = Somewhat influential
2 = Influential
3 = Very influential
4 = Extremely influential

0 1 2 3 4
Do not
know 0 1 2 3 4

Do not
know
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48. Presently, how influential are the following groups
in CLINICAL PRACTICE?

•
•

•
•

•
•

•
•

•

•

Colleges and associations of health care providers
Ministry of health and regional health boards

Health administrators associations
Patients and/or caregivers associations

Pharmaceutical industry
Biomedical equipment industry

Universities and research groups
General public

Media

Your own organisation

At the National Level At the Provincial Level

0 = Not at all  influential
1 = Somewhat influential
2 = Influential
3 = Very influential
4 = Extremely influential

0 1 2 3 4
Do not
know 0 1 2 3 4

Do not
know

49. How often does your organisation use ELECTRONIC media
(radio, television, web sites, etc.)?

To gather  information provided by the media

Never Once a year Once a month Weekly Daily

To provide information to the media

Never Once a year Once a month Weekly Daily

50. How often does your organisation use PRINT media?

To gather information provided by the media

Never Once a year Once a month Weekly Daily

To provide information to the media

Never Once a year Once a month Weekly Daily
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Section F - Your Organisation's Mandate and
Your Functions within the Organisation

These last questions are intended to help us better understand your organisation
and your responsibilities within that organisation.

Health care providers  (ex.: College of Physicians and Surgeons, Registered Nurses Associations,
Pneumologists Association, hospitals, etc.)

Health administrators and planners (including ministries, regional health boards,
third-party payers, associations of health care managers, etc.)

Patients and/or caregivers (including associations formed around specific diseases, support groups , etc.)

Pharmaceutical industry and/or biomedical equipment industry

51. Which of the following categories best reflects the members represented by your organisation?
Please choose one only.

Protect the public, patients and/or caregivers

Support our members by offering information, products and services

Plan health policies and make decisions relative to the organisation of services
at the provincial or regional levels

Inform and influence the decision makers and/or the general public

52. Which statement best reflects your organisation's main mandate?
Please choose one only.

Other; please specify

University-based researchers

Provide health care

Manufacture or distribute medical supplies, equipments and drugs
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National

Provincial

53. At which level is your organisation's mandate produced?
Please check one only.

Specify if your organisation incorporates provincial chapters:

Specify:

Yes No

British Columbia

Alberta

Saskatchewan

Ontario

Quebec

Manitoba

New Brunswick

Nova Scotia

Newfoundland

Prince-Edward-Island

Yukon

Northwestern Territories

Nunavut

54. What is your title within the organisation?
Please use capital letters.

55. What are your main responsibilities?
Please use capital letters.

56. How many people are employed in your organisation (full-time equivalent)?
If health ministry, in your division:

57. How many members does your organisation represent at the moment?

58. What year was your organisation founded?

Please, do not write here
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59. Can you specify up to five dossiers concerning health matters,
which are currently the most important to your organisation?
Ex.: perinatal care, computerisation of clinical data, management of transmission risks of
Creutzfeld-Jakob disease, etc...

1.

2.

3.

4.

5.

60. Are the staff members of your organisation encouraged to participate in research projects?

Never encouraged Somewhat encouraged Encouraged Very encouraged Extremely encouraged

61. Are the following elements favourable to the participation of your organisation's staff members
in research activities?

Workload
Level of scientific training of the staff members

Staff members' interest regarding research
The scientific community's interest in your organisation

Availability of human resources
Other; please specify

•
•

•
•

•
•

Not favourable
at all

Somewhat
favourable Favourable

Very
favourable

Extremely
favourable

Does not
apply

Comments:
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A P P E N D I X  2 :  W E B  S I T E S  A N D  D I R E C T O R I E S  U S E D  T O  O B T A I N  O U R  

S A M P L E  

 

Government of BC: www.gov.bc.ca 

Government of Alberta: www.gov.ab.ca 

Government of Saskatchewan: www.gov.sk.ca 

Government of Ontario: www.gov.on.ca 

Government of Quebec: www.gouv.qc.ca 

Santé-net Quebec: www.pageweb.qc.ca/sante/associations.htm 

Directory of Sainte-Justine Hospital: www.hsj.qc.ca 

Canadian organization for rare disorders: www.cord.ca 

Biomedical Association, McGill University www.health.library.mcgill.ca/resource/associat.htm 

Biomedical Equipment Association in Quebec (AQFIM): www.bioquebec.com  

Canadian Technology Network: www.ctn-rct.nrc-cnrc.gc.ca/  

Canadian Medical Association: www.cma.ca  

HINET – British Columbia Health Industries Network: www.hinetbc.org 

Red book on line: http://www2.vpl.vancouver.bc.ca/DBs/Redbook/htmlPgs/home.html 

Medbroadcast ((most consumers associations in each jurisdiction were found on that Web site): 
http://www.medbroadcast.com/support_agencies/  

The following directory was also used: Turcotte, Denis. (2000). Organismes communautaires du Québec: 200-2001. 
Québec dans le Monde : Québec.  
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A P P E N D I X  3 :  O R G A N I Z A T I O N A L  C H A R A C T E R I S T I C S  O F  T H E  S I X  

A G E N C I E S  

 

 Mandate Budget Staff 

A1 

1992 

“A1 is an independent, non-profit organization, whose core business is to 
conduct research that contributes to the effectiveness, quality, equity and 
efficiency of healthcare and health services in the province. The institute is the 
product of a collective vision to use research methodologies in innovative, 
creative ways to probe the interface of clinical practice, health services 
research and health policy, in order to create a blueprint for a better healthcare 
system in the province. 

$4.5M  (b) 35 researchers 
and 50 other 

(a) 

A2 

1990 

"The primary purpose of the research programme is to examine the scientific 
research evidence on the effectiveness of current and new health technologies 
(which include drugs, devices, tests and procedures, as well as the 
organizational or administrative and support systems within which healthcare is 
delivered). Research findings are published in detailed reports, serving a 
principal objective of disseminating results in a form useful to decision-makers 
in a position to use them. By identifying and communicating how limited health-
care resources can be most effectively applied, A2 is able to assist the public 
sector in its policy development and planning efforts. A2 is also mandated to 
encourage and facilitate the adoption of evidence-based methodologies within 
agencies that participate in joint research projects.” 

$600,000 (b) 7.5 (a) 

A3 

1989 

 “A3’s mandate identifies six tasks: Acting as a clearinghouse for information; 
analyzing, synthesizing, and disseminating information; functioning as an early 
system for emerging technologies; building links with other technology 
assessment groups; building links with other healthcare constituencies; and 
promoting research relevant to technology assessment.”  

$4.3M (b) 27 (a) 

A4 

1993 

To provide public policy advice to the Ministry of Health and other decision-
makers around emerging technologies that are impacting on service delivery or 
provider expectations and to develop research capacity in the area of health 
technology assessment. 

$650,000 (b) 10.65 (b) 

A5 

1988 

"To support the Minister of Research, Science and Technology like decisional 
authorities of the health system as regards health technologies assessment" 
and "to support the Minister of Research, Science and Technology in the 
development and the implementation of the scientific policy." 

$1.2M (b) 10 (b) 

A6 

1992 

"A6 is an arm's-length, government-funded agency with a mandate to assess 
[the province’s] health system and make recommendations for evidence-based 
change. We are also the provincial health research granting agency". A6's role 
is to improve the effectiveness of the [province's] health services. 

$1.1M (b) 13 (a) 

 

Table A: Mission, budget and staff of the agencies 

Note: a = 1999-2000; b = 2000-2001 
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A P P E N D I X  4 :  D E T A I L E D  F I N D I N G S  

 

 
Providers 
(212-218) 

Admin.  
(103-105) 

Patients 
(58-59) 

Industry 
(17) 

 Providers 
(212-218) 

Admin.  
(103-105) 

Patients 
(58-59) 

Industry 
(17) 

Government publications Professional journals 

Never   3.4  Never   5.1  

Once a year or less 8.7 1 11.9 5.9 Once a year or less 4.6 4.8 15.3 5.9 

Once every 6 months 19.7 12.4 15.3 23.5 Once every 6 months 8.7 10.5 22  

Once a month 37.6 37.1 44.1 41.2 Once a month 39.9 41.9 25.4 41.2 

Once a week or more 33.9 49.5 25.4 29.4 Once a week or more 46.8 42.9 32.2 52.9 

University research reports Scientific/clinical journals 

Never 3.7 1.9 6.8  Never 0.5  6.8  

Once a year or less 16.1 6.7 27.1  Once a year or less 6 6.7 15.3  

Once every 6 months 33 25.7 35.6 41.2 Once every 6 months 9.6 13.3 18.6  

Once a month 29.4 38.1 18.6 52.9 Once a month 39 37.1 25.4 29.4 

Once a week or more 17.9 27.6 11.9 5.9 Once a week or more 45 42.9 33.9 70.6 

Consulting firms research reports Monographs/books 

Never 6.9 2.9 11.9  Never 2.8  6.9 5.9 

Once a year or less 28.6 18.1 33.9 11.8 Once a year or less 19.4 8.7 19 11.8 

Once every 6 months 38.7 37.1 32.2 41.2 Once every 6 months 21.7 34 24.1 5.9 

Once a month 19.8 29.5 15.3 41.2 Once a month 30.9 34 27.6 47.1 

Once a week or more 6 12.4 6.8 5.9 Once a week or more 25.3 23.3 22.4 29.4 

Community organization publications Industry documentation 

Never 8.3 1 5.1  Never 9 14.4 12.1  

Once a year or less 26.4 16.5 13.6 35.3 Once a year or less 21.7 24 20.7  

Once every 6 months 30.6 30.1 27.1 17.6 Once every 6 months 25 23.1 31 11.8 

Once a month 25.5 37.9 27.1 35.3 Once a month 28.8 24 24.1 47.1 

Once a week or more 9.3 14.6 27.1 11.8 Once a week or more 15.6 14.4 12.1 41.2 

Table B. Proportions of respondents who use different types of documents (Q.14) 
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 None Less than 
5 

5-10 11-15 More than 
15 

 None Less than 
5 

5-10 11-15 More than 
15 

Agency 1      Agency 4      

Providers  12 15 6 16 Providers   1 2 3 

Administrators  1 6 1 5 Administrators  1 1 2 3 

Patients  4 1  1 Patients  1 2   

Industry      Industry   1   

TOTAL  17 22 7 22 TOTAL  2 5 4 6 

Agency 2      Agency 5      

Providers  2 3 1 1 Providers 1 7 8 3 3 

Administrators   1 2 1 Administrators 1 5 5 2 3 

Patients     1 Patients  2    

Industry 1  1   Industry     1 

TOTAL 1 2 5 3 3 TOTAL 2 14 13 5 7 

Agency 3      Agency 6      

Providers 1 5 11 7 4 Providers 1 7 8 3 3 

Administrators 2 1 8 1 9 Administrators  1 6 1 5 

Patients      Patients  4 1  1 

Industry   4 5 4 Industry      

TOTAL 3 6 23 13 17 TOTAL 1 12 15 4 9 

 

Table C. Number of respondents who are aware of reports (Q.29) 
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A1 

(74-76) 
A2 

(14-17) 
A3 

(63-67) 
A4 

(16-20) 
A5 

(39-41) 
A6 

(30-31) Total 

Presentations/discussion 

Never 61.8 47.1 66.7 42.1 70.7 29.0 57.9 

Rarely 11.8 17.6 9.5 21.1 9.8 6.5 11.3 

Occasionally 22.4 29.4 14.3 31.6 19.5 48.4 24.3 

Often/continuously 3.9 5.9 9.5 5.3  16.1 6.5 

Phone calls 

Never 59.5 47.1 56.3 35.0 51.2 29.0 50.6 

Rarely 20.3 5.9 12.5 20.0 22.0 6.5 15.8 

Occasionally 16.2 41.2 14.1 25.0 19.5 45.2 22.3 

Often/continuously 4.1 5.9 17.2 20.0 7.3 19.4 11.3 

Scientific conference 

Never 53.9 64.3 59.7 50.0 57.5 38.7 54.5 

Rarely 13.2 7.1 16.4 5.6 20.0 19.4 15.0 

Occasionally 25.0 28.6 14.9 38.9 20.0 29.0 23.2 

Often/continuously 7.9  9.0 5.6 2.5 12.9 7.3 

Press conferences 

Never 84.2 100.0 90.8 93.8 84.6 56.7 84.2 

Rarely 9.2  7.7  10.3 13.3 8.3 

Occasionally 3.9  1.5 6.3 5.1 30.0 6.7 

Often/continuously 2.6     56.7 0.8 
 

Table D. Proportions of respondents from all user groups who have participated in dissemination 
activities (Q.31) 
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Providers 

 (64-67) 

Admin. 

(61-66) 

Patients 

(9-13) 

Industry 

(8-10) 

Concurrent objectives 

Disagree completely 2.6 1.6 20.0  

Somewhat disagree 26.3 13.1 40.0 40.0 

Agree 36.8 47.5 40.0 50.0 

Strongly/entirely agree 34.2 37.7 0.0 10.0 

Collegial exchanges 

Disagree completely 3.1 3.2   

Somewhat disagree 4.7 3.2  44.4 

Agree 54.7 43.5 55.6 55.6 

Strongly/entirely agree 37.5 50.0 44.4 0.0 

Learning opportunity 

Disagree completely 3.0 6.3   

Somewhat disagree 13.4 6.3 11.1 25.0 

Agree 50.7 44.4 66.7 62.5 

Strongly/entirely agree 32.8 42.9 22.2 12.5 

Agency benefits 

Disagree completely 6.5 3.0   

Somewhat disagree 10.4 6.1 15.4 20.0 

Agree 35.1 47.0 46.2 60.0 

Strongly/entirely agree 24.7 30.3 7.7 0.0 

Do not know 23.4 13.6 30.8 20.0 

Benefits to your org. 

Disagree completely 1.3 3.0   

Somewhat disagree 7.8 1.5 7.7 60.0 

Agree 44.2 45.5 30.8 30.0 

Strongly/entirely agree 35.1 43.9 46.2 0.0 

Do not know 11.7 6.1 15.4 10.0 
 

Table E. Nature and quality of user-agency exchanges (Q.39) 

 



 

Adresse de correspondance 
Prière d'adresser toute correspondance concernant le contenu 
de cette publication ou autres rapports déjà publiés à : 
 
Groupe de recherche interdisciplinaire en santé 
Secteur santé publique 
Faculté de médecine 
Université de Montréal 
C.P. 6128, Succ. Centre-Ville 
Montréal (Québec)  H3C 3J7, Canada 
 
Téléphone : (514) 343-6185 
Télécopieur : (514) 343-2207 
 
Adresse de notre site Web 
http://www.gris.umontreal.ca/ 




