
Health Services Research and Policy Making in Ontario

Michael Hillmer, PhD
Director
Research, Analysis, and Evaluation Branch
Strategic Policy and Planning Division
Ministry of Health and Long-Term Care 

Canadian Knowledge Transfer and Exchange Community of Practice
January 2016



Learning Objectives

1. Gaining an appreciation for the policy development process; 

2. Learning about how the ministry funds research and conducts 
knowledge translation; 

3. Demonstrate evidence and policy in action through case studies.

4. Showcase an approach to measure the impact of research on 
the policy process
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What are the current policy challenges?



Fiscal Challenge

• Historic levels of investment 
growth are not seen to be 
sustainable

Change is Necessary to Our Environment

• The cost of care for a senior 
is 3x higher than for the 
average person

• Changing demographics will 
result in a higher cost to the 
system

Demographic Challenge

• Unhealthy eating, lack of 
activity and smoking levels 
may lead to increased 
chronic disease

Unhealthy Lifestyle ChallengeComplex Health Challenge

• A small number of patients use 
a disproportionate amount of 
resources

• Making better use of our 
health care resources so 
people get the most 
appropriate care

Ontario’s health care system is facing significant challenges over the next few years
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Patients First: Action Plan for Health Care

Government 

Promise 

Open, transparent, accountable, effectively managed 

government that provides value for tax dollars

Health 

Promise 

Patients First
• a caring, integrated experience for patients

• faster access to quality health services 

• for all Ontarians at every life stage

Connect:
• Providing better 

home and 

community care 

Protect :
• Ensuring our 

universal health 

care system is 

sustainable for 

generations to 

come 

Inform:
• Providing 

information to 

make the right 

decisions about 

your health 

Improve System 

Integration, 

Accessibility  

Modernize Home 

and Community 

Care

Increase the 

Health and 

Wellness of 

Ontarians 

Ensure 

Sustainability 

and Quality 

Access:
• Providing faster 

access to the right 

care
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Broader context for policy making

Lomas, J, 1997. http://www.sandy-campbell.com/sc/Knowledge_Translation_files/handclapping_e.pdf



The Policy Roadmap 
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Cabinet level decision-making 

Convention and precedent dictate when Cabinet decisions are required. Cabinet

makes decisions about the following:

Decision Type Description

Policy • Program creation, expansion and elimination

• New or revised government policy or position

• Significant communication or consultation requirements

Statutory • Legislation

• Regulations

• Orders in Council (including appointment OICs)

Finance and 

Resource

• Review items approved by Treasury Board/Management Board 

of Cabinet



Overview of the government decision-making process
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Statutory 
instrument 

review / 
approval 

Policy 
approval

Cabinet Cabinet

Policy review
Policy 

development
Setting the 

policy agenda

Cabinet / P&P 
sets strategic 

direction

Ministry 
develops the

policy

Health and 
Social 

Services

Education, 
Skills

and Economy

Communities, 
Resources and 

Justice

Treasury board / 

management board of 

cabinet

Legislations and 

regulations committee IM
P

LE
M

EN
TA

TI
O

N



Micro Level
Practitioners

Meso Level
Organizations

Regions

Macro Level
System-wide
Governments

Practice Guidelines
Systematic Reviews

Cochrane
Meta-analyses

Up-to-Date

System Organization
Health Systems 

Evidence
Cochrane EPOC
Meta-analyses

Instrumental

Conceptual

"University of Toronto aerial view" by Cmglee - Own work. Licensed under CC BY-SA 3.0 via Commons -

https://commons.wikimedia.org/wiki/File:University_of_Toronto_aerial_view.jpg


http://www.theguardian.com/science/2013/dec/02/scientis
ts-policy-governments-science



What do we know about influencing policymakers use of 
evidence?
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Interactions / Relationships / 
Networks

Timing / Timeliness of 
Evidence

Citation: 
1. Nutley, Walters, Davies: Using Evidence. Chapter 8. 2007.
2. Innvaer, Vist, Trummald, Oxman (2002).  Journal of Health Services Research and Policy 
3. Lavis JN, Catallo C, editors (2014). Bridging the worlds of research and policy in European health 

systems. Copenhagen, Denmark: WHO Regional Office for Europe.
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How can health systems support the use of 
evidence? 



The Policy Roadmap 
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Research informs various 
stages of the policy cycle



The Health System Research Fund (HSRF)
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The Ministry of Health and Long-Term Care’s Health System Research Fund (HSRF) 
generates policy-relevant evidence that informs policy development and supports 
health system transformation.

Generating 
Evidence

Building 
Capacity

Supporting 
Priorities

Improved 
Health System

Better Patient 
Outcomes HSRF



Close ties to health researchers enables decision-makers to access key expertise 
to advise on policy development
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The HSRF aims to close the “knowledge to action” gap

Research to Policy Dialogues

Applied Health Research Questions

Two-way knowledge 
exchange

Collaborating and co-
creating

Policy Roundtables Focused exchanges with decision-
makers

HSRF Showcase Dissemination to broad 
audiences
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Supporting Policy-Relevant Evidence in Ontario

• Rapid literature reviews (~800 so far)

• Economic analysis/modelling 

• This capacity enables the ministry to better understand the existing 
evidence base, budgetary and downstream impact of new policies 
and initiatives.

• Examples of analysis include:
o The expansion of pharmacist scope of practice to provide flu vaccines

o The establishment two provincial Birth Centres

oWorking with the Better Outcomes Registry and Network (BORN) to develop a 
standardized list of economic evaluation indicators

o Development of detailed performance measurement and evaluation 
frameworks for initiatives and programs



Demonstrating how research evidence is 
used to inform policy: 

A Case Study Approach
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Case Study: Multi-specialty physician networks in Ontario 
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http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863751/pdf/OpenMed-07-e40.pdf

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863751/pdf/OpenMed-07-e40.pdf


Case study: Community Health Links
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Case study : Community Health Links 
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Collaborative model of coordinated care which ensures greater access to existing 
health care services and minimizes waste in the system.



Case study: Treatment Approaches for Multimorbidity
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There are no dominant chronic diseases in populations with 
multimorbidity in Ontario.
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CHF & Coronary S & Diabetes & Hypertension & Arthritis (1.1%);
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Used with Permission. Adapted from Health System Performance Network 

– 2013 - http://www.hsprn.ca/activities/conf_2013_11_22.html

Case study: Treatment Approaches for Multimorbidity

http://www.hsprn.ca/activities/conf_2013_11_22.html


The complexity of the morbidity patterns increases rapidly 
when looking at individuals with multiple conditions. 

Individuals with 5 chronic 
diseases ~350 000 
Ontarians

243 distinct clusters 
account for 50% of 
the population

Thousands more 
distinct clusters 
account for the rest.Used with permission. Adapted from Health System Performance Network –

2013 - http://www.hsprn.ca/activities/conf_2013_11_22.html

https://webmail.ontario.ca/owa/redir.aspx?C=sA5z3Jt8rkeQo_dhe8uJMBWeDJw8BtEISoBLeDPZllQl3dVqpgEEeyWUcQy0O4lvQsQWZOCc64w.&URL=http://www.hsprn.ca/activities/conf_2013_11_22.html


• Context and “confounders” lie at the very heart 
of the diffusion, dissemination, and 
implementation of complex innovations. They 
are not extraneous to the object of study; they 
are an integral part of it.

Trisha Greenhlagh

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690184/_



MEASURING HEALTH RESEARCH FUNDING IMPACT IN ONTARIO
The Health System Research Fund (HSRF) Impact Assessment Framework

Dr. Michael Hillmer & Stéfanie Fréel
Research, Analysis and Evaluation Branch (RAEB)
Strategic Policy and Planning Division
Ontario Ministry of Health and Long-Term Care

19 January 2016



ONTARIO’S HEALTH SYSTEM RESEARCH FUND

The Ontario Ministry of Health and Long-Term Care’s (MOHLTC) Health System 
Research Fund (HSRF) provides competitive funding to health system and population 
health research to:

• Build research capacity in Ontario; 

• Strengthen the uptake and use of evidence into policy and decision-making; 

• Promote research that supports and informs Ontario’s Action Plan for Health Care, 
Patients First, including:

• Faster access to quality health services;

• A caring and integrated experience for patients; 

• Support for patients to make the right decisions about their health; and,

• Sustainability of our universal health care for generations to come.

27
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HSRF

Capacity 
Awards

Program 
Awards

Specialized 
Research 
Centres

Knowledge 
Translation 
Initiatives

ONTARIO’S HEALTH SYSTEM RESEARCH FUND (Cont’d.)

The HSRF supports research and knowledge translation and exchange activities to address important 
and complex health issues in Ontario. The HSRF is designed to offer a range of opportunities to 

researchers and teams across the province. Three main streams of support form the foundation of the 
fund.



CHALLENGE

Increasingly, it is becoming important to demonstrate the impact of
research investments both in Ontario and across provincial jurisdictions.
However, it remains challenging to measure outcomes in a research and
Knowledge Translation and Exchange (KTE) context. Here are some of the
reasons:

29

• Heterogeneity of evaluation methodologies, data 
collection techniques and performance measures used.

• Difficulty attributing causality between research/KTE 
outputs and impacts.

• Delayed impact on policy due to externalities.



30APPROACH

Goals:

1. To document the development of a conceptual framework in measuring 
different domains of research impact; and, 

2. To demonstrate the impact of research projects funded by the HSRF on health 
policy and practice.

Methods:

• A mixed methods design was used to evaluate the impact of HSRF 
investments.

• Two performance measurement tools were developed to capture 
outcomes from the funded recipient and knowledge user 
perspective.

o Both tools are survey questionnaires administered annually. 

• Two reviewers independently coded qualitative data using Nvivo.

• Quantitative data were analyzed using descriptive analyses. 

• The Canadian Academy of Health Sciences (2009) framework 
provided the foundation for both quantitative and qualitative 
analyses. Additional frameworks were used to guide qualitative 
analyses.
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Advancing 
Knowledge

Capacity 
Building

Informed 
Decision 
Making

Health 
(System) 
Impacts

Broad 
Economic 
& Social 
Impacts

• Relative citation impact
• Publication count

• Use of research in 
clinical/service guidelines

• Consulting to policy
• Citations in public policy 

documents

• Leveraged funding
• Personnel
• Infrastructure

• Modifiable risk factors
• Health care accessibility, 

efficiency, etc.
• Health benefits
• Well-being
• Social benefits

HSRF

*Canadian  Academy of Health Sciences (2009). Making an impact: A preferred framework and indicators to measure returns on investment in 
health research. Report of the Panel on the Return on Investments in Health Research. 

CANADIAN ACADEMY OF HEALTH SCIENCES (CAHS) FRAMEWORK
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Impact Assessment Goals

What outcomes should be 
measured?

Literature Scan

What does the performance measurement 
literature say?

Impact 
Assessment Design

What framework will be used? 

Indicator Selection

Which indicators will be used to 
measure impact?

Tool Development

What tools will be 
developed to collect 

data?

Step 1

Step 2

Step 3

Step 4

Step 5

DEVELOPING THE HSRF IMPACT ASSESSMENT FRAMEWORK
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Productivity/ 
Impact 

Questionnaire

PERSPECTIVE: FUNDED RECIPIENT

• Four-part questionnaire administered annually to HSRF recipients (n=22 in 
2013/14)

• Grounded in the CAHS Framework (2009)

• Evaluates research impact on policy & Ontarian’s health outcomes

• Tracks progress towards HSRF target outcomes

• Includes a qualitative self-reporting section used as the basis for multiple 
analyses

• Includes quantitative and qualitative indicators

Knowledge 
User Survey

PERSPECTIVE: KNOWLEDGE USER

• Three-part electronic survey administered annually to knowledge users (n=21 in 
2013/14)

• Grounded in the knowledge translation  & implementation science literature

• Evaluates research impact on knowledge users’ work 

• Aims to improve knowledge users’ experience in the research/KTE process

• Includes quantitative and qualitative indicators

DEVELOPING PERFORMANCE MEASUREMENT TOOLS



34SELECTING INDICATORS TO MEASURE IMPACT

Capacity 
Building

Knowledge 
Translation

Policy 
Impacts

Health 
Outcomes

• Leveraged funding: total $CAD 
leveraged/fiscal year

• Human resources: # of trainees 
who completed primary 
graduate/post-doctoral work

• Research uptake: proportion 
of reported impacts per type 
of policy use

• Collaborations: Degree of 
impact on knowledge users’ 
work

• Citations: Total # of citations in 
public policy, peer-reviewed 
journals, advocacy/consumer 
publications, and traditional 
media

• Knowledge user engagement: 
Degree of knowledge user 
involvement

System-level impacts: Proportion 
of reported impacts per system-
level variable

Population-level impacts: 
Proportion of reported impacts 
per health and socio-economic 
variable

Sample Indicators
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Preliminary Findings
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In 2013/14, HSRF-funded researchers 
completed a total of 1486 publications; 
1004 publications are currently under 

development.

456

1003

27

140

864

0

200

400

600

800

1,000

1,200

1,400

1,600

1,800

2,000

Non Peer-
Reviewed

Publications

Peer-Reviewed
Publications

Ministry  or LHIN
Commissioned

Reports

C
o

u
n

t

Publication Type

Total Number of Publications Completed 
and in Progress (FY 2013/14)

Completed In Progress

Citation Type Count

Public policy documents 29

Peer-reviewed journals 4,992

Advocacy/consumer group 
publications

11

Traditional media 224

Total 5,256

In 2013/14 HSRF-funded 
researchers were cited over 
5000 times. Citation types 

ranged from peer-reviewed 
journals to media releases.

KEY FINDINGS: TRADITIONAL BIBLIOMETRICS
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Advancing 
Knowledge

37%

Capacity 
Building

17%

Informing decision-
making

29%

Health Impacts
10%

Broad socio-
economic impacts

7%

Self-Reported Impacts Across CAHS Domains* (FY 2013-14)

In total, 271 self-reported impacts were coded across HSRF recipients and categorized 
based on the CAHS domains.     

Impacts within each CAHS domain were then further categorized into sub-categories, 
within each CAHS domain.

*Canadian  Academy of Health Sciences (2009). Making an impact: A preferred framework and indicators to measure returns on investment in 
health research. Report of the Panel on the Return on Investments in Health Research. 

KEY FINDINGS: MOVING TOWARDS POLICY-RELEVANT FINDINGS



38KEY FINDINGS: HEALTH SYSTEM OUTCOMES

Quality of care & service 
delivery

52%

Community member 
capacity building

6%

Cost containment & 
effectiveness

18%

Health service management
6%

Quality 
Improvement

12%

Evidence-based practice
3%

Health workforce
3%

Breakdown of System-Level Impacts 
(FY 2013/14)

*Based on Kuruvilla, S., Mays, N., Pleasant, A., and Walt, G. (2006). Describing the impact of health research: a Research Impact Framework. BMC Health Services Research, 
6(134), 1-18 and Buykx, P. et al. (2012). ‘Making evidence count’: A framework to monitor the impact of health services research, Aust. J. Rural Research, 20, 51-58.

Data Source: Productivity/Impact Questionnaire

In total, 52 self-reported health impacts were coded and broken down into system-level vs. 
population-level health impacts. The graph below represents the percentage of system-level

impacts, coded by sub-category. 



Active Uses* Passive Uses

In total, 89 self-reported policy impacts were recorded; 52% of research/KTE outputs were actively 
used to inform policy.

Research influences policy both through active and passive routes. The former involves the active use 
or application of research/KTE outputs in policy. 

Passive use of research outputs might result in awareness of research results but does not necessarily 
imply research uptake into policy. 
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20%

25%
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research
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Level of Research Uptake in Policy (FY 2013/14) 

KEY FINDINGS: POLICY IMPACTS 39

*Based on Kuruvilla, S., Mays, N., Pleasant, A., and Walt, G. (2006). Describing the impact of health research: a Research Impact Framework. BMC Health Services Research, 
6(134), 1-18.

Data Source: Productivity/Impact Questionnaire
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Of those who 
responded “no” 75% 
deemed it was too 
early in the 
research/KTE process 
to make this 
assessment, while 25% 
did not find the 
findings relevant to 
their work.

79% 83%
75% 71%

21% 17%
25% 29%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Effectiveness Relevance Efficiency Customer service

P
e

rc
e

n
ta

ge
 o

f 
R

e
sp

o
n

se
s

Has collaboration with your research/KTE partner(s) resulted 
in notable improvements in any of the following areas of 

your work? 
(FY 2013/14)

No

Yes

HSRF projects positively impacted knowledge users’ work, with 77% indicating 
improvements in effectiveness, relevance, efficiency and/or customer service.

KEY FINDINGS: POLICY IMPACTS (cont’d.)

Data Source: Knowledge User Survey



41KEY FINDINGS: CAPACITY BUILDING

7%
3% 3%

18%
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3% 1%
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25%
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9%
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Researchers
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Researchers
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Breakdown of HSRF- and non HSRF-Funded Personnel 
(FY 2013/14)

HSRF-Funded Personnel Non-HSRF Funded Personnel

Overall trainees make up 31% of 
all personnel associated with 

HSRF funded projects.

The HSRF funds the greatest proportion of Highly 
Qualified Personnel, followed by Core Researchers. 

Employing a larger number of Highly Qualified Personnel 
is a cost-effective way to increase research capacity. 

Data Source: Productivity/Impact Questionnaire
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The most common forms of Knowledge User engagement in research are consultation, co-option and 
collaboration:
• In co-option, Knowledge Users are identified but not engaged in a meaningful way (i.e. they do 

not have any control over the research process). 
• In consultation, Knowledge Users’ opinions are asked but there is no commitment from the 

research team to adopt these recommendations. 
• In collaboration, researchers partner with Knowledge Users in an active and ongoing manner over 

the course of the project, and control is shared.

Knowledge user engagement increases

*Based on Truman, C. & Raine, P. (2001). Involving users in evaluation: the social relations of user participation in health research. Critical Public Health, 11(3), 215-29 and 
Szmukler, G., Staley, K. & Kabir, T. (2011). Service user involvement in research. Asia-Pacific Psychiatry, 3, 180-6.

Data Source: Productivity/Impact Questionnaire
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43SUMMARY & LIMITATIONS

The MOHLTC Impact Assessment Framework provides a systematic means of capturing 
how research/KTE outputs are used to inform health care policy and practice. 

Evaluating impacts from the funded recipients’ and knowledge users’ perspective helps 
understand the HSRF’s emerging impact on the health of Ontarians and Ontario’s health 
care system. 

However, a number of limitations remain, including:

• Difficulty establishing causality between HSRF-funded research/KTE outputs and 
reported impacts;

• Data collection was limited by the information reported by HSRF-funded recipients & 
knowledge users;

• Limited number of empirically-based tools to measure research impact on policy and 
health system outcomes;

• Limited ability to carry out time series analyses due to inconsistent measures in place 
prior to/following the creation of the HSRF; and,

• Manual data extraction and entry, possibly resulting in omissions or errors.
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Strategic Priority Research Areas Cross-Cutting Components

• Community- and Home-Based Care

• Health Promotion

• Health System Performance and 
Sustainability

• Mental Health and Addictions

• Quality Improvement and Safety

• Long-Term Care

• Equity

• Aboriginal Health

• Patient-Centred Care

• Implementation Science

APPENDIX A: STRATEGIC HSRF PRIORITY AREAS
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Types of Research Use in 
Policy*

Definition

Conceptual use
Research concepts and ideas influence and are reflected in 
policy discourse and debates.

Instrumental use
Research and evaluation findings directly influence or drive 
policy.

Mobilisation of support
Research findings provide persuasive evidence to support 
ongoing/proposed policies or raise support for new policies.

Redefining use
Research results in widespread changes in accepted beliefs 
and practices.

APPENDIX B: TYPES OF RESEARCH USE IN POLICY

*Kuruvilla, S., Mays, N., Pleasant, A., and Walt, G. (2006). Describing the impact of health research: a Research Impact Framework. BMC Health Services Research, 
6(134), 1-18.



48APPENDIX C: KNOWLEDGE USER ENGAGEMENT STRATEGIES

Mode of Participation Definition

Co-option* Representatives are chosen but no real action

Compliance*
Tasks are assigned, with incentives; researchers decide the agenda and direct the 

process

Consultation***

Users’ opinions are asked, researchers analyse and decide on a course of action. 

There is no undertaking by the research team to adopt the service user 

recommendations but the project may be significantly influenced by them.

Cooperation*
Users work together with researchers to determine priorities; responsibility 

remains with researchers for directing the process (i.e. power sharing is minimal)

Collaboration**

Active, ongoing partnership with service users over the course of the project. 

There is a commitment from the research team that control over the project will 

be shared to a greater or lesser extent

Co-learning*
Users and researchers share their knowledge to create new understanding and 

work together to form action plans with researcher facilitation

Collective 

Action*/User 

Control**

Users set their own agenda and mobilize to carry it out, in the absence of outside 

researchers or facilitators

*Truman, C. & Raine, P. (2001). Involving users in evaluation: the social relations of user participation in health research. Critical Public Health, 11(3), 215-29.
**Szmukler, G., Staley, K. & Kabir, T. (2011). Service user involvement in research. Asia-Pacific Psychiatry, 3, 180-6.
***Cited in both of the above resources.


