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Abstract Although demand for evidence-based policies and programs to reduce
population health inequities is intensifying, the influence of social epidemiology on
public policy remains limited. In clinical and health services research domains,
knowledge translation strategies have been developed to increase the impact of
research evidence in policy making and practice. We review the applicability of
these strategies for increasing the practical impact of social epidemiology research,
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drawing on the knowledge constitutive interests framework developed by Jiirgen
Habermas. We find that conventional knowledge translation characterizes policy
change and the role of research in technical-instrumental terms that do not reflect
the complex social, political and values-based dimensions of policy change and
research use that come into play in relation to the reduction of health inequities.
While conventional knowledge translation approaches may work in some cases, for
social epidemiology to play a significant role in advancing social change, knowl-
edge translation strategies that acknowledge and respond to the intersections of
power, politics, values and science also need to be developed.

Abbreviations

CIHR Canadian Institutes of Health Research
KT knowledge translation
MMR measles, mumps and rubella

13.1 Introduction

The World Health Organization Commission on Social Determinants of Health
(2008) called action on the determinants of health an “ethical imperative.” Social
epidemiologists should have important roles to play in the Commission’s call to
action. Social epidemiology has identified a number of important relationships
between socioeconomic inequality and population health. Moreover, the measure-
ment tools and conceptual constructs developed by social epidemiologists can be
used to evaluate health outcomes associated with policy and program interventions
both inside and outside of the health care system (Oakes and Kaufman 2006;
Berkman and Kawachi 2000; Braveman 2006). This research evidence should be
particularly valuable for guiding policy initiatives to reduce health inequities
(Graham 2004). However, the influence of social epidemiology on current public
policy making in North America remains relatively hard to see (Raphael 2003;
Asthana and Halliday 2006). In this chapter we ask, why doesn’t health equity
research in particular, and social epidemiology in general, have a bigger role to play
in promoting social and political change? Simply put, in this chapter, we argue that
the answer lies in the fact that the tools available, which we designate here as “con-
ventional” knowledge translation, assume that research knowledge is to be used for
solving problems; whereas, social epidemiology, at its core, often emphasizes
deeper and quite distinct goals of explanation and, ultimately, social change.

There are many ways to explain the limited policy impact of social epidemiol-
ogy, several of which are explored in other chapters in this book (see Chaps. 1, 3
and 15). Our approach is to look at the tools and techniques that are offered to
health researchers in the rapidly expanding research utilization or, what is more
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frequently referred to as, knowledge translation (KT), literature. These tools are
intended help make health research relevant and to move health research into prac-
tice and policy. In what follows we ask, first, “What were these tools designed to
do?” and, second, “Are these tools suited to health equity research and the goals of
social epidemiologists?”

This chapter proceeds as follows. First, we outline our assumptions about some
of the defining characteristics of social epidemiology. These assumptions inform all
of our observations that follow; therefore, we feel it is important to state them at the
outset. Next, we briefly introduce conventional KT, as it has emerged and gained
prominence in health research communities in Canada and elsewhere. With this
foundation, we identify four core premises underpinning conventional KT and criti-
cally assess the relevance of these premises for social epidemiology and policy chal-
lenges related to health inequities. As an alternative, and drawing on the work of
Jiirgen Habermas, we suggest that conventional KT, which was designed to advance
the practical impact of clinical and health services research, emphasizes an instru-
mental (problem-solving) role for research knowledge in society. In contrast, social
epidemiology is characterized by hermeneutical (explanatory) and emancipatory
(equity-seeking) goals (Habermas 1971). These are fundamentally different
approaches to knowledge use, and, we will argue, they give rise to different
approaches for bridging the gap between research and practice. Consequently, con-
ventional KT tools and techniques will often be ill-suited and inadequate for advanc-
ing the impact of social determinants of health research. We conclude with an
outline of an alternative KT framework that may be more appropriate for social
epidemiology to increase its impact on social policy. Simply put, it encourages
social epidemiologists to either align themselves more closely with the instrumental
approach to KT in clinical and health services research and move from problem-
focused to solution-focused research or move to a form of engaged scholarship. The
latter involves researchers becoming more active and engaged as true public intel-
lectuals or, more simply, by actively engage with the media, speaking out on issues
that contribute to the health of marginalized populations and becoming active mem-
bers of advocacy coalitions and other forms of collective action to reform health and
social policy. This latter framework takes power, politics and values seriously in
strategies to promote social change through research. In other words, social epide-
miology is a heterogeneous enterprise and social epidemiologists need to find the
KT approach that fits their needs.

13.2 Starting Assumptions About Social Epidemiology

Neither of us is a social epidemiologist, but our arguments in this chapter rest on
some core assumptions that we have made about social epidemiology (particularly,
health equity research) as a knowledge project. First, we understand social
epidemiology as a project that explicitly investigates social, economic and political
determinants of health, disease and wellbeing in populations (Krieger 2001).
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Second, most social epidemiology research is scrupulously positivist, aiming to
produce falsifiable, empirical measures of these relationships. Third, we are assum-
ing that researchers in social epidemiology and related disciplines face increasing
pressure from research funding agencies and others to increase the practical impact
of their scientific activity even if this practical orientation is in tension with the very
nature of the discipline.

Thus, we are also assuming that, unlike almost all other health science disci-
plines, social epidemiology has, implicitly if not explicitly, a strong normative
dimension, one that emphasizes social critique. Social epidemiology illuminates
harmful effects of social conditions on health so that (eventually) the relevant social
conditions can be targeted and modified and so that population health can be
improved (Berkman and Kawachi 2000; Wilkinson and Pickett 2009; Chernomas
and Hudson 2009). Finally, precisely because social epidemiology has the potential
to inform radical change, we assume that social epidemiologists are genuinely inter-
ested in contributing to practical population health improvement but that they may
also feel constrained by what they, and others, see as their roles as scientists.

13.3 Making Research Relevant: A Cursory Look
at the Emergence of Knowledge Translation
in the Health Sciences

The last two decades have been marked by the demand for research, in fields as
varied as international development, energy and environmental science and even the
social sciences and humanities, to demonstrate practical value and return on invest-
ment (Murphy and Topple 2003; Buxton et al. 2004). Perhaps nowhere has this
demand been expressed as urgently as it has been in relation to health services and
health research. Concern for health research to show practical impact is due, in part,
to unprecedented cost pressures from health care experienced in most Western
countries over this period and a universal need for strategies to contain expenses
while also making people healthier (Limoges et al. 1994).

While the role of research in practice and policy making has received
longstanding attention in some scholarly disciplines (e.g., science and technology
studies, sociology and political science) (Bernal 1939; Merton 1973; Rose and
Rose 1970), research utilization is a relatively new focus of attention in the health
sciences. Since the late 1990s, Canadians — who pioneered the evidence-based
medicine movement (Evidence-Based Medicine Working Group 1992; Sackett
et al. 2000) and who have also been leaders in advancing the argument for health
research utilization (Lemieux-Charles and Champagne 2004) — have bundled these
ideas under the concept of knowledge translation or KT (Straus et al. 2009a, b).
Canada’s premier federal health research funding agency, the Canadian Institutes
of Health Research (CIHR), has adopted KT as a core mandate and defines it as
“the exchange, synthesis and ethically-sound application of knowledge — within a
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Table 13.1 Increasing research impact: traditional scientific dissemination versus knowledge
translation

Traditional dissemination Knowledge translation

Who is the e Other researchers e Decision makers
intended
audience?
To do what? * Increase awareness e Take action: guide policy
 Increase understanding making, programming, or
* Foster further research practices
By what means? * Publish in scientific e Explain key messages from
journals research results in accessible,

plain language

e Synthesize research results from
multiple studies

* Align research inquiry and funding
with decision maker priorities

* Involve decision makers in the
research process, i.e. integrated
KT (Tibelius and Stirling 2007), in
accessible plain language

e Synthesize research findings to
address decision maker questions

» Target research funds to address
strategic problems (Lomas et al.
2003)

complex system of interactions among researchers and users — to accelerate the
capture of the benefits of research for Canadians through improved health, more
effective services and products, and a strengthened health care system” (Tibelius
and Stirling 2007). Other allied terms used to describe this concept may be more
familiar to some readers, such as knowledge transfer, knowledge mobilization,
linkage and exchange, research transfer, implementation and dissemination or
research uptake. Implementation science is a newer term, describing evaluative
research to assess the effectiveness of KT strategies (BiomedCentral 2010).
Because KT is an expression that is widely gaining ground in other countries
(Pablos-Mendez and Shademani 2006), and other disciplinary domains (Carden
2009), it is the term that we will use throughout this chapter.

KT frameworks for health are premised on perceived structural and/or cultural
gaps between the individuals and organizations responsible for health care delivery
and those responsible for conducting research. However, KT assumes that scientific
publication in peer-reviewed journals is too passive a dissemination practice for
there to be a real impact of research on policy, programs and practice.

As outlined in Table 13.1, knowledge translation is different from traditional
scientific dissemination in at least three important aspects: (1) the intended audience
for research extends far beyond academe to include practitioners and decision mak-
ers; (2) the goal is not only to inform but to have an effect on decisions and prob-
lems; and (3) the method of knowledge sharing involves active outreach on the part
of the research community (Graham and Tetroe 2007).
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Explicit and implicit assumptions about the nature of the research/decision-making
divide and the proper role of scientific knowledge in policy development have given
rise to different recommendations for KT activities; however, all approaches tend
toward agreement that “tailor and target” approaches are the best strategies for
enhancing the practical influence of research evidence. From these directives we
can derive a set of boilerplate KT principles to guide health researchers:

e Understand the decision maker’s problem from the decision maker’s point of view;

e Interact closely with that decision-making individual or organization to ensure
the research project explores aspects of the problem and potential solutions that
matter to the decision maker; and

» Explain the research results to the decision maker in terms that are meaningful
and actionable and that help the decision maker to solve the problem.

The question then becomes whether and to what extent these core KT principles
are an effective guide for social epidemiology. In our view the answer is often “no”
because of tensions (if not a fundamental disconnect) between some of the core
assumptions that underlie conventional approaches to KT and at least parts of the
project that is social epidemiology.

13.4 The Tension Between Conventional KT
and Social Epidemiology

In our view, conventional KT may not be particularly useful for increasing the
impact of social epidemiology on policy, program and practice choices. We want to
show how conventional KT is not always relevant or effective for social epidemiol-
ogy for three reasons: first, because KT understands in terms of problems, not
processes; second, because KT targets individual rather than collective action; third,
because it assumes shared, rather than contested definitions of policy problems; and
fourth and finally, because conventional KT leaves little room for advocacy.

13.4.1 KT Understands Policy Change in Terms
of Problems, Not Processes

First, as KT moves from clinical settings to the policy process, it retains a frame-
work that emphasizes problem-solving, characterized in terms of discrete decision
events that are closely linked to, if not elided with, implementation of evidence-
based solutions. For example, in clinical settings the theory is that effective KT will
make it more likely that clinicians will follow clinical practice guidelines. As a
result, one of the metrics for evaluating conventional KT more generally is whether
or not problems get solved and decisions are made to bring relevant rules and pro-
cedures into line with the best available evidence. While the impact of conventional
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KT on clinical decision making has been mixed, the complex implications for policy
and program change that may be generated through social epidemiology defy the
reduction of evidence to decision support and the reduction of policy making to
problem solving.

For a government to respond to the implications, for example, of a report on
correlations between housing affordability and health status in a given jurisdic-
tion (Dunn 2002), it would likely require negotiation and coordination across
multiple departments, agencies and levels of government and would operate over
a number of years (Leone and Carroll 2010). A problem-solving/solution-imple-
mentation model, based on clinical decision making for an individual patient is
an obviously inadequate analogy for such wide-sweeping, systems-level policy
change (Howlett et al. 2009).

A variety of conceptual frameworks are available from policy studies that can
generate more nuanced accounts of policy change related to social determinants of
health compared to models based on evidence-based medicine. We have shown
elsewhere that the developmental stages framework of policy making can be a
particularly useful heuristic model for advancing KT (Fafard 2008). The framework
emphasizes that policy making involves much more than simple decision making.
First, an issue or problem has to become part of the government’s agenda. Second, the
range of possible responses to the policy challenge, including doing nothing, have
to be evaluated against a diverse range of criteria, of which scientific evidence is but
one such criterion. Third, a decision gets made for almost any complex policy prob-
lem, and deciding what to do usually involves a series of decisions by a diverse set
of actors over a period of time. Once a decision has been made the preferred course
of action is implemented where the substantive content of the decision sometimes
gets modified. Finally, in a well-performing policy-making system, policy decisions
are routinely evaluated and, as appropriate, changes made (Deleon 1999). Although
it is by no means the dominant model of policy making in contemporary policy stud-
ies, the stages model does underline the reality that there are multiple points in the
policy process when research evidence may be influential, and it helps explain that
different barriers to research use may be relevant at different stages (Burton 2006).

Especially important for health equity research, the stages model flags agenda
setting as the critical first step in policy development. Before research evidence can
ever influence a government to solve a problem, there is the prior step of deciding
that the problem exists, that it matters and that it can be addressed. Faced with liter-
ally thousands of issues that it could focus on, a government selects a platform, or
portfolio of target issues, which it believes it has the power, resources and political
support to change (Kingdon 2003). Of course, research evidence is but one determi-
nant of the agenda of a government. The ideational and ideological preferences of
the governing party, the personal preferences and concerns of individual ministers
and public opinion all play a role. However, research can be, and often is, an impor-
tant influence on the government’s agenda. Evidence from social epidemiology could
play particularly important roles in the agenda-setting stage of policy change, for
example, by presenting normative and empirical arguments as to why, from a popu-
lation health perspective, it is important to invest in early childhood development,
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traffic ordinances or community empowerment initiatives. Moreover, the impact of
research, including social epidemiologic research on the agenda of a government, is
by no means automatic. Here, notwithstanding its limitations, the conventional KT
literature does point to potentially useful processes and practices (e.g., plain lan-
guage summaries, knowledge brokering, etc.). But agenda setting is rarely accounted
for in the metrics of conventional KT, which emphasize problem solving and imple-
mentation of policy solutions.

13.4.2 Conventional KT Is Concerned with Individual,
Not Collective, Action

KT emphasizes the need to identify the key decision maker (or decision-making
organization) involved in the policy or practice issue that is being researched and
to narrowly tailor the research question and the research findings to address the
concerns of, and actions available to, this decision maker. In conventional KT it is
routinely asserted that evidence that is not tailored for a target audience is less
likely to be reviewed or adopted into use (Graham and Tetroe 2007). Another
commonplace assertion is that “linkage and exchange” activities to engage the
decision maker directly in the research process will produce research evidence
that is more relevant and more likely to be applied in practice. Yet these narrow
“target and tailor” approaches emphasize action within rather than across jurisdic-
tional boundaries, and they are aimed to trigger an individual response rather than
collective action.

Leaving aside the question of whether focusing on a single target audience is a
good way to bring about clinical or health system change, it is surely an unpromis-
ing approach when it comes to the social determinants of health. Which sector, for
example, would be the ideal participant and target audience for research related to
mental health among homeless populations? Should researchers foster linkages
with representatives in the housing, income assistance and social welfare or health
care sectors? In some instances, the relevant government audience for social epide-
miology may not exist at all, for example, when researchers look at macro-level
issues beyond the reach of the current government (e.g., correlations between infant
mortality and types of political regimes) (Coburn 2000). However, results of this
type of social epidemiologic research may be of interest to the media and to civil
society groups that are influential in the policy-making process, although they are
not “decision makers” per se.

As these examples suggest, target audiences for social epidemiology research are
likely to comprise a wide range of stakeholders working within, across, beyond and
sometimes against governments. Effective response to social determinants of health
research will almost always require collective action, negotiation and coordination
that move us quickly into the realm of politics. Yet conventional KT, which
encourages researchers to narrowly target research findings to guide individual
decisions, has relatively little to say about collective action or the political dimensions
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of decision making. Consequently, it offers limited guidance to social epidemiologists
who aim to make their research useful to the diversity of actors with a stake in the
social determinants of health.

13.4.3 Conventional KT Assumes Shared, Not Contested,
Definitions of Problems

Central to the conventional KT literature is the tacit assumption that researchers and
policy stakeholders will agree on the meaning of a common policy problem; that is,
they accept the same framing of the problem (Dorfman et al. 2005). This discursive
agreement is required to generate evidence-based recommendations that are salient
to, and executable within, a decision maker’s range of action and priorities. A fur-
ther step is to include government and health system officials directly in the research
process either by means of the aforementioned linkage and exchange or what some
have called integrated KT (Gagnon 2011).

When an issue is generally uncontroversial (or it is relatively technical in nature),
researchers, policy makers and the wider communities that are affected may share a
common definition of the problem. This situation is often the case for some (but
certainly not all) clinical or health services issues. However, many social determi-
nants of health problems and most health equity issues are decidedly not uncontro-
versial because they concern unequal distribution of resources across population
groups. These kinds of distributive justice problems are complex and informed by
social values. They cannot be addressed through technical or administrative changes
alone (Daniels 2008). In these cases, researchers and the array of different decision
makers and community representatives with a stake in this issue may have widely
divergent interpretations of both the problem and the salient solutions. Contested
definitions of social determinants of health issues are particularly vivid when the
policy issues are related to stigmatized or illegal health behaviours (e.g., substance
use) or marginalized populations (e.g., sex trade workers) (Benoit et al. 2003). For
example, there is a multitude of competing ways of framing illicit substance use,
including addiction and pathology, criminality, mental illness and self-medication,
cultural deprivation, et cetera. These different meaning frames will lead participants
to different accounts of what matters in relation to substance use, what needs to be
done and who is responsible for doing it.

Importantly, these diverse discourses are not equally authoritative or persuasive.
Rather, the authority to name or frame a problem and make it stick is a marker of
power, and the struggle to challenge, refute and redefine meaning frames through
discourse is the stuff of politics (Bevir and Rhodes 2006). In other disciplines,
including sociology, communications and critical public health, researchers have
used discourse analysis methods to shed light on the ways that policy debates and
struggles for social change often coalesce around the authority to name and assign
meaning to social phenomena. A discourse analysis approach may be particularly
useful for social epidemiologists to draw upon, because it helps to explain tensions
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that that may arise frequently in relation to contentious health equity research and
KT (Bacchi 2008; Murphy and van der Meulen 2008). Here, the goal of close
collaboration between researchers and decision makers is a challenging proposition
to say the least.

Indeed, important goals of health equity research may be to resist how powerful
constituencies define issues affecting marginalized populations and to encourage
stakeholders to understand problems in a new light. For example, social epidemi-
ologists have contributed to a partial shift in the approach to homelessness in Canada
by providing evidence that homelessness is a critical health care problem in addi-
tion to being a social assistance issue (Frankish et al. 2005). Weiss (1979) calls this
kind of influence the “enlightenment” model of research use. However, conven-
tional KT provides minimal guidance about how to advance controversial research
evidence among decision makers, and, in the same way that it is unconcerned with
agenda setting (see above), KT also accords relatively little value to research effects
that are reflected in changed attitudes rather than changed actions.

There is ample research that demonstrates how knowledge (including research-
based knowledge) can be used to produce, concentrate and exercise discursive
power in ways that privilege some definitions of health and social problems and
marginalize others. To take but one example, some research on autism emphasizes
intensive behavioural interventions to “treat” autistic individuals. Other research
focuses on trying to better understand what explains the increased incidence of
autism including what some believe to be the cause of autism (e.g., environmental
factors and the falsely attributed measles, mumps and rubella (MMR) vaccine). Still
other research, often encouraged by autistic adults, sees autism as a form of neuro-
logical diversity that, rather than being cured or treated, should be recognized as a
legitimate identity. Each of these research endeavours generates knowledge that
leads to quite different definitions of the “problem” of autism and what might be the
most appropriate “solutions’” (Orsini and Smith 2010). Yet the conventional health
KT framework tends to assume a naturalistic and uncontested approach to defining
policy issues and research questions.

13.4.4 Conventional KT Leaves Little Room for Advocacy

Conventional KT often assumes a strict division between “research” (i.e., the cre-
ation of knowledge) and “advocacy” (i.e., making the public case for a preferred
policy decision). Researchers including social epidemiologists are expected, of
course, to do research, but the conventional model of KT leaves little or no room for
subsequent public advocacy. This division partly results from the fact that, in con-
ventional KT, when the value commitments in the research are aligned with those of
the decision maker, we call it knowledge translation; when they do not so align, we
call it advocacy.

In fact, social and policy change is often the result of disagreement and contesta-
tion, if not outright conflict, and public advocacy is sometimes required. Policy
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choices often involve normative disagreements that are resolved, not by more
research, but by public discussion and debate where more or less acceptable
compromises are arrived at. Even in those cases where there is little disagreement
on the basic epidemiologic research, say for example on the correlation between
health status and inequality, there remains considerable room for debate and discus-
sion on what the causal linkage is and, even when this is established, what the opti-
mal policy response might be.

Some social epidemiologists accept, and may even encourage, some or all of the
assumptions of conventional KT even when their research has significant policy
implications. They are comfortable in the role of researcher separate and apart from
the policy discussion. Their preference to not engage in policy advocacy is simply a
reflection of the fact that they feel they have neither the training nor the necessary
expertise that would allow them to move from research to policy and much less to
advocacy.

However, many other social epidemiologists are unwilling to limit their role to
that of just research. They are part of the longstanding public health tradition of
advocating for social, political and economic change. While on occasion, collabora-
tive work with decision makers may be appropriate and effective, they believe that
very often advocacy and public debate are required, particularly when research
threatens to disrupt the status quo. Thus, some researchers feel an obligation to
speak for (or at least with) constituencies affected by health problems that may not
have the social capital to champion research findings to influence programs and
policy themselves. Indeed, for many, one of the reasons for doing social epidemio-
logic research in the first place is to foster meaningful change and concerted action
on the social causes of health inequality.

Moreover, these are rarely, if ever, solo activities. Policy discussion and debate
involves groups of people with differing perspectives on the topical issues of the day
who sometimes align themselves to make the case for policy change. Thus, social
and political change means becoming part of a more or less organized group or,
what political scientists have called, an “advocacy coalition” (Sabatier and Jenkins-
Smith 1999). Why should a social epidemiologist join an advocacy coalition?
Simply put, advocacy coalitions are a logical response to the nature of policy and
program change. Given the sheer complexity of most policy problems (e.g., how to
reduce overcrowding in inner city housing) and similarly the complexity of the
appropriate response from governments (e.g., social housing, rent controls, increased
minimum wage, etc.), not to mention the complexity of government decision mak-
ing (e.g., how to work with a city council committed to low taxes in order to expand
the stock of social housing), advocacy coalitions bring together a range of expertise
on how best to define the problem, how to design effective and feasible policy and
program responses and, of course, how to most effectively pressure governments to
make policy changes.

For some, the goal is not to influence the decision of the government of the day
but rather to fundamentally challenge the status quo. This takes us beyond the con-
fines of KT and requires a different way of thinking about the role of knowledge,
power and social change that we now wish to sketch, if only briefly.
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13.5 KT and Knowledge Constitutive Interests

All told, these examples point to quite a bad fit between the context of research
application presupposed in conventional KT frameworks and the actual conditions
of health equity policy making that many social epidemiologists will encounter. As
a result, many techniques recommended in the KT literature will be difficult for
social epidemiologists to execute, and these techniques may be suboptimal or even
inappropriate interventions to help increase the practical value and impact of social
epidemiology evidence. If it has not already, this impediment threatens to become a
serious problem for the discipline, considering not only the urgent need for informed
practical action to reduce health inequities but also the increasing likelihood that
research funding will be tied to evidence of research impact. Therefore, explaining
and resolving social epidemiology’s KT obstacles are important.

In the short space remaining in this chapter, we sketch our approach to these
challenges. Central to our argument here is the work of Jiirgen Habermas (1971), a
sociologist of knowledge and political philosopher whose analyses of moderniza-
tion, communicative rationality and democratization are directly relevant for
understanding the discourse on KT. His early research included the elaboration of a
conceptual framework for understanding three distinct purposes for (or interests in)
using knowledge in society. The theory of knowledge constitutive interests helps to
explain the “bad fit” we find between KT and social epidemiology, and it suggests
directions for increasing social epidemiology’s chances of having an effect.

Under the knowledge constitutive interests framework, knowledge may be used
for instrumental purposes (i.e., controlling conditions in the natural world and tech-
nical problem solving); hermeneutical purposes (i.e., facilitating communication and
understanding of the social world); and emancipatory purposes (i.e., overcoming
domination and rationality). An instrumental interest in knowledge is rooted in the
deep-seated desire we have to predict and control natural phenomena. Positivism
sees knowledge in these terms; hence, much of what we consider scientific research
produces what Habermas would call instrumental knowledge. However, he argues
that there is a second, equally deep-seated hermeneutical interest in explaining social
relationships and improving our capacity for intersubjective understanding. Habermas
classifies many of the social sciences and humanities disciplines as belonging to this
domain. Finally, there is the emancipatory interest to challenge oppression. Here, we
use knowledge to guide critical self-reflection and critical analysis of institutional
forces and relationships that limit our options and our capacity for rational action.

Habermas’ framework sheds some light on the problems that conventional KT
poses for social epidemiology. First, as we have noted, KT was developed to increase
the use of research evidence in solving advanced technical problems, particularly in
clinical medicine. Despite limited evidence of the comparative effectiveness of different
KT strategies in clinical and health care services, systematic reviews of evidence have
been used to develop guidelines for treatment of coronary heart disease (Helfand et al.
2009; Mosca et al. 2004); the integrated knowledge-action cycle has supported
nurses’ implementation of best practices in wound care (Graham et al. 2007); and
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linkage and exchange approaches have been associated with increased use of clinical
evidence in large health care provider organizations (Lomas 2003). In these and
countless other cases, conventional KT strategies have been aimed to support decision
makers in addressing biomedical outcomes through technical interventions.

In terms of the knowledge constitutive interests framework, these KT approaches
should be understood as supporting instrumental objectives. They were not aimed to
advance use of knowledge for hermeneutical (i.e., improving understanding of
social relationships) or emancipatory (i.e., advancing rationality and social justice)
objectives. That is to say, these KT approaches were not designed to support the
practical impact of social epidemiology. Regardless of its positivist methodological
principles, social epidemiology is, at least in our reading of it, fundamentally a
hermeneutical knowledge project aimed to explain social relationships that affect
health. In light of its focus on unequal social relations and health, it also has a strong
orientation toward social critique and emancipatory interests. The overwhelming
evidence furnished by social epidemiology of the “social gradient in health” is
knowledge that explains and provides rational-normative grounds for critiquing the
fact that population health differences are unnatural, complex problems that inequi-
tably limit life chances for some groups. Problems such as these are problems
shaped by politics, power and values, and they cannot be resolved through instru-
mental-technical means alone.

13.6 Taking Politics, Power and Values Seriously in KT

How can social epidemiology respond to these epistemological contradictions with
conventional KT and contribute more effectively to equity in social and health poli-
cies? We see two potential approaches, both of which are being pursued by social
epidemiologists with whom we collaborate around KT approaches, including many
of the authors represented in this book. The first involves asking different research
questions; the second involves adopting different roles for researchers as actors in
policy and social change. Regardless of which path social epidemiologists follow,
important revisions to the conventional framework for KT will be required.

On the one hand, researchers can reorient their inquiry and KT projects toward
more strategic, technical problem-solving initiatives in order to better support gov-
ernment or service provider stakeholders. Here, social epidemiology aligns more
closely with the instrumental approach to KT in clinical and health services research.
This might mean, for example, initiating fewer studies to assess correlations between
social disparities and health and undertaking more studies to evaluate the relative
effectiveness of this or that programmatic intervention under prevailing socioeco-
nomic conditions. A focus on interventions is more likely to have an effect on policy
and program choices if only because of the clear link between cause and effect;
whereas, studies that emphasize correlations often do not specify the causal pathway
in sufficient detail (if at all) to provide guidance for policy and program change.
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This approach has recently been described as addressing social versus societal
determinants of health (Krieger et al. 2010). It is explored in some detail in other
chapters (see Chaps. 1 and 12) in terms of a shift in social epidemiology from
problem-focused to solution-focused research.

The other option is to look for alternative KT practices and markers of KT suc-
cess that may be more consonant with the hermeneutical and emancipatory presup-
positions of critical social epidemiology. For example, researchers may seek out
more active and engaged roles as public intellectuals by participating in public and
social media, speaking out on issues of major importance for the health of marginal-
ized populations and also contributing purposively in advocacy coalitions and other
forms of collective action to reform health and social policy. While there are no
guarantees that social epidemiologic research will have a greater impact on policy
and program choices when researchers take on these roles, this approach does reflect
the realities of policy making in a democracy where scientific evidence, however
compelling, is rarely the sole impetus for policy change.

Of course, these are roles that some social epidemiologists have traditionally
been reluctant to pursue because, as we suggested earlier, they are concerned to
protect the privileged status of the research that comes from being rigorously empir-
ical and “untainted” by social and political debate (Weed and Mink 2002; Savitz
et al. 1999). However, there are other social epidemiologists who work from the
premise that the whole point of understanding the world is to change it and that one
of the goals of social epidemiologic research is to foster change that would address
the patterns of health inequality that their research reveals. These more public roles
are, we argue, essential if social epidemiology is to contribute to the large, complex
and multidimensional solutions that are required to address health inequality.

Arguably, there is more than enough room for both solution-focused KT and
engaged scholarship (Committee on Institutional Cooperation 2005) within social
epidemiology. For either approach to strengthen the impact of research evidence in
reducing health inequities, however, a significant reconfiguration of the conven-
tional KT account of policy change is required. As we have shown, social epidemi-
ology addresses health and social policy problems that are more complex, more
political and more value-laden than what has been described in the conventional KT
literature. In this chapter we have aimed to outline what an alternative KT frame-
work, one that is more appropriate for social epidemiology, might look like. Thus,
in contrast to the boilerplate KT principles outlined above, which may only be
useful from some types of social epidemiologic research, it would appear that social
epidemiology also needs an approach to KT that:

e Sees complex policy change in terms of processes, not decisions, and offers
researchers a theory of policy change to help explain where, when and why
research evidence may (or may not) play an influential role;

* Acknowledges the importance of collective action in advancing social change
and does not ignore the role of politics in policy making; and

e Accommodates analyses of power and knowledge relationships and can illuminate
roles for research to play in supporting, enriching and also challenging decision
makers’ understanding of the “problem” of the social determinants of health.
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13.7 Conclusions

At the outset we asked why social epidemiology research, in general, and health
equity research, in particular, does not play a bigger role in promoting social change.
We have tried to answer this question by examining some of the approaches for
advancing research’s impact that are recommended in the health sciences literature
and assessing the relevance of these KT tools for research focused on social deter-
minants of health. Overall, we find that conventional KT is in several respects inad-
equate to the objectives of social epidemiology as a knowledge project. Drawing on
the work of Jiirgen Habermas, we have argued that conventional KT emphasizes an
instrumental (i.e., problem-solving) role for research knowledge in society, while
social epidemiology is characterized by its hermeneutical (i.e., explanatory) and
emancipatory (i.e., equity-seeking) goals. These are fundamentally different
approaches to research utilization and give rise to different approaches for bridging
the gap between research and practice. This discussion allowed us to begin to
develop an alternative KT framework that may be more appropriate for significant
parts of the social epidemiology and health equity research agenda. This framework
takes politics, power and values seriously in efforts to promote social change.
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