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What is Knowledge Translation? 

 
KT is defined as a dynamic and iterative 
process that includes synthesis, 
dissemination, exchange and ethically sound 
application of knowledge to improve the 
health of Canadians, provide more effective 
health services and products, and strengthen 
the health care system 
    Canadian Institutes of Health Research 

 



Why is KT needed? 
Failure to use evidence from research for 
clinical decision making is evident: 
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Challenges to the application of 
evidence policy 
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The knowledge to action cycle: 



 
Minimize the variability with respect to early 
initiation of dialysis in the absence of uremic 
symptoms 
 Knowledge Creation 

 
Define gaps in care: 
 

Patient and facility characteristics  

associated with the timing of  

dialysis initiation:   

utilization of CORR data 
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Providers attitudes towards initiation 
of dialysis: A CANN-NET survey 

Manish M Sood MD FRCPC FASN 
Assistant Professor  

University of Manitoba 



 
 The purpose of this survey is to assess 

national, current practice patterns and 
the perspectives of dialysis providers 
regarding the timing of dialysis 
initiation in Canada. 
 

 Preliminary results (N=128) 



Characteristics   Proportion (%) 95% CI (%) 
Provinces 
Western 48/128 37.50 (29.1-46.5) 
ON 43/128 33.59 (25.5-42.5) 
QC 31/128 24.22 (17.1-32.3) 
Maritimes 6/128 4.69 (1.74-9.92) 
Years in practice 
0-5 18/128 14.06 (8.55-21.3) 
6-10 29/128 22.6 (15.7-30.9) 
11-15 17/128 13.28 (7.93-20.4) 
16-20 32/128 25.00 (17.8-33.4) 
>20 32/128 25.00 (13.9-34.9) 
Urban 118/128 92.19 (86.1-96.2) 
Size of population 
<50,000 1/128 0.78 (0.00-4.27) 
50,000-200,000 20/128 15.63 (9.81-23.1) 
200,000-500,000 31/128 24.22 (17.1-32.6) 
>500,000 75/128 58.59 (49.6-67.2) 



Practice characteristics 
Proportion 

(%) 95% CI (%) 
Work within a regionally 
administered renal program 100/128 78.13 (70.0-84.5) 
Group education program for 
patients regarding dialysis +/- 
modality selection 121/128 94.53 (89.1-97.8) 
Multidisciplinary vascular access 
clinic 108/128 84.38 (76.9-90.2) 
Pre-emptive transplantation 111/128 86.72 (79.6-92.1) 
Modality coordinator who sees all or 
most patients 89/128 69.53 (60.8-77.4) 
Rounds where dialysis modality 
selection is discussed 39/128 30.47 (22.7-39.2) 
Physicians reimbursed equally for all 
dialysis modalities 65/128 50.78 (41.8-59.7) 
Higher remuneration fee for care of 
patients with severe CKD 9/128 7.03 (3.27-12.9) 



Is there a policy? 



Do co-morbidity and/or age influence? 



Is there an absolute lowest eGFR? 



When you start a patient with a higher 
eGFR? 



Do any of the following influence your 
decision? 



Providers attitudes: Evidence 



Providers attitudes: agree/disagree 



Summary 
 

 Majority of programs do not have a policy or 
review process regarding eGFR at dialysis 
initiation 

 Co-morbidities/age unclear role in uremia 
 Majority have  an absolute eGFR (4-8) 
 Significant proportion started for “non-

classical/non-uremic” indications 
 Existing evidence well known; cost evidence 

less so 



 
Minimize the variability with respect to early 
initiation of dialysis in the absence of uremic 
symptoms 
 

Knowledge Synthesis 
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Systematic Review done 



Minimize the variability with respect to early 
initiation of dialysis in the absence of uremic 
symptoms 
 

KT tools developed 
 

Clinical Practice  
Guidelines  
 

KT tools 
◦ Patient Decision Aid 
◦ Uremic symptoms survey 
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The knowledge to action cycle: 



Identify Problem         Identify and Review 
Knowledge Gaps 
 Optimal timing to start dialysis therapy 

remains unclear 
 

 No survival advantage for earlier dialysis 
initiation and perhaps potential harm 
 

 Early dialysis initiation associated with 
significant costs 
 

 Regional and geographic practice 
variations  
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The knowledge to action cycle: 



Adapt Knowledge to Local Context 

 Knowledge applied to Canadian environment 
◦ CSN Guideline 
 

 Local and regional programs to adapt CSN 
guideline to fit their population and resources 
 

 Which eGFR formula to use 
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The knowledge to action cycle: 



Assess Barriers to Knowledge Use 
 Healthcare provider training, skills, knowledge and 

biases, reimbursement via timely dialysis initiation 
◦ Focus groups, surveys, CORR 

 
 Patient and caregiver knowledge, attitudes, social 

contexts, skills  
◦ Focus groups, KFOC surveys 

 
 System availability for training, facilities, 

personnel, costs, environment issues, willingness 
to change 
◦ CORR facility profile, surveys 

 
 Qualitative and quantitative approaches 
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The knowledge to action cycle: 



Select, Tailor and Implement KT 
interventions 

 Audit and feedback strategy using CORR facility 
data 
 

 Follow-up on Uremic Survey 
 

 Develop patient decision aides to assist in timely 
initiation of dialysis 
 

 Utilize journals to present knowledge 
 

 Post knowledge tools on stakeholder websites 
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The knowledge to action cycle: 



Monitor Knowledge  Use  
Evaluate Outcomes 

 Qualitative 
◦ Provider perceptions 
◦ Direct feedback to centers via CORR center-

specific report 
◦ Usefulness of patient decision aid 
 

 Quantitative 
◦ Changes in the eGFR at initiation of dialysis 

 CORR data 
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The knowledge to action cycle: 



Sustain Knowledge 

 
 Annual CORR center specific report 

 
 

 Published reports 
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Insert your problem 
Assess current 

performance 

Local  
guidelines 

Why don’t 
we do 

better? 

Figure out 
what KT tool 

will work 

Assess to 
see if you’ve 

made an 
impact 

The knowledge to action cycle 
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