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Introduction 

More emphasis on the potential of evidence-based decision-making in social policy calls 

for it the question of how policy research gets to policymakers.  I am interested in what factors 

contribute to moving policy research into a solutions-oriented setting, if indeed more decisions 

will be based on evidence in the future.  By applying a theoretical framework of knowledge 

transfer and knowledge translation, this case study looks at health care policymaking on 

Comparative Effectiveness Research, specifically the inefficiency of regional variation in 

Medicare spending.  With that, I will explore and analyze how policy research is transferred and 

translated from objective, nonpartisan research institutions to the policymaking context within 

the historic health care reform of the 2010 Obama Administration.   

Theoretical Framework 

The theoretical framework used in this case study is a mix of two theories, knowledge 

transfer and knowledge translation, to analyze the conditions that make for successful transfer 

and translation of policy research.  Figure 1, Components of Knowledge Transfer and Knowledge 

Translation, summarizes the theories. 

Knowledge transfer is illustrated as a bridge between a place where knowledge 

originates and where it will be applied (Oliver 64).  The road leading up to the bridge represents 

prior knowledge about the object being transferred while utilization of it is characterized as the 

road going away from the bridge.  The suspension cables of this analogy are the variables that 

facilitate a successful transfer and are held together with the bridge by concomitant agents 

such as motivation, resources, generalizability, and political relationships, that supplement the 
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transfer process (69).  Using this theory requires the consideration of three central 

components: the what that is transferred, the context, and how knowledge is transferred.  The 

what can be a product, research discovery, or policy where the priority end user is the 

consumer, organization, or country.  Context is emphasized in knowledge transfer literature as 

the “originating context of what is being transferred facilitates or hinders its transfer just as its 

receiving context favors or discourages the effective completion of the transfer action” (66).  It 

also assumes that transfer is aided by the comparability of the start and end contexts (Ottoson 

16).  Key outcome variables of transfer theory include time, adaptability or fidelity from the 

original product to the end product, and utilization of the transfer object; in this case, the 

utilization of policy research. 

Like transfer theory, knowledge translation is understood as a way to bridge the “know-

do” gap between the accumulation of knowledge and its use.  With roots in communication and 

applied linguistics, translation theory, however, specifically identifies research as the what that 

moves in translation theory.  Translation is less concerned with changing knowledge than it is 

with changing the message, so that intended beneficiaries understand and have access to the 

research (Ottoson 15).  This differs from transfer theory’s concern with fidelity.  The messages 

that are initiated by the research are “translated with stakeholders through a complex set of 

interactions, including synthesizing research, developing actionable messages, improving 

practitioner or public awareness, and adapting and reporting findings to multiple audiences and 

contexts” (12).  Contrasted with the linear characteristic of the bridge in knowledge transfer, 

translation theory is a path that the literature describes as “multidirectional, circular, or 

iterative” (12).  Indicators of success include channels of communication, similar vocabulary 
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among stakeholders, relevance of knowledge to the target audience, working relationships, and 

opportunities for collaboration (Davison 79).  The key elements of these indicators are 

interaction and knowledge use. 

Figure 1: Components of Knowledge Transfer and Knowledge Translation 

 Transfer  Translation  

Main metaphor A bridge between a place where 
knowledge originates and where it 
will be applied to be a mechanism to 
move knowledge 

“know-do” gap between 
accumulation of knowledge and 
its use 
 

Characteristic of 
process 

Linear  Multidirectional, circular, 
iterative 

Starting context “Prior knowledge” “Accumulation of knowledge” 

Variables that aid in 
the process 

Motivation 
Resources 
Generalizability 
Political Relationships 
Comparability of starting and   
ending contexts 

Synthesizing research 
Developing actionable   
messages 
Improving practitioner or public 
awareness 
Adapting and reporting findings 
to multiple audiences and 
contexts 

Ending context “Utilization” “Do” 

Successful 
outcomes/indicators 

Time 
Adaptability or fidelity 
Utilization 

 Channels of communication 

 Similar vocabulary among 
stakeholders 

 Relevance of knowledge to the 
target audience  

 Working relationships 

 Opportunities for collaboration 

 

For this case study, I have combined elements of each theory to analyze how policy 

research crosses the bridge into the policymaking context.  First, I will explain the what that is 
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transferred/translated and prior knowledge.  I will identify evidence of selected successful 

variables that aid in the process of knowledge transfer/translation: generalizability, synthesis of 

research, improving awareness, adapting and reporting findings, and comparability of starting 

and ending contexts.  Finally, I will investigate this case referring to translation’s concern with 

the “know-do” gap and its indicators of success: channels of communication, similar 

vocabulary, working relationships/collaboration and relevance.  An assumption is that transfer 

theory will offer a streamlined and tidy perspective of the transfer of research from policy 

research institutions to policymakers.  However, translation theory will better illustrate what 

happens with research as fidelity may be compromised by the context of politics with its 

competing interests among policymakers.   

Interest in Evidence-Based Decision-Making in Public Policy 

My motivation for this case study is rooted in the recent increasing expectation of 

evidence-based decision-making in social policy, compared with decision-making in the medical 

field, which has long utilized such approach (Heinrich).  The time lag in expectation of evidence-

based decision-making between the two fields is interesting but the intersection is even more 

intriguing.  What does it mean?  Could more social benefit come from multiple, overlapping 

fields that all place an emphasis on evidence-based decision-making?  Or, on the other hand, do 

we need to be critical about what we call “evidence-based” if we are to place more importance 

on it?   
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My other motivation for this paper is out of a concern that some political decisions have 

been and continue to be made without a basis of evidence on what works, what fails, or what is 

equitable.  One very serious example that illustrates this is the denial of data by those in power 

that if used, could have otherwise prevented the Rwandan genocide (Patton 8).  Over the span 

of three months, 800,000 Rwandans were killed.  Lieutenant General Romeo Dallaire was the 

head of the UN Peacekeeping Force in Rwanda, and reported his findings of slaughter to UN 

officials and Western governments.  The UN Security Council and the Clinton Administration 

remained silent and refused him assistance despite his explanation of how to effectively stop 

the genocide and ongoing pleas for help (8 – 9).  The Rwandan crisis, riddled with rape, 

decapitation, and torture, highlights the detrimental consequences of decision makers who 

ignore data they were given and outright refuse action.  While this example is one of severe 

abuse and international scope, the lesson is that if data can guide intervention of genocide, 

data could and should be used in decision-making on a number of policy concerns, for example, 

failing infrastructure and cost inefficiencies in health care. 

Political Factors in Context 

 As policy research transfers and translates into policymaking, it contends with 

competing political agendas, different interpretations of the research findings, a range of 

powerful interests at stake, and personal values.  This case study will consider such factors that 

interacted with the transfer and translation process because events “do not proceed neatly in 

stages, steps, or phases” (Kingdon 205).  In answering the question of why an idea’s time come 

when it does, John W. Kingdon theorizes that major policy changes occur when the highly fluid 
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and loosely coupled streams of problems, policies, and politics are joined (Kingdon xix).  In the 

problem stream, he explains that (1) values are significant because a “mismatch between the 

observed conditions and one’s conception of an ideal state becomes a problem” and (2) people 

will view a problem differently if it is placed in one category versus another (Kingdon 110).  

These concepts will be illustrated as I explore the pushback from opponents of employing 

Comparative Effectiveness Research (CER) as evidence-based decision-making appears as a 

threat to a more values-based approach in policy.   

For an idea to survive in the policy stream, it needs to meet internal criteria such as 

technical feasibility and value acceptability.  This case will focus more on how the research on 

regional variation in Medicare spending met the other criteria of political viability as the 

Congressional Budget Office transferred it into the policymaking context.   

In some respects, it can make policymakers seem technocratic when they take up a 

specific interest with research.  However, elected officials have incentive to go beyond a 

technical focus and to apply the research in the context of securing or advancing political 

interests.  This is most evident in the various actions of supporters in the policymaking context, 

who aided in the translation of regional variation in Medicare spending and CER. 

Components of the political stream include changes in the Presidential administration 

and in the power balance of Congress.  Such transformations dramatically alter the political 

context, where some interests take the wheel and others take the backseat.  In 2009, the 

Democrats were on the path to gaining the supermajority in Congress, making the partisan 

alignment with the President all the more powerful for Democratic agendas, but the winning 
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election of Senator Scott Brown (R-MA) put a stop to that track.  This made the forecast of 

passing the Obama health care reform using Democratic power over the process all the more 

uncertain and contingent on its proponents’ ability to gain other means of political support.   

Although the theoretical framework used in this case is a way to understand the 

variables that allow for successful transfer/translation, familiarity with Kingdon’s three streams 

is helpful to comprehend the multiple dimensions of this phenomenon.   

Case Study Components 

I chose to use the method of a case study as it is preferred when asking “how” 

questions, when the investigator has little control over the events, and when the focus is on a 

current issue.  Case studies also deal with situations with more variables of interest than data 

points, by relying on multiple sources of evidence, with data converging in a triangulating 

fashion (Yin 18).  I will use sources of evidence characteristic of case studies, which include 

documentation such as publications and website information, archival records like legislative 

committee hearing minutes and other public records, and focused interviews with policy 

research institutions and Senate staff members.  These sources are intended to illustrate how 

policy research on regional variation in Medicare spending transfers and translates between 

research institutions and the intended audience of policymakers.   

While analysis of a single issue in a case study is a limitation the rationale for doing so is 

that it can represent a critical case to test a well-formulated theory.  Another rationale for a 

single case study is that it can serve as a typical case, where the objective is to illustrate a 

situation that is rather commonplace (Yin 48).  This paper satisfies the first rationale in that the 
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theoretical framework used in this paper is drawn from a number of papers written by different 

authors in the field of program evaluation, demonstrating thorough theoretical development 

and establishment in the literature.  The second rationale is supported by the fact that policy 

research institutions function daily to provide information to policymakers.  Therefore, policy 

research on a topic, especially one with high relevancy such as now with the current health care 

reform, would be a commonplace situation to analyze. 

Propositions are also key components of a case study’s research design.  A proposition 

about the process of policy research transfer and translation is that from a political perspective, 

the depth of the research becomes shallow or even refutable as it enters the cacophony of 

policymaking during contentious health care reform debates.  From a systematic lens, the 

complexity and myriad of findings from the research on the specific topic of regional variation 

in spending will not be reflected in the debates or public statements as the issue of health care 

is entirely too complex to just be about this one aspect of cost efficiency.  A second proposition 

is that knowledge about this issue will come from a variety of sources, whether looking at 

where more general policy research institutions go for resources to compile data for 

policymakers or considering where policymakers get their information.  A third and final 

proposition is that as much as these theories offer a way to analyze the process, there will be 

many questions raised along the route of mapping the transfer and translation of policy 

research on regional variation in Medicare spending. 
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The “What” That is Transferred/Translated: Regional Variation in Medicare Spending 

Policy research on regional variation in Medicare spending is the specific what that is 

transferred and translated into the policymaking context.  Before getting into an analysis of the 

process across the bridge between the know-do gap, an overview of the findings as they 

pertain to health care costs, reasons for the variation, and examples of the findings is needed to 

understand what is being transferred and translated. 

Despite ranking the highest in health care spending compared to any other country in 

the world, the U.S. is ranked poor in almost every measure of health (Hussey 2109).  The 

amount and rate of spending are concerns not only for making insurance affordable but also as 

a “long-term threat” to the U.S. economy and our ability to compete globally (2109).  Even a 

reasonable goal of constraining spending – let alone variation – to growth of the gross domestic 

product would require a reduction in spending of over 6 percent.  Attaining this seems nearly 

impossible without a well-supported, pragmatic policy solution that can overcome strong 

political barriers (Hussey 2111).  However, it is not just the level of spending and its rate that 

are problematic, but as the Congressional Budget Office (CBO) and several other areas of 

research concluded, per capita health care spending for Medicare varies widely in the United 

States.  The research highlights substantial regional variations in costs, where spending is more 

than three times higher than in other regions.  Even when differences in per capita spending 

growth rates from one city to the next seems modest, such as a difference of one or two 

percentage points, the compounding factor of these differences is what causes major economic 

impacts.  For instance, the difference in expenditure growth rate in East Long Island (4.0 
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percent) compared to the rate in San Francisco (2.4 percent) translates to about $1 billion in 

additional Medicare spending on an annual basis just in this area (Fisher 849).  To illustrate this 

variation in spending in the U.S., Figure 2 shows the variation in Medicare reimbursements per 

enrollee in 2006 with ranges of spending from as low as $5,310 to as high as $16,351 per 

enrollee. 

Figure 2: Medicare Reimbursements Per Enrollee   

 

Source: Dartmouth Atlas Project. 

 What is known about higher-spending regions is that they have more hospital beds, 

more intensive care unit beds, more physicians, and more specialists per capita.  Patients are 
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hospitalized more frequently and get more diagnostic testing than the same patient 

experiences in regions of lower spending (Dartmouth Institute 2).  It may appear that more 

spending means more services that produce better health or quality of care, however, studies 

have shown that a higher volume of care provided in high-spending regions does not result in 

better outcomes for patients.  Heart attack patients in one study, for example, did not 

demonstrate the fastest improvements in regions with the greatest increase in health care 

spending (Dartmouth Institute 2).  Furthermore, regions that have higher spending tendencies 

provide treatments with little benefit, or treatments that are actually harmful to patients 

(Congressional Budget Office 2).   

Possible Reasons for Regional Variation 

 If better health outcomes are not the reason, what could explain regional variation in 

Medicare spending?   According to the Medicare Payment Advisory Commission (MedPAC), the 

variation reflects such factors like service volume, differences in health status in patients, and 

Medicare payment rates.  It is true that sick people do require more care than those who are 

healthy, and people who are low-income tend to get sick more due in part to limited resources 

and higher stress (Sutherland 1228).  These factors together account for a greater share of 

health care expenditures but hardly any of the variation is explained by regional differences in 

poverty and income (1228).  The CBO also supported this finding as it stated, “Income and 

preferences of individuals…appear to explain little of the variation in spending” (CBO 2).  As for 

health status alone, it is a major explanatory factor in health care spending.  A Medicare 

beneficiary with excellent health costs around $3,500 per year, compared to a beneficiary in 
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poor health, whose health care costs approximately $21,000 annually (Dartmouth Institute).  

However, health status only accounts for $600 of the $32,000 difference in spending between 

the lowest- and highest-spending regions (Sutherland 1228).   Most of the variation cannot be 

explained by these factors, including prices. 

Research has shown that some of the variation is a result of the differences in the prices 

paid for similar services and the varying health statuses of beneficiaries.  But after accounting 

for these factors, spending differences remain.  They are explained almost entirely by 

differences in the volume of health care services received by similar patients (Dartmouth 

Institute 1).  Two measures of medical resources – a high number of hospital beds per capita 

and a high ratio of specialists to primary care physicians in an area – are identified by multiple 

research studies as being positively associated with more spending.  The association was 

stronger where hospital admissions were determined more by the discretion of the admitting 

physician (CBO, “Geographic Variation” 15).  Discretionary decisions by physicians actually seem 

to account for most of the regional variation in spending (Sutherland 1228).  Evidence of the 

variation in supply-driven spending is found in the density of population, saturation of 

providers, the physician’s preferences, as well as the high number of referring physicians, 

despite the level of demand for a particular doctor’s service (“Geographic Variation” 16).  

Simply, the more supply and more discretionary decisions there are in a region, the more 

spending increases.  This is unusual, considering markets are expected to function where 

demand drives supply and not the other way around.   

Prior Knowledge of Regional Variation in Medicare Spending  

Utilizing the transfer theoretical framework, the prior knowledge of the policy research, 
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or the “road leading up to the bridge,” is identified in the publications and other forms of 

communication by the key policy research institutions that have paid particular attention to 

regional variation in spending.  The Dartmouth Institute is considered to have originally brought 

attention to this issue in the 1980s and created the Dartmouth Atlas, a project funded by the 

Robert Johnson Wood Foundation (RJWF), dedicated to documenting variations in the 

distribution of medical resources in the U.S., and has published numerous papers while 

providing legislative testimony.  RJWF also published in 2004, “Geographic Variation in 

Medicare Per Capita Spending: Should Policy-Makers Be Concerned?” to summarize the 

findings of key research studies, including the Dartmouth Atlas, and concludes with a list of 

implications for policymakers.  Additional prominent policy institutions taking notice of the 

issue are Kaiser Family Foundation in its December 2009 brief, “Explaining Health Care Reform: 

How Do Health Care Costs Vary By Region?,” MedPAC’s report to Congress in 2003, 

“Geographic Variation in Per Beneficiary Medicare Expenditures,” and the CBO’s “Geographic  

Variation in Health Care Spending” in 2008.   

The portfolio of publications by these reputable policy research institutions not only 

demonstrates established knowledge, but it also serves as a successful indicator of policy 

research translation given their titles and content.  These reports to members and units of the 

legislature do not treat the issue of regional variation in Medicare spending as an insignificant 

point of interest; rather, the research findings are packaged as it pertains to health care reform, 

spending, and other pressing areas of concern for policymakers.  Many of the publications offer 

the intended audience succinct options in addressing the issues through policy.  Therefore, a 



 14 

successful indicator in translation – crafted, direct, and relevant communication about the 

research – is illustrated in the prior knowledge among reputable policy research institutions.   

Technical Critiques of the Dartmouth Atlas Research 

Research is subject to critique on the basis of technicality and the Dartmouth Atlas’ 

findings are not immune.  Richard Cooper, a University of Pennsylvania medical school 

professor, is a vocal critic of the Dartmouth Atlas research on regional variation.  He attributes 

the strongest factor in variations to be poverty, arguing that the Dartmouth researchers did not 

take into account the high cost of providing health care to the poor, who tend to stay in the 

hospital longer (Rau).  Despite counters by Jonathon Skinner, the senior author of the Atlas, 

who says that professor Cooper “does not understand statistics” and is “uninterested in 

learning,” (Rau) as well as other critics of Cooper, who point out his lack of solutions to better 

analyze spending variations, he has continued his denouncement of the research on grounds of 

what he thought was not included in the analysis. 

 An article written for the Journal of the American Heart Association by a prestigious 

group of medical professionals raised questions about the Atlas research.  Their research on 

variations in hospital resource use and outcomes for elderly patients concluded that patients 

who received more tests and procedures were more likely to survive heart failure.  Dartmouth 

researchers acknowledge that measures they use in the Atlas are not perfect (Rau) and medical 

researchers from the Centers for Medicaid and Medicare Services raised concerns when 

comparing Dartmouth Atlas benchmarks with their own.  They argue that because the 

Dartmouth Atlas’ analysis is limited to Medicare beneficiaries who died, it therefore cannot 

reveal outcome differences, since not all beneficiaries are at the same stage of a disease.  For 
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some, aggressive treatment may extend their lives (Langberg and Black). 

Similarly, another critique published in the New England Journal of Medicine took issue 

with the Atlas analysis.  The author, Dr. Peter Bach, points out that the Atlas’ analyses of all 

health care costs incurred by patients were attributed to the hospitals they were admitted to 

most frequently in the two years before their death.  He argues that this assumes that hospitals 

are accountable for all care and this is not the reality.  In reference to the Dartmouth Atlas 

research methods, he asserts their use of “scientifically shaky measures of efficiency” may 

mislead service delivery changes down the wrong path (Bach 573). 

Beyond Technicality: The Atlas’ Role in Social Knowledge 

Do these critiques stifle the usefulness of Atlas’ data?  Are the technical issues enough 

to invalidate the findings, and therefore should not be transferred or translated into 

policymaking?  Methodological flaws or invalid findings are serious issues that should prevent 

research from being utilized in the policymaking context.  However, as the exploration of prior 

knowledge on regional variation demonstrates, policy research institutions, whose own 

reputations and expectations set by Congress are on the line, support the Dartmouth Atlas.  

While maybe not technically impressive, the research has another dimension of use across the 

bridge between the contexts of policy research and policymaking, in that it contributes to social 

knowledge among policymakers.  In reference to the theoretical framework, as it is concerned 

with changing the message while de-emphasizing fidelity, translation allows for greater 

flexibility of policy research beyond contributions of technicality, and purports that research is 

useful to improve public awareness.  It is without question that equitable and efficient public 

policy should stem from multiple sources of evidence, as no one research initiative can or 
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should stand on its own in policymaking.  Yet, this particular policy research on regional 

variation opened the door for discussions in medical community, invoked other research to 

develop, stirred policy discussions, and caused lawmakers to take action.  It is this 

acknowledgement that serves as a starting place in the analysis of the transfer and translation 

of the research from originating to receiving contexts and of their success variables. 

Originating Contexts 

Regional Variation Research within the Larger Context of Comparative Effectiveness Research 

Despite the precedence set by the Dartmouth Atlas, its findings do not exist in a vacuum 

nor is it the essential core issue of cost-efficiency in health care.  It is best understood as a piece 

of the larger context of comparative effectiveness research (CER), as the variation is in part due 

to limited evidence in medical treatments and cost-benefit analysis (CBO, “Research on 

Comparative Effectiveness”).   CER helps generate better information on costs and benefits of 

different medical treatment options.  The CBO published a paper in December 2007, “Research 

on the Comparative Effectiveness of Medical Treatments: Issues and Options for an Expanded 

Federal Role,” to provide the Senate Budget and Finance Committees with an overview of the 

current state of CER, mechanisms for funding such research, and the potential effects on health 

care spending.   CER studies have a larger impact if they go beyond clinical effectiveness and 

include a cost-benefit analysis, such that the findings could provide examples of treatments 

that have modest benefits compared to their added costs.   

Defining Specific Origins of Policy Research for Transfer/Translation 

Advocacy for policy change within the U.S. is both politically dynamic and illustrative of 

democracy in action.  It would be a colorful case study to examine knowledge 
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transfer/translation between policymakers and citizen advocates for or against changing 

payment structures to remedy regional variation in Medicare costs.  Advocates can publically 

claim loyalty to a cause or political position, which is different than the reputation that 

independent, congressionally mandated policy research institutions are expected to uphold, 

that being of having an objective, impartial position on an issue.   

It is precisely the expectation of impartiality that makes knowledge transfer and 

translation intriguing, as policymaking seems anything but impartial.  It will be interesting to 

test the transfer theory’s emphasis on the comparability of originating and receiving contexts 

given this presumed contrast.  Two institutions reputed to embody objectivity have published 

reports on the issue of regional variation in Medicare spending, and were most active in 

transferring this research to policymakers will be considered in this case.  They are the 

Congressional Budget Office (CBO) and the Dartmouth Atlas Project.  The CBO serves the 

government with research summaries and objective analyses to aid in economic and budgetary 

decisions.  Examining policy research from this institution allows for a potentially clearer view 

of translation within the policymaking arena, as the research is transferring from a less biased 

context.  Furthermore, the CBO is assumed to prioritize the information needs of Congress over 

what policymakers actually do with the information or recommendations; otherwise their 

independent analysis would be called into question.  The other originating context that is of 

particular importance in this case is the Dartmouth Atlas Project.  Placed within the academic 

setting of Dartmouth College within the Center for Health Policy and Clinical Practice, the Atlas 

has documented variations in how medical resources are distributed and used in the United 

States for more than 20 years (Dartmouth Atlas).   The work of the Atlas Project evolved from 
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an epidemiologist who questioned why children in one area of his town were receiving 

tonsillectomies at a rate fives times greater than other children in different areas nearby.  

Noticing this variation sparked research using Medicare data to look at national patterns and to 

explore questions of whether or not quality, cost, and health outcomes were affected by 

variation (Dartmouth Institute).   

These institutions, CBO and the Dartmouth Atlas, serve as the originating context of 

policy research on regional variation in Medicare spending.  Therefore, organizations that 

would have a greater potential for bias, such as maintaining the profit-making interest of 

medical device companies or citizen groups working to advance their ideals of the Medicare 

system, are excluded from the analysis. 

Successful Variables for Transfer/Translation in Originating Contexts  

Objective Reputation  

Further understanding of the CBO in relation to the receiving context of policymaking 

reveals that in a political climate where partisan divide is wide, as noticed in the health care 

reform debates, reference to impartial research can be conducive for bridging the political gap 

and to find common ground for debate.  For example, at the bipartisan health care reform 

summit in February 2010, Democratic President Obama referenced the CBO, as did the 

Republican members of Congress.  Both used the CBO to support their arguments, as much as 

they differed from each other.  With the House health care reform bill teetering on a few 

potential votes in mid-March 2010, the CBO scoring of its estimated $940 billion price tag was 

described in the Huffington Post as “the last piece House Speaker Nancy Pelosi (D-CA) was 
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waiting on before putting the puzzle together on the House floor,” as she and her leadership 

team can specifically refer to the cost savings in the federal deficit that the CBO also estimated 

for the bill.  The article further states, “With the CBO score released, the Democratic whip team 

has a specific, thoroughly-analyzed bill to show to undeclared members who can no longer 

claim they are ‘waiting to see the language’” (Huffington Post).  Earlier in the debates, the CBO 

estimates were shown to have played a key role in decision-making because senators waited 

for its results.  The Washington Post reported that  

Most of the undecided lawmakers have refused to commit until the Congressional 
Budget Office delivers a cost analysis on the coverage alternatives offered last week by a 
group of five liberal and five conservative Democrats to replace the government 
insurance option originally included in the legislation. (Murray) 

While these examples of the CBO’s reputation and role only reference its budgetary 

estimates, they provide insight about where the CBO is placed in a political context.  

Furthermore, they are examples of its primary function – budgetary estimates – and an 

inference could be made that what the CBO publishes is highly regarded and seen as objective.   

Although not explicitly stated in the theoretical framework, the reliable reputation of CBO 

among policymakers is to be a successful variable in knowledge transfer to policymakers in this 

case study. 

Synthesis of Research as a Variable in Translation Theory 

The other component of the originating context is the Dartmouth Atlas in the Center for 

Health Policy Research.  The Center “blends teaching, research, outreach, and policy 

development to educate and inform” and describes itself as “a force for changing the delivery, 

access, and financing of health care in America (The Center for Health Policy Research at The 
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Dartmouth Institute).”  To say an institution is a “force” implies that it is situated to make 

assertions about what policy action is needed and does so in its policy briefs.  However, the 

Center’s researchers and staff do not consider themselves as advocates or lobbyists but do 

propose policy solutions regarding inefficiencies in Medicare (Dartmouth Institute).   

According to translation theory and as stated earlier in this paper, the messages 

initiated by the research are “translated with stakeholders through a complex set of 

interactions, including synthesizing research [as well as] adapting and reporting findings to 

multiple audiences and contexts” (Ottoson 12).  Applying this component of the theory to the 

publications and policy briefs published by the CBO, it is evident that the research coming out 

of the Dartmouth Atlas has been synthesized with the CBO’s instructions to create applicable 

knowledge for policymakers.  In this case, the CBO acted as an effective translator for the 

Dartmouth Atlas and helped facilitate the transfer of knowledge from a narrowly focused 

academic center to broad-based policymaking in the federal government.  The interaction 

between academic research and policy research institutions for the purpose of delivering 

messages to policymakers is identified as another variable in successful transfer/translation. 

Timing as a variable in knowledge transfer and translation  

Since the Dartmouth Atlas Project began, only other professionals in health care and 

those with a penchant for policy research (often referred to as “policy wonks”) looked at the 

research.  It was not until health care costs had risen so dramatically that policymakers had to 

consider solutions to the growing problem.  To the surprise of the Dartmouth researchers, the 

Congressional Budget Office director, Peter Orszag, had independently adopted the research as 
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a cost-saving strategy for policymakers and “walked the halls of Congress” with the Dartmouth 

Atlas map (see Figure 2 for an example) that illustrated regional variation in Medicare spending 

(Dartmouth Institute).   Not only does this again reinforce the evidence of a synthesis between 

the CBO and the Atlas, but clearly illustrates that timing, as stated in transfer theory, played a 

significant role in a successful transfer of the research from one context to the next.   

The Receiving Context of Policymaking on Health Care 

The big picture of the receiving context, namely the 2009-2010 health care reform 

debate, is anything but the nonpartisan and rather dry tone of the originating contexts that 

describe the policy issue of regional variation in Medicare spending.   

Take for example how The Daily Show with Jon Stewart, a popular cable comedy show 

on current events, depicted a contrast between calm, level-headed critiques of the bill and 

rather shocking, slanderous statements made by elected officials in public forums against 

health care reform.   Stewart first explains:  

Arguments against the health care bill have typically included, “the bill is too long,” “it is 
not sufficiently fiscally responsible,” “the majority of Americans are satisfied with the 
level of health care that they already receive.”  Well, let’s see how bill opponents are 
handling their closing arguments. (Daily Show) 

A video clip from an actual news station then shows Republican Florida Representative Mario 

Diaz-Balart stating, “It is a flea-infested, tick-infested, parasite-infected, special interest-

infected, wet, smelly dog.”  Another clip shows Republican Texas Representative Louie Gohmert 

at a rally, holding the bill and yelling into a bullhorn, “I brought an abortion to show you today.”  

Representative Michelle Bachmann (R-MN) also rallies a crowd of opponents to the bill, saying, 

“Grandma isn’t shovel-ready.”  And finally, a C-SPAN clip shows Representative Gohmert on the 
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House floor stating, “This bill should not be passed by anyone unless they eat it” (Daily Show).  

Granted, this montage of clips was out together for comedic purposes and the statements are 

extreme.  But they are representative of the policy context that is a relentless battle of 

interests, power, and often-unrelated concerns that can make or break the successful adoption 

of policy research into law. 

In a non-comedic tone, the New York Times article, “Senate Health Care Exacerbates 

Partisanship,” also describes the December 2009 Senate health care reform debates as a “toxic 

atmosphere” and full of  

Nasty charges of bribery. Senators cut off midspeech. Accusations of politics put over 
patriotism. Talk of double-crosses. A nonagenarian forced to the floor after midnight for 
multiple procedural votes.  In the heart of the holiday season, Senate Republicans and 
Democrats are at one another’s throats as the health care overhaul reaches its climactic 
votes. (Hulse and Herszenhorn)   

The article goes on to report that the Democrats are convinced that the Republicans are 

committed to blocking legislative proposals for political reasons and one Republican senator 

called the Democrats’ strategies to pass the bill as “repulsive.”   

This politically charged environment is not the immediate receiving context of the 

research and the mudslinging debates are not about the research findings.  But it clearly 

demonstrates the ultimate context for which the research will have to withstand on its journey 

over the know-do gap of information translation.   
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Successful Variables and Outcomes/Indicators for Transfer/Translation  

Committee Hearings as a Channel of Communication: A Successful Outcome/Indicator 

As one of many avenues that the research on regional variation has taken in knowledge 

transfer into the policymaking context, and just one example of a committee hearing on the 

topic, director of the Congressional Budget Office, Peter Orszag gave a testimony titled, “Health 

Care and the Budget: Issues and Challenges for Reform,” before the Committee on the Budget, 

United States Senate on June 21, 2007.  Mr. Orszag’s purpose was to address four main points 

in the areas health care costs: employer-sponsored insurance, lack of insurance, prevention and 

healthy living, as well as offering policy options for the problems identified in these categories.  

After a short overview on the rate of rising costs, he briefly explores several possible reasons 

for the growth in health care spending and the relationship between cost and quality, but 

focuses the committee’s attention to “substantial geographic differences in spending on health 

care” (CBO 5).  He provides the committee with a half-page map from the Dartmouth Atlas of 

Health Care, showing the regional differences, and informs them “significant evidence exists 

that more-expensive care need not mean higher-quality care – suggesting an opportunity to 

reduce costs without impairing health outcomes” (5).  This not only reaffirms the connection 

between the CBO and the Dartmouth Atlas Project, but also provides evidence of the transfer 

of policy research as the committee was focused on the issue of inefficiency in spending.   

Pulling the lens back, the tone of the committee that day was set by the opening 

remarks of Senator Judd Gregg (R-NH), who is a ranking member of the Senate Budget 

Committee which hosted the CBO testimony.  He states, 
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We know from studies that have been done at Dartmouth, that if you look at the cost 
and utilization and quality of health care across this country, you will find that in many 
states, especially, for example I’ll take Florida, utilization is high, cost is high, and 
outcome is not that good for Medicare recipients….*a+nd I know Dr. Orszag is going to 
tell us again what the problem is, I’m  not sure he’s going to tell us what we need to do, 
we know what we need to do. The problem is we do not have, as a Congress, have the 
courage to do it.  It’s that simple. (Gregg) 
  

The Senator establishes that the research shows that a problem exists.  Where he sees 

Congress doing something about it is contingent on the courage to take action, whatever the 

action may be.  In a simplistic view, the policy research transferred into the walls of a 

committee room, and there was fidelity of the original research findings as it was conveyed by 

the CBO.  However, knowledge translation in the receiving context for utilization is the next 

direction, one that translation theory would characterize as multidirectional, circular, and 

iterative.   

As poignant, evidence-based publications and testimonies are transferred way across 

the proverbial bridge, the research gets swept up in the flurry of other issues being discussed in 

federal health care debates.  Knowledge is therefore at risk of being diluted, or to fall on deaf 

ears but if the glass is half full, the policy research on regional variation has potential to be paid 

serious attention to by key policymakers.  If courage is a variable to do something about 

inefficiencies in health care, as illuminated by regional variation, what does this courage look 

like?  And why courage?  What is the challenge up ahead?  Before navigating the roadblocks in 

utilization of the research, it is necessary to explore other indicators of successful 

transfer/translation.   
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Generalizability as a Successful Variable in Knowledge Transfer 

Successful knowledge transfer is reflected in the fact that Senator Amy Klobuchar (D-

MN) makes reference not only to the problematic effects of a lack of comparative effectiveness 

research, but directly cited the Dartmouth Atlas’ research to support her claims.  An interview 

with one of her D.C. staffers revealed two successful variables for transfer/translation.  Senator 

Klobuchar made sure that the problem of regional variation is both widespread and backed up 

by credible sources such as the CBO, thus aligning with the theoretical framework used in this 

case that states that research generalizability makes for successful transfer.  The use of data 

that is “backed up” further supports the idea that perceived objectivity is a variable in 

successful knowledge transfer/translation. 

Closing the know-do gap, as concerned by translation theory, Senator Klobuchar bridged 

the research on regional variation in Medicare spending into concerns to her constituents of 

Minnesota, referencing the Mayo Clinic.  She states on her website, “if spending for chronically 

ill patients everywhere in the country mirrored the efficient level of spending in the Mayo 

Clinic's home region of Rochester, MN, Medicare could save $50 billion in taxpayer money” 

(Klobuchar).  To illustrate the potential savings, Figure 3 shows the total Medicare spending as 

well as long and short hospital stay costs that compares the region of Rochester, MN to the 

highest spending region, Miami Florida.  The percentage difference from the highest to lowest 

total Medicare reimbursements is over 58 percent and as the Dartmouth Atlas Project explains, 

the variation is mostly due to a supply-driven health care system and discretionary decision-
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making in services.  By relating it to her constituents, she is further translating the research by 

making it relevant. 

Figure 3: Comparison of Medicare Reimbursements per Enrollee for Rochester, MN and Miami, FL.  

 
 
 

 

 

 

A Working, Political Relationship as a Successful Variable 

While she herself is not a member of the Senate Finance Committee, which has the 

power to alter Medicare funding and its structure, Senator Klobuchar pursued an alliance with 

Committee member Senator Maria Cantwell (D-WA), to advance her policy goal to incentivize 

providers who maximize quality care to Medicare beneficiaries.  Together, along with 

Republican Senator Gregg, they introduced the bipartisan legislation, Medicare Payment 

Improvement Act, in June 2009 to reward efficiency and address geographic disparities.  Such a 

relationship facilitated the transfer/translation of the research on regional variation because it 

was able to bypass the sharply partisan climate that makes it difficult to come to agreement on 

solutions let alone problem definition.  This “reaching across the aisle” demonstrates that the 

policy research had been translated beyond partisanship due to a motivation to interact with 

stakeholders in the Senate Budget Committee.  It also represented the multidirectionality in 

Region  Total Medicare 
reimbursements 

per enrollee  
(2006) 

Medicare 
reimbursements for 
inpatient long stays 
per enrollee (2006) 

Medicare 
reimbursements for 
inpatient short stays 
per enrollee (2006) 

Miami, FL 17364.42 636.38 4240.66 

Rochester, MN 7223.6 131.96 3563.57 

Percent difference 58.4% 79.3% 16.0% 

Data source: Dartmouth Atlas Project.   
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knowledge translation as Senator Klobuchar engaged across the aisle and from behind the 

committee seats as she established a relationship with Senator Cantwell of the Senate Finance 

Committee.   

Other evidence of utilization is the attention that President Obama paid to the specific 

issue of regional variation in Medicare spending.  After reading an article on the subject in The 

New Yorker, the President summoned a meeting with his aides to discuss the problem and 

made the article required reading in the White House.  Soon afterward, the President brought 

up the issue at a meeting with a dozen Democratic senators, saying it needed to be fixed.  

Congress started grappling with proposals to control the growth of health care spending and 

balancing out the inefficient variation.  Specifically, the Senate Finance Committee suggested 

reducing the variation as a way to pay for the health care overhaul, requiring a cap in Medicare 

payments to regions where per-beneficiary spending was higher than a particular threshold 

(Pear).  The New York Times article that covered President Obama’s interest in this issue also 

mentioned the Dartmouth Atlas of Health Care and summarized its findings, further validating 

that CBO had a key role in advancing the research, as it had “become phenomenally influential 

on Capitol Hill since it was popularized by Peter Orszag, as director of the Congressional Budget 

Office and then President Obama’s budget director” (Pear).   

The New Yorker article that the President read included several interviews with 

Dartmouth researchers, therefore confirming that this policy research made it to the top of 

policymaking.   This demonstrates the successful variables of knowledge translation: one being 

the synthesis of research, and the other demonstrating a channel of communication by way of a 

well-respected news article.  
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Comparative Effectiveness Research and Regional Variation in Health Care Legislation 

 It would be naive in this case study to assume that transfer and translation of the 

research and CER would reveal a satisfying conclusion for all those involved.  As I described the 

policymaking context, the expected roadblocks, contention, and debate are up ahead as the 

research gains traction in policymaking.  For the purposes of laying a foundation to examine the 

legislative debate over CER, I have to spoil the “end.”  Two key pieces of legislation did attempt 

to translate CER and the contributions from the Dartmouth Atlas into policy: the American 

Recovery and Reinvestment Act (ARRA) of 2009, and what is considered major health care 

reform, the Patient Protection and Affordable Care Act, of 2010.  ARRA allocated $1.1 billion to 

the Agency for Healthcare Research and Quality for CER but prohibits CER from basing national 

clinical guidelines or help public or private payers in determining coverage.  The final version of 

the health care reform establishes an Independent Payment Advisory Board, which will submit 

recommendations to reduce the per capita rate of growth in Medicare spending.  The Board 

would be prohibited, among other restrictions, from submitting proposals that would ration 

care.  To illustrate of the board’s power, the recommendations go into effect if Congress votes 

in support or if they do not vote on them.  If they are voted against but the President vetoes 

Congress’ vote and Congress does not find a two-thirds majority to override the veto, the 

recommendations are put in place.  The only way to avoid having the recommendations take 

place would be to have the President and Congress vote against them (Klein).   

Although not included in the final Patient Protection and Affordable Care Act, the House 

version of the bill had required the Institute of Medicine, home of the Dartmouth Atlas, to 

conduct studies on geographic variation in Medicare spending and in health care spending 
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while recommending strategies to address variation (Kaiser, “Side-By-Side”).  The Senate 

Health, Education, Labor, & Pension (HELP) Committee proposal would have established a 

Center for Health Outcomes Research and Evaluation to conduct and support research on the 

effectiveness of health care services and procedures (Kaiser).  

Before the 2009 health care reform bills generated speed through Congress, the 

Comparative Effectiveness Research Act of 2008, authored by Senate Finance Committee Chair 

Senator Max Baucus (D-MT), brought the issue to light, but his bill was not passed.  Chairman 

Baucus pursued CER again under a separate legislative bill during the development of the 

health care reform bills with the Patient-Centered Outcomes Research Act of 2009 that would 

have provided funding for CER, but it also did not pass.  

Research Transfer/Translation Meet Contention in the Policymaking Context 

Despite presidential power and the many attempts at legislative success by committees 

and individual elected officials, getting the problem fixed is not without disagreement.  The 

New York Times article quoted Democratic Senator John Kerry saying there was “too much 

uncertainty about the Dartmouth study to use it as a basis for public policy” as well as reference 

to a letter sent to the Senate Finance Committee by Dr. Langberg, senior vice president of 

Cedars-Sinai Medical Center who argued, “it is a gross oversimplification of an untested theory” 

(Pear).  Even Senator Baucus, an obvious supporter of CER, cautioned that the Dartmouth Atlas 

researchers’ proposed solution to root out inefficiencies by employing shared decision-making 

processes as politically impractical.  The Senator refers to a prevailing attitude among 

policymakers of “not in my backyard,” as to why experimenting with new solutions that disrupt 

the status quo in the lawmaker’s state or district would not go far politically.  Baucus states, 
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“policy ideas must not only be backed by force of logic; they must also be politically viable” 

(Baucus and Fowler).  Clearly, such a drastic change will disrupt the status quo, and states 

whose Medicare spending is on the higher end of regional variation will not want to risk the 

potential financial loss if the inefficiency is corrected.   While the Dartmouth Atlas research has 

had its share of technical critiques by other researchers, these and other issues are raised in the 

policymaking context, as exemplified by Senator Kerry’s comment, but broadly seen in the 

contentious debate over Comparative Effectiveness Research (CER), despite its contributions in 

social knowledge.   

A prevalent argument made during the 2009 health care debates was that CER would be 

a way to “ration health care.”  Interestingly, attempts at locating critiques from this angle were 

more readily found on the Internet when “ration health care” was searched for rather than 

“comparative effectiveness research.”  In his keynote at a Brookings Institute panel on CER, 

Senator Baucus called attention to the dispute and different versions of “Comparative 

Effectiveness Research” as he stated, 

It's a hot topic, so much so that senators on my committee on both sides of the aisles 
suggested that we stop using the name, stop calling it ‘comparative effectiveness 
research.’  They suggested that we switch to something else that is a little less 
controversial in its branding.  So we talked about this one day and I, just off the top of 
my head, said let's call it FRED.  That might be more palatable and less ominous. 
(Brookings, “Implementing” 12) 

Controversy over the term clearly shows the different perspectives about CER.  

Republican Senate Minority Leader Mitch McConnell has been a dominant voice in interpreting 

CER as “rationing,” in that using such research infringes upon a patient’s rights, and it restricts 

health care options and reimbursements, or as he often said, “cutting Medicare.”  Senator 

McConnell states, “government bureaucrats shouldn't be able to use that information to 
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determine what treatments Americans can or cannot get. That's a decision we currently leave 

between a patient and his or her doctor” (Welna).  However, no U.S. government entity 

dedicated to making decisions as to what treatments patients are allowed to receive (Welna).  

Again, the legislation in question does not provide direction for payment restrictions based on 

CER findings.   

In his critique of what is now known as the Patient Protection and Affordable Care Act, 

Senator McConnell positioned CER as a method of paying for the reform because Congress was 

“looking everywhere for the money to pay for it, even if it means sticking it to seniors with cuts 

to Medicare” (Condon).  However, at the American Association of Retired Persons’ tele-town 

hall meeting, President Obama directly countered this argument by stating health care reform 

did not include reducing Medicare benefits.  He stated, "What we do want is to eliminate some 

of the waste that is being paid for out of the Medicare trust fund that could be used more 

effectively to cover more people and to strengthen the system” (Condon).   

Such assurances were not enough for the Senator as he, along with Senators Jon Kyl (R-

AZ) and Pat Roberts (R-KS), introduced the Preserving Access to Targeted, Individualized, and 

Effective New Treatments and Services (PATIENTS) Act of 2009 that would prohibit Medicare or 

Medicaid from using comparative effectiveness research to deny coverage.  Given that the 

health care reform legislation did not direct CER to make decisions for patient care or restrict 

reimbursements, the PATIENTS Act signals that other interests may be at stake than Medicare 

recipients.  From a frame of power and capitalism, CER is a threat to medical makers and 

sellers, such as technology firms and pharmaceutical companies, who profit from inefficiency of 

overuse and variation in treatments (Avorn 1928).   
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Applying the transfer/translation theoretical framework, the debate about what to call 

CER and the use of the term “rationing health care” illustrates a renegade route off the policy 

research transfer bridge and a jackknife in the multidirectionality of research translation in the 

policymaking context.  Senator McConnell and others who share his views of CER do not fit in 

the picture of successful research translation, in that they do not share similar vocabulary 

among other stakeholders; they are primarily concerned with imposing restrictions on use of 

the research, and if the assumption of their protection of medical and pharmaceutical 

companies is correct, they are countering the actionable messages among supporters of CER 

and Dartmouth, which generally call for efficient use of resources. 

Confirmation of Governor Sebelius over CER: Opposition and Successful Translation 

The nomination and eventual confirmation of Governor Kathleen Sebelius (D-KS) for 

Secretary of Health and Human Services also brought to light the contention over CER.   Her 

confirmation opponents included Senator Jon Kyl (R-AZ) who framed his statements around 

CER, stating,  

I believe in the right of every American to choose the doctor, hospital, and health plan 
of his or her choice. No Washington bureaucrat should interfere with that right or 
substitute the government’s judgment for that of a physician…I will oppose Governor 
Sebelius’ nomination because of her insufficient commitment to these principles. (Kyl) 

The opposition of a Senator’s confirmation to a distinct position of power over CER is likely not 

the only reason for lack of support, but it signifies the presence that it has had in policymaking.   

It also shows shared vocabulary, a successful indicator of knowledge translation in the 

receiving context.  Governor Sebelius stated her support for CER in a CNN interview by 

explaining, “What we're doing, right now, is rationing quality, not cost. Higher cost does not 

translate to higher quality. We want better health outcomes for every patient” (State of the 
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Union, CNN).  In terms of the theoretical framework in this case study, she shares similar 

vocabulary, a successful variable in policy research translation, by saying, “higher cost does not 

translate to higher quality,” a statement made often by Dartmouth researchers and users of 

their findings.  With a nod to her opponents’ use of the term “rationing,” she is sharing the 

message conveyed in a New York Times article, which critiqued such perspective where “the 

choice isn’t between rationing and not rationing.  It’s between rationing well and rationing 

badly” (Leonhardt).  The battle over what to call it is one way to demonstrate that control of 

the findings, and what policymakers do with them is outside of the researchers’ hands, and 

beyond the linear, tidy transfer of policy research. 

Summary of Findings and Discussion 

This case study relied on a theoretical framework to explore the phenomena of how 

policy research is transferred and translated into the policymaking context.  Figure 4, Evidence 

of Variables and Successful Outcomes/Indicators in the Case Study, provides a summary of 

evidence of the selected variables and outcomes/indicators as guided by the framework.  
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Figure 4: Evidence of Variables and Successful Outcomes/Indicators in the Case Study   

 Transfer/Translation  Evidence from Case Study 

Variables 
that aid in 
the process 
 
 
 

Synthesis of research 
 
 
 
 
 
Improving awareness /  
Adapting findings to 
multiple audiences 
 
Generalizability 
 
 
Comparability of 
originating and 
receiving contexts 

CBO’s role as effective translator through 
repeated incorporation of and reference to 
Dartmouth findings; current need for cost-saving 
solutions; synthesis of research in The New Yorker 
article read by President Obama 
 
Despite technical issues, policy research on 
regional variation’s other use is in its contribution 
to social knowledge. 
 
Sen. Klobuchar accepts that regional variation is a 
widespread problem. 
 
The originating context can be compared to the 
receiving context but the theory did not provide 
what criteria for comparability would make for 
successful transfer of policy research. 
 

Successful 
outcomes/ 
Indicators 
in the 
policy-
making 
context 
 

 Relevant to audience  

  

  

  

 Channels of  

 communication 

  

 Similar vocabulary  

  

  

  

  

  

 Working political 
relationships / 
Collaboration 

  
 

Well-crafted publications by reputable policy 
research institutions on regional variation in 
Medicare spending and CER. 
 
Committee hearings with CBO; Publications 
 
CBO’s use of the language from Dartmouth; use of 
the terms “regional variation,” “comparative 
effectiveness research” in multiple contexts and 
by different people; Governor Sebelius’ use of 
“higher cost does not translate to higher quality.” 
 
Senators Klobuchar, Cantwell, and Gregg 
introduce Medicare Payment Improvement Act; 
Senators gather in Washington with the President 
after he reads the New Yorker article on regional 
variation in Medicare. 
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The evidence for the variable synthesis of research was strong in that several examples 

emerged, including the role of the CBO in carrying forth the research on regional variation.  This 

variable is essential in the translation into the policymaking context as no one policy should be 

based on one aspect of research, given the limitations of research.  A synthesis of findings 

offers decision-makers a broader, more solid picture of the problem since they have to contend 

with competing interests and interconnected issues.   

As for improving awareness and generalizability, this case demonstrated that research 

on regional variation has another use: contributing to social knowledge.  On their own, 

however, awareness and generalizability are incomplete variables to make for utilization of 

research on the other side of the transfer/translation bridge.  The research indeed captured the 

attention of policymakers like President Obama and Senator Klobuchar to take action in some 

way, so in that sense, I believe these were important variables in the case.  However, improving 

awareness does not guarantee action even if the message is adapted to the intended audience.  

It is possible that overcoming the limitations of time and resources for conducting this case 

study could have revealed the factors or specific steps that transpired action from their 

awareness.  I am led to wonder about the previous decisions or inclinations of President Obama 

and Senator Klobuchar that contributed to their public support of the research and subsequent 

actions.  From the case study, I will say that it is likely that having the prestigious and wealthy 

Mayo Clinic in Senator Klobuchar’s constituency led her to advocate for efficient use of 

resources and quality care, using the research on regional variation and CER, therefore 

protecting her interests as Senator. 

Transfer theory emphasizes comparability of the originating and receiving contexts, but 
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as I carried on with the case study, it was obvious that no criteria were offered to judge 

whether or not the comparison made for a successful transfer.  Initially, I was interested in the 

contrast between impartial policy research institutions and the contentious, partisan context of 

policymaking but such interest fell short without knowing more on how to compare the two 

and what the contrast meant.  Beyond a basic comparison of the contexts, I cannot answer 

what “comparability” means, because the theoretical framework lacked guidelines, therefore, 

evidence for how this variable could have aided in the process is unknown.   

This limitation, however, offers an opportunity to explore what could be the criteria for 

comparison.  Could the criteria include a stark contrast between the contexts?  I identified 

objectivity to be a variable that aided in the process to be unique to this case but it was not 

stated by the theoretical framework.  Could this aspect of the originating context have made for 

successful transfer into the more subjective policymaking context?  Why does perceived 

objectivity seemed to have aided the process?  Another criteria for comparability might be 

physical proximity, as both the CBO and federal lawmakers are based in Washington, D.C.  

Might comparability also mean that both contexts need to have a particular type of leadership?  

Share similar demographics?  Even if I was provided with criteria to judge the comparison, were 

the contexts misidentified?  If instead of where it came from, does it matter more what the 

research was about? 

Moving on to the successful outcomes/indicators, the research on regional variation and 

CER is made relevant to the intended audience.  Evidence for this was seen in the publications 

by reputable policy research institutions in targeting their audience.  From title to concluding 

remarks, the reports and committee testimonies were scripted in language that spoke to 
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decision-makers under the premise they need objective research and messages to inform their 

decisions.  With this as an indicator of success, I would have liked to explore how the targeted 

audience would judge the relevancy of the research and how it was delivered to them.  Given 

that some decision-makers rely less on research and more on personal anecdotes, might the 

preferences of the intended audience also be a factor in the presence of this indicator?  

Translation theory prioritizes changing the message over changing knowledge and fidelity, so 

further research in this case study could offer more insight into the outcome of relevancy. 

In addition to objectivity as something that made for successful transfer/translation in 

this case, I noticed that repetition did as well.  There was repetition of citations to the research 

in different reports, especially by the CBO, and repetition of its findings about regional variation 

in Medicare.  While a deeper look into the literature on translation theory could lead me to 

confirm repetition as a successful indicator (or, possibly a variable), I am surprised it was not 

mentioned in the meta-analysis of the literature I used for this paper because translation has 

such strong groundings in communication.  However, it could be that repetition is a result of 

the synthesis of research that occurred.  This leads me to think synthesis is more important than 

mere repetition as it paints a broader picture of the issue as opposed to highlighting one faction 

of research. 

Just as the Dartmouth Atlas research was transferred into the policymaking context by 

synthesizing with the CBO’s reports and committee testimonies, the issue of regional variation 

in Medicare spending in this case study was a piece of Comparative Effectiveness Research.  

CER has support in the policymaking context, confirming the increasing expectation of 

evidence-based decision-making in social policy as earlier mentioned in this paper as my 
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motivation for the case study.  It provided a niche for the Dartmouth Atlas research to transfer 

and translate into policymaking.  This is important because one concentrated area of research, 

especially one that may be technically flawed, should not be taking up time and resources of 

decision-makers without it being improved and synthesized with interconnected issues that 

also have research behind them.  This case study has also helped me realize that establishing 

familiarity with using more evidence to base social policy decisions on is important.  This is so 

that policymakers can be less subjective when it comes to closing the know-do gap on serious 

issues facing the nation.   

But just as much as CER and other dimensions of evidence-based decision-making has 

covered some ground in social policy, at least in the expectation of it, the competing interests 

in politics was obviously something to contend with in this case study.  It was evident that some 

politicians challenged the inclusion of CER in federal health care reform and renamed “rationing 

health care.”  This may seem like an antithesis to utilization of CER but I would say that it is 

actually another version of utilization.  It is clear that denouncing CER and calling it something 

else did not fit in the theoretical framework, however, the use of CER by its challengers was 

likely to stall the health care bill, rally to get people opposed to it, block the nomination of an 

opponent, and so forth.    

While CER was used as a scapegoat, I think more evidence-based decision-making is a 

threat to a precedence of basing social policy decisions on values and relationships of power.  I 

do not believe that values should be eliminated; they are essential in our society.  However, I 

am lead to question the sustainability of transfer and translation of research into the 

policymaking context if values that lack reason are the dominant ingredients in social policy.  
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Even as the expectation of evidence-based decision-making increases, “how and when research 

has an influence on policy seems to depend largely on the political agenda and ideology of the 

government of the day” (Weiss et al). 

Recommendations 

Emerging from an interest in evidence-based decision-making in public policy, this case 

study explored the phenomenon of knowledge transfer and translation from policy research 

institutions to the policymaking context.  Successful variables, outcomes, as well as concerns 

with the theoretical framework were identified while political values and power dynamics were 

made apparent in the process of transfer/translation.   

But what can this case inform policy researchers and policymakers as to where to go 

from here?  The following recommendations are to strengthen evidence-based decision-making 

(EBDM) in public policy: 

1. Policy research institutions should prioritize synthesizing research.  To provide 

policymakers with a more comprehensive view of an issue, policy research institutions 

should look to the Congressional Budget Office’s approach to integrating research 

findings.  The CBO connected the Dartmouth Atlas findings to multiple areas of health 

policy and involved the research in discussions of cost control in Medicare.  Repeated 

integration and pooling of research from other sources strengthens the message and 

brings the issue into a broader context.  By synthesizing research, it will also aid 

institutions in minimizing the concerns over some of the technical issues in a particular 

study as the merging of several sources helps to support the overall findings and 

advance social knowledge.  
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2. Avoid limiting collaboration with existing EBDM supporters; Collaborate with likely 

opponents to EBDM.  For policymakers who want to strengthen and broaden the 

acceptance of EBDM in government, they should collaborate with likely opponents to 

identify the issues they have with basing more decisions on evidence and less on values 

or political agendas.  Collaboration such as inviting likely opponents to a discussion or 

panel presentation on the use of EBDM or working one-on-one with such individuals to 

develop trust and rapport.  Whatever form is needed for the best outcome, 

collaboration will minimize pushback, increase the use of EBDM (Patton), increase 

familiarity with EBDM, and provide an opportunity to address possible implications of 

EBDM early on in policymaking.   

3. Reason values through the rigors of qualitative and quantitative research.  Evaluation 

theorist Ernest House developed what he calls a “deliberative democratic view” which is 

characterized by inclusion, deliberation, and dialogue.  Such perspective is concerned 

with leveling power for all those involved and it emphasizes that facts and values are 

not completely separate from each other.  He asserts that disagreement in values does 

not mean one side cannot be right or wrong; values can be assessed for their rationality 

and legitimacy in discovering truth (House).  This recommendation would particularly 

serve congressional committees in balancing value-based and evidence-based 

approaches in policymaking deliberations as values will always remain the policymaking 

context.   

4. Evaluate the effectiveness of the Independent Payment Advisory Board (IPAB) and the 

Agency for Healthcare Research and Quality (AHRQ) in carrying out their respective 
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mandates and reducing Medicare costs.  The IPAB is mandated to submit 

recommendations for reducing the per capita rate of growth in Medicare spending and 

holds significant power in putting them in effect.  The AHRQ was given $1.1 billion for 

Comparative Effectiveness Research (CER).  Both the IPAB and AHRQ should be 

evaluated for meeting their goals and impact on cost efficiency and quality 

improvement in health care.  If carried out according to the professional standards of 

evaluation, it would provide evidence to decide if these two legislative decisions were 

conducive to the needs of the federal government in addressing cost inefficiencies and 

concerns with the quality of health care.  
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