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From Research to Implementation – Building
a Bridge between Science and Practice

1 TURNING EVIDENCE INTO PRACTICE AND POLICY:
PRE-REQUISITES, PITFALLS AND PROSPECTS

Adnan A Hyder. Professor and Director, Johns Hopkins International Injury Research Unit,
USA
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Injury Prevention and Safety Promotion have a rich history of
evidence based practice and policy making especially in high
income countries. However, as the burden of injuries has become
recognised as a global public health priority, critical needs have
appeared around: 1) generating evidence for implementation of
interventions; 2) ensuring use of existing evidence for policy and
practice; and 3) understanding pathways of evidence to policy
especially in low and middle income countries. This presentation
will explore these gaps by first acknowledging appropriate theo-
ries to help explore the evidence to policy nexus with global
appeal; and then present frameworks that might assist with
informing the research to policy process. The talk will present
examples that illustrate how evidence have been translated into
injury prevention policies and practice in global and national
health and development sectors and reflect on the lessons learnt
from such experiences. This analysis will end with suggested prin-
ciples which might impact current and future attempts to turn
evidence into injury prevention practice and policy with a special
focus on low-and middle-income countries.

2 SUICIDE PREVENTION IN FINLAND

Timo Partonen. National Institute for Health and Welfare (THL), Finland
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The story begins in the 1970s, when there was a Parliamentary
Committee which had a focus of national health policy discussion
on suicide and produced a report. In the early 1980s, the deci-
sion of the Minister of Social Affairs and Health started the plan-
ning of a nationwide suicide prevention program. The program
had the research phase (1986–1991) which was coordinated by
National Public Health Institute (KTL) and based on the situation
analysis, detailed information, and original data on suicides. To
this end, all the 1397 deaths from suicide in Finland during a
period of 12 months were assessed with the psychological
autopsy method which collected and analysed all the information
available for each case.

These data found that 93% suffered from a mental disorder
and 88% had co-morbid conditions (more than one disorder at
the same time), and that depressive disorders (59%), alcohol use
disorders (43%) and personality disorders (31%) were the most
prevalent mental disorders. The data-driven recommendations
were thereafter locally applied for the implementation phase
(1992–1996) which National Research and Development Centre
for Welfare and Health (STAKES) coordinated. Professionals
were mobilised across sectors and training was organised
throughout the country. Work practices were developed and tail-
ored to strengthen the implementation in some areas, guidebooks
and good practices were produced, and the newsletter for feed-
back to the project was actively edited and circulated.

During these years the decreasing trend in suicide mortality
started, and according the internal and external evaluation the
program managed A) to change work practices of professionals,
especially in the primary health care, B) to change the way sui-
cides were reported in the media, and C) to reduce suicide mor-
tality (–11% from 1986 to 1996, or –16% from 1992 to 1996).
The current situation is that the suicide mortality has thus far
decreased by 51% from 1990 to 2014 (from 30.0 to 14.6 per
100,000).

Today, the work continues and we need to intensify our meas-
ures for suicide prevention, and the current activities are, e.g.,
KiVa school which includes 90% of all the comprehensive schools
and targets against bullying, Good Hunting Mate! which provides
psychosocial support targeted at members of hunting clubs, and
Time Out! which provides psychosocial support targeted at men
exempted from military or civil service. Current Care Guidelines
by the Finnish Medical Society DUODECIM which in 2013–
2015 have been published for bipolar disorder, borderline per-
sonality disorder, depression, eating disorders, insomnia, post-
traumatic stress disorder, and schizophrenia give support to these
activities. Further support was also provided by EUGENAS which
in 2012–2014 exchanged the best practices for suicide prevention
and produced the general and school-based guidelines, and the
toolkits for the workplace and for media professionals.

3 IMPLEMENTING RESEARCH INTO PRACTICE

Vicky Scott. Clinical Associate Professor, University of British Columbia, Canada

10.1136/injuryprev-2016-042156.3

Overview There is a growing body of evidence that shows that
simply having strong evidence in support of a given intervention
does not necessarily mean that that intervention will be success-
fully implemented.

Findings from the National Implementation Research Net-
work reveal four main reasons why proven evidence-based inter-
ventions do not produce results as intended:

1. What is known is not what is adopted
2. What is adopted is not used with fidelity
3. What is adopted is not sustained for long enough
4. What is adopted is not used on a scale that would have a

broad impact
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