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“Knowledge translation” is the latest in a long line of efforts
to “translate research into practice,” motivated by multiple
observations that clinicians’ behaviors are often unmoved by
“evidence”1-3 and unaffected by guidelines.4,5 In this issue of
Annals, 2 articles highlight different aspects of this problem.
Hurley et al6 report an examination of the factors affecting
emergency physicians’ failure to adopt the routine use of spacers
and metered-dose inhalers in asthma, despite a long stream of
research reports and exhortation; and Wright et al7 report an
organized attempt to develop a department-level system for the
translation of evidence-based knowledge into a standardized
practice system, using asthma care as an exemplar.

The essence of these 2 articles, and others like them, is to
ask, Why aren’t those clinicians out there paying attention to
what we’re doing? This is basically an act of projection by
academic medicine. Recognizing that clinicians are not eagerly
incorporating research findings into their practice, researchers
glibly assume that the problem could not be with the research
but must lie externally, in the “resistance” of clinicians.

In response to this phenomenon of resistance, universities
and funding agencies send out squads of researchers and embark
on change programs, to study, explain, and modify clinicians’
seemingly perverse, aberrant, and irrational behavior. But as
others have suggested,8 the phenomenon that actually needs
explaining is the behavior of the medical professoriate; it is
clinicians who should be sending out researchers to try to
understand why there are pockets of people (mostly in universities)
who believe that their abstractions are useful guides to a complex,
highly contingent, conflicted, constrained, and messy world.

The rhetoric used in these discussions bears examination;
typically, the issue has been framed as “translating
research/knowledge/evidence into practice/action/change.” This
bears a remarkable resemblance to the rhetoric of colonialism, in
which the imperialist masters expressed a perceived need to
bring a simplified version of, say, western civilization to the
childlike locals (who, ungratefully, seemed not to appreciate it).9

“Translation,” of course, implies that the material to be
transferred is foreign, inherently different and difficult to
comprehend, especially for the recipients. The implication here

is that research is too sophisticated and complex for
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practitioners to understand directly, so there is a need to make it
easy for them, to compensate for their ignorance. The possibility
that it is we as researchers who are ignorant of the clinicians’
context, needs, and constraints is never raised; translation here is
unidirectional. And the idea that this material needs to be
“inserted into” practice (whether practice wants it or not) is, to
put it gently, the rhetoric of physical violation (Leif Solberg,
oral communication, January 2003).

Something may have been lost in the translation of research
into practice, but we should consider the possibility that it is the
research community that is lost. Research fundamentally values
knowledge for its own sake; practical applications are nice but
not essential in the deepest sense. The desire to have practical
impact is understandable but not fundamental, and trying to
force impact is futile. Nothing can be gained by further
perseveration in asking why clinicians fail to adopt research
recommendations. Progress may come from asking, instead,
why research is failing to provide useful answers to questions
important to clinicians.

Although there are many potential reasons for this failure, 2
have received little attention: the “messiness” of clinical work
and the malign influence of Taylorism.

THE MESSY DETAILS
When confronted with an unruly, complex domain, researchers

naturally tend to simplify their problems by bounding out the
messy details; this approach is efficient but also risks producing
keyhole views of clinical work that, for all their internal validity,
lack a practical validity as representations of the clinicians’ world.10

When the messy details that have been excluded are important in
making things actually work, then the research leads to
irrelevancies. For example, Boyd
et al11 reviewed evidence-based guidelines for the 15 most common
chronic diseases, published by national and international medical
organizations, and found that, for an elderly woman with 5
common conditions (chronic pulmonary disease, type 2 diabetes,
hypertension, osteoporosis, and osteoarthritis), applying all the
evidence-based guidelines would require her to receive 12 drugs
(costing about $5,000 per year) and a complicated
nonpharmacologic regimen, simultaneously exposing her to more
than 20 drug-drug, drug-disease, and drug-diet interactions. By
bounding out the messiness of the clinical world (in this case, the
reality of patients with multiple comorbid conditions), the

guidelines have become useless, if not ludicrous.
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The ironic contradiction between the 2 articles published in
this issue may have originated from this bounding-out process.
Hurley et al6 advocating increased use of metered-dose inhalers
with spacers (a common academic position, although the
evidence supporting it may not be as strong as the advocacy
suggests), whereas the elaborate superstructure for moving
evidence into practice reported by Wright et al7 resulted in . . .
a decrease in the use of metered-dose inhalers. The reasons for
this unexpected result are not clear but likely lie in the messy
details of clinical work that were brushed away in producing the
master plan for rational asthma care.

TAYLORISM
“Taylorism” is a highly rationalized approach to management

espoused in manufacturing settings by Frederick Winslow Taylor
around the turn of the century.12 Modestly called “scientific
management,” it had many characteristics in common with today’s
efforts to improve the quality, efficiency, and evidentiary basis of
medical practice: a hubristic, muscular belief in scientific
modernism; the separation of planning (done by an elite group)
from execution (done by ordinary workers); a valuing of abstract,
theoretical models (“the one best way”) over informal, front-line
experience; and the use of organizational and social authority to
enforce these views. Because health care is roughly 100 years behind
manufacturing in the process of industrialization,13 the appearance
of Taylorism in the clinical world is just about on time. In health
care, the manifestations of Taylorism include, among other things,
the evidence-based medicine and practice guidelines movements.
Together they show the separate planning of work (eg, protocols,
guidelines) by an academic elite; the desire to “. . . obtain complete
compliance with standardized care, exceptional circumstances
notwithstanding”7; and the enforcement of those plans from within
(eg, physician-specific report cards7) or without (“pay for
performance” and similar schemes14). Taylorism meshes nicely
with the scientific positivism that underlies most medical research,
but their combined effect is to lead both research and
management into programs that are highly rationalized and
abstracted, internally consistent, but potentially uninformed
by an external reality; hence, the need to translate them.

Taylorism ultimately failed in manufacturing, although strong
influences are still present in our economic and business
systems.15,16 Thus, we might expect medical Taylorism to similarly
founder or be subverted because the models of clinical work
inscribed in these systems clash too strongly with the realities of the
clinical workplace.17 Therefore, we should not expect the
applications stemming from these efforts to result in the ideal,
rational pathways they were proposed to be, requiring clinicians
only to feed in data and occasionally fill in some details. Someone
will still have to do the ad hoc, variegated work of managing
patients’ trajectories. This is not a deplorable outcome of
“corrupting” processes or clinical resistance; it is the only way to get
them to work in the first place.18
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