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Abstract
Objective This study presented a research methodology used to prepare the proposal of assumptions
regarding the strategy for preventing blood-borne diseases in Poland. 

Methods The project was carried out from 18th July to 30th November 2016. The tasks under that project
were assigned to an outsourcing company to avoid the tendency in respondents’ answers. The research
was divided into three stages. The �rst stage diagnosed the problem from the perspectives of service
providers, practitioners, and epidemiologists – persons who encounter problems related to blood-derivative
infections at work. The second stage involved analysis at the level of local and country health policy – the
institution of supervision, authorities, and administration through the engagement of experts, and public
healthcare specialists. In the third stage, decision makers were interviewed (key representatives– that is, the
opinions of leaders were sought) and asked to summarize and de�ne priorities regarding conclusions
determined in the earlier phases of the project, i.e., during the �rst and second stages.

Results The �nal output of the entire project is a list of key problems/challenges and solution proposals
associated with medical and nonmedical services that are connected to the breakage of tissue continuity.

Conclusions Results composed from the multi-stage survey regarded proposed assumptions for the
strategy for the prevention of blood-borne infections in Poland. Statistical data allowed the assessment of
the health effects, while the methodology applied also allowed diagnosis of the processes leading to these
effects.

Funding This study was supported by a Swiss Contribution and Ministry of Health grant (KIK35).

Background
Many researchers in public health have reported the problem of a gap between science, practice, and
politics. Policymakers’ decisions are a result of their goodwill, knowledge, and social and economic
pressure. What is optimal is to make decisions based on scienti�c circumstances and facts; however, in
practice, this is not always feasible. Another problem for a conscious approach to politics and decision-
making in the �eld of healthcare is that the effects of actions are shifted in time, whereas costs exist as
early as at the stage of preliminary analyses and for the preparation of a strategy. Therefore, exceptional
arguments on the part of researchers are needed (theory and practice) to persuade brave and visionary
politicians to make decisions the effects of which will be visible after their tenure ends.

Information is a crucial element in decision-making [1-3]. When program proposals are prepared, attention
should also be paid to the element of participation of the people concerned with an analytical and decision-
making process and social consultancy that facilitates the preparation of a program proposal and meets
the highest expectations yet does not guarantee success. Therefore, as an argument for the opponents of
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evidence-based public health, the intention of the current authors is to present a possible method that
reduces the gap between science and politics through a scienti�c approach to problem-solving.

Many researchers and conscious politicians believe that it is necessary to involve several stakeholders in a
decision-making process [4,5]. Likewise, a preliminary de�nition of rules about the directions of reasonable
decisions, related to the current knowledge about clinical sciences and public health, has also become
tremendously important [6-9].

The objective of this article is to present a method for a multi-stage process of analysis using qualitative
studies supported with evidence from quantitative analyses to prepare assumptions for a political strategy
proposal (priority of goals). It aims to prepare a foundation for the analysis of related problems (proposal
for the strategy).

 

 

Materials And Methods
This study was of a qualitative nature and was proceeded by a pilot study [10,11]. It was approved by the
Research Board of the National Institute of Public Health. The study protocol guaranteed voluntary
participation and the anonymity of all experts. Informed consent was obtained from all participants.
Opinions were obtained from a broad group of experts and practitioners throughout Poland whose views
might be helpful in advancing the development of a blood-borne infection prevention program. The
following topics were focused on: the problem of reducing the risk of infections in services/procedures
connected with abrasion and damage of tissues, and the risk associated with the spread of infections and
protection of staff and clients/patients.

The data obtained were divided into four topic areas related to the following: organization and
management, legislation and regulations, education, and �nancing. Three groups of experts were invited to
participate in this research project: practitioners, employees of supervising authorities (administrative
supervision) at the regional level and policy-makers at the national level (central), and opinion leaders. A
qualitative study was carried out in the form of a two-panel internet discussion, and a focus group interview
(FGI) was conducted with each of those groups. These tasks were outsourced to an independent research
agency that performed them using an online tool (IdeaBlog).

The information collected together with supporting data (i.e., statistical �gures, information on program
implementations, results of supervision, control over the healthcare and nonmedical services sector, etc.)
does not re�ect only the status of social awareness. The substantial results of the project on blood-borne
infections provided up-to-date and extensive research output material clarifying various aspects of
infection risk in both healthcare and nonmedical services by considering many perspectives. Data obtained
at the subsequent stages of the project represented the opinions of service providers, clients, and public
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payers of services and were used to select and identify priorities (Figure 1). This was essential in
developing the proposed assumptions for the blood-borne infection prevention strategy.

 

 

Procedure

Identi�cation of the problem

The �rst stage of this research project was carried out between July 18 and August 20, 2016. The following
practitioners were invited during this stage: experts, epidemiologists, and service providers whose daily
work is associated with the risk of blood-borne infections—both exposure to the risk and risk generation.
The perspective of an authority that controls the observance of regulations regarding the minimization of
that risk, i.e., Sanitary Inspectorate, was also obtained. They were invited using a list prepared by the
National Institute of Public Health; the o�cial invitation contained a presentation of the research project, its
objectives, and a kind request to participate in it. Anonymity was guaranteed to all participants. Of the 80
people who were invited, 42 participated in an internet forum for �ve days. The main reason for refusal to
participate in the study at each stage was an excessive number of other obligations, which made it
impossible for them to be completely involved in the project. Throughout the study period, the invited
experts were given two questions every day through which they were asked for their opinions. For each
task, the necessity to support answers with evidence was emphasized; for example, from practice, �gures,
statistical data, and particular examples re�ecting problems and good practice. The results thus collected
were veri�ed through supported material, and they constitute an extensive collection of research material
that was arranged in a SWOT analysis and used in a form veri�ed for the subsequent second stage.

 

Identi�cation of the process and proposed solutions

At the second stage, the following representatives of supervising authorities participated in the study:
representatives of state administration authorities, medical center managers, experts from academic
centers, and specialists and experts in the �eld of public health. Of the 125 people invited to participate in
the second stage of this research project, 41 took part in it. The research methods were similar to those
used in the �rst stage; however, the pro�le of the group of experts was different. Information was gathered
between September 5 and November 7, 2016. Participants received one topic per day for �ve days and were
asked to express their opinions regarding the topics. Figures and data collected this way and veri�ed (from
the �rst stage and from the second stage) constituted a basis for the subsequent analysis: information
selection and emergence of new aspects from the perspective of risk management. In the analysis, the
obtained information was assigned to the following topics: management, legislation, education, and
�nancing. The information was synthesized, and 33 postulates were proposed that formed the basis of
discussion for the third stage of this research project.
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Priorities of tasks and problems

An FGI that summed up the �rst and second stages of this study was completed on November 30, 2016, at
the National Institute of Public Health in Warsaw. FGIs are a qualitative method used to discuss particular
themes in a group of invited participants in an open atmosphere; the proposed scenario was prepared
earlier [12,13]. The meeting was attended by opinion leaders—representatives of patients, service providers,
public payers, the Agency for Health Technology Assessment and Tari�cation, and the Ministry of Health.
Participants did not have to represent similar standpoints; the purpose of the meeting was not to identify
solutions but to understand various perspectives so that they could be considered at a later research stage.
The meeting was discussion-oriented and not debate-oriented, despite the existence of many sensitive
areas. There was a moderator whose role was to create conditions favorable for discussion. Since this was
supposed to be a panel discussion with a group of key decision-makers to sum up the two earlier stages of
this research project, based on the �ndings obtained in the earlier stages, 33 proposed solutions were
prepared (divided into four categories: legislative, educational, organizational, and �nancial) and sent by e-
mail to the experts invited to the discussion before the meeting so that they could adequately prepare for
the discussion. At the meeting, participants were asked to prioritize the 33 proposed solutions.

Fig. 1. Project Scheme – Research Project Stages

In the third stage, 26 postulates were adopted and prioritized according to the credits assigned to them by
respondents. In this way, the problem-postulates were assigned a rank. In the �rst group of most important
priorities, i.e., high number of credits (11-18), four postulates were included. In the second group of
moderate priorities (4-7 credits), there were seven postulates. Finally, in the third group of low importance
(1-3 credits), 15 postulates were included and seven were rejected. In addition, in the prioritization of tasks,
like in the earlier stages of the research project, the adopted topic areas were allocated into legislation,
education, organization, and �nance.

 

Discussion
Due to the research assumptions and the practical, applicable nature of the research, a qualitative method
that enables the collection of various opinions, evidence, and postulates from all stakeholders was
selected. This approach is in line with the new method of managing public health proposals; qualitative
methods provide participants with a space for free expression of thoughts, but they are still based on
evidence. The techniques and web tools employed in qualitative research also provide a space for
discussion and exchange of opinions (time for other consultations and �nding evidence, and protecting
anonymity) to obtain responses from participants, re�ecting not only directions for their views (what they
�nd to be positive or negative) but also substantiation of their views (why they think in that way) supported
by examples/evidence. Therefore, the application of free techniques was necessary.
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Unlike standard interview techniques, these techniques enable a �exible reaction to participants’ responses
and the expansion of resultant information. In the �eld of public health, qualitative techniques comprise an
additional, valuable source of information that enables the rationalization of a decision-making process,
provides an opportunity to take a broader view of the problem, and includes other stakeholders in the
interpretation and decision-making process [14-18]. The online platform IdeaBlog, proposed by a research
company, turned out to be a good research tool. The evaluation of reliability/quality of analyses is usually
based on data from quantitative research. For example, known methodologies such as GRADE and AGREE
are largely related to the implementation of results from other studies into policy [19-22]. In the analysis of
data, especially in relation to the assessment of e�cacy and safety of treatment, these studies are of
indisputable importance. Relatively less importance has been attached to qualitative studies, which also
require different methodologies and indications for their application. An ideal solution is to reach a
consensus and apply analyses combining simultaneous analyses of qualitative and quantitative studies in
the development of recommendations, as shown by the fact that the analyses of these approaches are
differentiated.

The methodology of the multi-stage process of research and analysis presented in this article combines the
approach of qualitative data research with selective analysis of quantitative data (statistical data, research
results and expert opinions, case studies, publications, etc.), which were a condition of the �rst and second
stages. The project included a sequence of diagnosis of the situation (results from the �rst stage) and
diagnosis of decision-making processes (results of the second stage), and a discussion on a coherent
catalogue of the developed data of the �rst and second stages (results of the third stage). At each stage of
the study, there were references to the practical links between theory and practice, both at the stage of
problem diagnosis and at that of programs/procedures. This research approach is consistent with the
opinions of many other researchers and includes both the creation of recommendations and their updating
based on data.

The present analysis, divided into status diagnosis and decision-making processes, was an attempt to
systemize information about the extent of risk associated with blood-borne infections, and the essential
stages of analysis for the preparation of further stages—proposed solutions. This is consistent with a
methodological “mixed research approach” represented by other researchers in the �eld of public health
and healthcare policy [23-27]. The �rst and second stages of this research project were carried out using
forum methodology/discussion (IdeaBlog). No quantitative methods were employed since the objective of
this study was not to measure the scale (number) of a phenomenon but the extent to which the identi�ed
problems and opinions are repetitive in the group of participating experts. However, respondents were
asked for their opinions with supporting evidence in the form of statistical data and other sources. First, the
present researchers collected qualitative data and �gures and diagnosed the status of knowledge (practical
and theoretical) and the functioning of the system of services with regard to a problem researched. The
research web tool provided the possibility of ensuring respondents’ anonymity and respecting their
preferences concerning the time and place of the interviews. The anonymous interviews were supervised.
An additional advantage of the website interview-research blog was the possibility of mutual discussion
between respondents on selected topics and adequate time for collecting evidence for external
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consultations. In the �nal stage, collected data on the diagnosis of the system and assessment of the scale
of the risk of blood-borne infections was systematized, and priorities were identi�ed through ranking. In
terms of public health evidence, the results of this research project, in the form of extensive reports from
each research stage, were submitted to the Hepatitis C-virus Project Board to propose a new strategy. These
reports were also presented to all stakeholders as a source of information on the issue of blood-borne
diseases in Poland. The selection of solutions resulted from substantive reasons (i.e., the intention to
collect possibly the most extensive material about the foundations and the actions taken by various
institutions in the context of the prevention of blood-borne infections) and organizational and technical
reasons (since the target group covered and represented various regions in Poland, as well as people with
different professional backgrounds and responsibilities).

Summary And Conclusion
A three-stage research approach based on results of qualitative and quantitative research evidence is
presented. In the �rst stage, the risk of infection in services was assessed. In the second stage, infection
risk issues related to processes and procedures were evaluated. In the third stage, decision-makers were
asked to summarize and prioritize the lessons learned from the earlier phases of the project. The
impartiality of the investigation was guaranteed by the independent research organization carrying out the
surveys. Additionally, new techniques were applied that guaranteed anonymity according to the project
protocol. Economic realities and the dynamics of changes in the �eld of epidemiology as well as pressure
from patients/clients/service providers, who are aware of the risk, provide the possibility of numerous
decisions. This is a privilege of democracy, but it also increases the obligation of experts to prepare
recommendations to make research tools reliable and credible and to give broader insight into the problem
being studied.

This research project also has a limitation, which is important to note here. The detailed analysis did not
consider current regulations or organizational and �nancing structure; instead, it only indirectly referred to
the opinions of experts and the information provided by them. A substantial research limitation was
resignation of invited experts from full-time participation due to their professional duties. Some experts
refused due to doubts concerning the possibility of political persuasion and limitations in the
implementation of prepared proposals. In addition, the system of motivating participation in the survey was
insu�cient, although it was voluntary and not accompanied by any �nancial compensation.

Nevertheless, the �ndings of the present study are signi�cant and provide directions for further research. In
the future, the current authors will verify the extent to which the present results contributed to
improvements in the �eld—for example, health condition in terms of blood-borne infections—and whether
the presented method of priority selection will �nd supporters (social consultations and acceptance).

 

Key messages
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1. Evidence-based public health is routine. There is also an ongoing need to seek methods for evaluating
the effects and processes of action taken in management in public health. A standard sentinel system
and epidemiological research provide strong statistical evidence and are the basis for rational
decision-making. Improvement of the quality of statistical data and the need to broaden knowledge
with new and better diagnostic tools inspire the search for better qualitative and quantitative methods
in public health. This is particularly important in areas of public health in which there are similar risks
and different approaches in terms of prevention as well as different legal responsibilities.

Another challenge was to look at the problem of blood-borne diseases from the perspectives of medical
and non-medical services, and the application of the presented methodology was designed to help answer
the question of whether a more careful approach to the prevention of blood-borne infections can be
observed in the medical services sector. It is possible to implement such an approach in the non-medical
services sector and to more closely examine the systems of medical services for indications of areas where
the functioning needs improvement in order to guarantee greater safety (prevention) and adequate
disruption of the transmission chain of infections.

1. The methodology applied in this study allowed for a detailed analysis of the problem of infections in
services related to tissue discontinuity. The combination of qualitative and quantitative methodologies
and an attempt to �nd optimal solutions were assumed to be useful for the development of a strategy
for the prevention of blood-borne infections. The methodology applied and the results obtained also
inspired changes in the education programs for employees in both the medical and non-medical
service sectors in terms of the prevention of blood-borne infections. This is allowed the consolidation
of various professional and social environments in order to reach a common consensus regarding the
development of an infection risk reduction program.

From the perspective of public health, it is important to understand the limitations and capacity for action,
as well as to maintain updated information on risk.

1. The report from the tri-stage analysis was presented for decision-makers at various levels of
management (in the medical and non-medical service sectors). The proposal for a health policy
prevention strategy for blood-borne infections was then prepared with input from the research. The
policy included extension of education programs based on analysis and educational material in direct
e-learning. Additionally, specialized training programs for nurses were amended, indicating the need to
modify the training programs for other professional groups.

 

Abbreviations
SWOT - Strengths, Weaknesses, Opportunities, Threats

FGI – focused group interview
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KIK35 – project �nance acronym

GRADE - Grading Recommendations Assessment and Development Evidence

AGREE - Appraisal of Guidelines for Research & Evaluation
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Figure 1

Scheme – Project Stages (target groups, methods)


