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Abstract

Objective: Significant investments to address childhood opesiquire that we understand the
factors that facilitate the use of research amandip health practitioners in order to support
evidence-informed strategies. Therefore the oljedf this study is to understand the role of
the interactive support of the SHAPES-Ontario Krenge Exchange Extension (KE Extension)
on evidence-informed knowledge use concerning yphbtrsical activity in public health. The
interactive support is defined according to thremponents: 1) Collaborative Partnership, 2)
Community of Practice, and 3) Knowledge Broker.

Methods: Two different groups of Public Health Organisatiovere selected. The Intervention
group consisted of two Ontario Public Health Ufitsn the SHAPES-Ontario KE Extension.
The Comparison group consisted of one Ontario Budialth Unit and one Manitoba Regional
Health Authority. The Comparison organisationsmd have the intervention of the KE
Extension. Semi-structured interviews were conelligtith approximately four to five staff

from each organisation. Qualitative analysis idieat instances of evidence-informed
knowledge use, interactive processes and othesrfatttat influenced knowledge use related to
youth physical activity in public health progranaphing and decision-making. This resulted in
comprehensive case studies for each organisa@iooss case analysis identified the dominant
similarities and difference in the factors thatuehce evidence-informed knowledge use across
the organisations and how they inter-relate.

Results: The cross case analysis indicated that having ad¢odecal youth physical activity
surveillance data (e.g., SHAPES data) was the mysirtant facilitator of evidence-informed
practice. Interactive processes, specifically wagkgroups, partnerships, and knowledge
brokers, were found to be an important factor ectbs fours organisations. These interactive
processes were found to have a reciprocal reldtipingith the information source and the
context for sue, further facilitating evidence-infeed knowledge use. The specific interactive
mechanisms of the KE Extension did not emerge fifeerdata, as the intervention was not
intensive enough compared to the other activitigsimthe Intervention organisations.

Conclusions:Providing public health practitioners with acces$otcal and relevant research
evidence, coupled with intensive, sustained, amsistent interactive support for planning and
decision-making may be effective at encouragingawe-informed practice related to youth
physical activity.
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1 Introduction and Overview

1.0 Chapter Overview

The following chapter illustrates the overall cotior the proposed thesis. The chapter
addresses the dramatic rise in childhood obesityré implications of childhood obesity,
and the strong correlation to physical inactivityhe chapter also provides an overview of
the current context of childhood obesity strategieSanada. Based on this, the chapter
addresses the need for evidence-informed publithhpeactice in order to affectively

address this growing epidemic.

1.1 Prevalence of Childhood Obesity

Obesity rates are climbing at an exponential ratelave reached epidemic proportions
worldwide (WHO, 2003). Throughout the 1980-90te prevalence of overweight and
obese children increased two to five times in deyedl countries, and almost fours times in
developing countries (Flynn et al., 2006). Considgall of the developed nations, Canada
has one of the highest rates of childhood obebir(ifield, 2007). Approximately 26% of
Canadian children, aged 2 to 17, are classifiaavaswveight or obese (Merrifield, 2007).
The prevalence of childhood obesity has been chgibiver the years. According to the
Health Behaviour in School-age Children (HBSC) Syrwthe number of obese children and
youth increased by 35.7 per cent from the 2008&¢a2006 survey (Canada’s Report on

Physical Activity for Youth and Children, 2007).



1.2 Future Impact of Childhood Obesity

The burden on health and social systems due tuthee health outcomes of childhood
obesity is concerning. It was estimated that tteemic burden of obesity in the Canadian
population was approximately $4.3 billion dollanstihe year 2001 (Katzmarkzyk & Janssen,
2004). Given the dramatic increases in obesitg,likely that this is an underestimate of the
current costs of obesity. In 2000, the World He&tganization recognized that childhood
obesity would significantly contribute to the préarece of chronic diseases in the global
population (WHO, 2000). Childhood obesity is assi@e with an increased risk for
developing numerous chronic diseases in early ladodt, such as various forms of cancer,
cardiovascular disease, type 2 diabetes, hypedensnd even mental health problems

(Lobstein, Baur, & Uauy, 2004).

1.3 Relationship between Childhood Obesity and Physicahactivity

Childhood obesity is a complex, multifaceted heatihcern. One of the most prominent
factors contributing to childhood obesity is phgsimactivity (DuBose et al., 2007). Results
from the Canadian Physical Activity Levels Amongutlo (CAN PLAY) Survey indicate

that 91 per cent of Canadian children and youthataneet the 90 minutes per day of
moderate to vigorous physical activity, outlined®gnada’s Physical Activity Guides for
Children and Youth (Active Healthy Kids Canada, Z00Considering the strong association
between childhood obesity and sedentary behavioaligborative and immediate action
must be taken by all stakeholders to find effectiad efficient approaches to increase

physical activity, in an attempt to reduce the ptemce of childhood obesity.



1.4 Current Context for Physical Activity Population Interventions across Canada

Recognizing both the economic and public healtldé&arelated to physical inactivity and
childhood obesity, child and youth physical actinas become a major priority at all levels
of the Canadian government (Coalition for Activeihg Strategy, 2004). In an attempt to
reduce this burden, the federal, provincial, amdttgial governments have adopted a goal to
increase physical activity levels by 10 percergach jurisdiction across the Nation by 2010
(Canadian Lifestyle Research Institute, 2003).a4ssult, each province and territory has
developed formal physical activity and healthyriyistrategies in order to achieve this goal
(Intersectoral Healthy Living Network, 2005). Exales of current provincial strategies
include the following.
» Ontario Active2010 provides opportunities to papate in daily physical activity
and high-quality sport activities.
» ActNow BC targets multiple risk factors for chroniseases, with a particular
emphasis on physical activity.
» Alberta has introduced Daily Physical Activity liaitives in their schools, which
requires a minimum of 30 minutes of physical atyivi
» Healthy NB (New Brunswick) En Santé which encousagghools and
communities to participate in the development olvess activities, with a
particular focus on physical activity of middle amgh school children.
Many of these strategies involve the commitmerdigiificant government dollars and
resources to increase physical activity levels @dém Lifestyle Research Institute, 2003).
For instance, in the span of four years, the BGeguwent has increased funding from $22

million to $44 million for their Physical Fitnesaé Amateur Sport Fund. Nova Scotia has



allocated $500 000 in grants for physical activiaskatchewan has dedicated $5 million to
the development of Saskatchewan in Motion, whicdu$es on physical activity in the
general population. A final example is Ontariodmtribution of $10 million annually to the
childhood obesity strategy to encourage childregatohealthy and be physically active
(Ontario Budget, 2008).

Given these significant investments, provincial grdtorial governments must be
accountable for their investments in public healttiatives to ensure that the funding is
invested into effective, evidence-informed stragedor physical activity. Therefore, it is
necessary that governments and decision-makergr@a@qd utilise the best available
research evidence that demonstrates the effecisarfgorograms to positively influence
physical activity behaviours among children (Inéetsral Healthy Living Network, 2005;

Lomas, 2000).

1.5 Need for Evidence-Informed Knowledge Use

Research use is a complex and multifaceted procgdsolars working in the field lack an
established definition of research use (Nutley, t&/ak Davies, 2007). This thesis will
conceive evidence-informed knowledge use as arnaunti, ranging from conceptual
knowledge use to instrumental knowledge use. (Quoetéknowledge use involves the more
indirect and less observable influences of evidesgeh as an enhanced awareness, building
understanding and influencing attitudes. On tineioénd of the spectrum, instrumental
knowledge use involves the direct application aflemce to decisions and practice (Cousins
& Leithwood, 1993; Walter, Davies, & Nutley, 2003}his continuum increases the

potential outcomes of knowledge utilisation effddsnclude more conceptual uses of

research evidence that are more likely to occur thstrumental uses (Landry, Amara, &



Lamari, 2001). Itis important not to disregard thore conceptual uses of knowledge, as
these uses of research allow for capacity building) sustainability (Weiss & Buclavas,
1980).

Recently, a great emphasis has been placed onog@vglevidence-informed
strategies, where the promotion of childhood phaisactivity is a priority on all
stakeholders’ agendas (Naylor, Macdonald, Reed,cX#&¥, 2006). The literature has
repeatedly stated that the process of translatisgarch evidence into practice does not
follow a systematic and timely process, despiteréiseurces devoted to health research
(Graham et al., 2006). Indeed, there appears torteed for greater support with respect to
the implementation of evidence-informed policied @nactices among public health
professionals, policy-makers and other governingjds(Medlar, Mowat, Di Ruggiero, &
Frank, 2006; Mendelson, 2007). Kiefer and collemg{2005, p. 2) state that “now more
than ever there is unprecedented opportunity titutienalize processes and structures that
can enhance the capacity for evidence-based deaisaiing in Canada.” In order to do so
within the health sector, it is important to bettederstand the knowledge translation
processes and mechanisms required to support thkeupnd utilisation of research
(Morrison, Manske, Lambraki, & Doucet, 2007).

Existing efforts for managing health research evide in an attempt to implement
evidence-informed action, has mainly focused orctleation, storage and distribution of
explicit knowledge (Sanders & Heller, 2006). Howewesearch has repeatedly found that
simple synthesis and dissemination of researcheeaeslis not enough to ensure subsequent
uptake and utilization by decision-makers in oreenhance practice (Manske, 2001;

McDonald & Viehbeck, 2007; Rogers, 1995). Thereraany factors that influence the



uptake and utilisation of knowledge and researotieze (Graham et al., 2006). In an
attempt to address the gap that exists betweeartdsand practice, numerous scholars have
found that interactive engagement with the end issan effective mechanism for supporting
evidence-informed knowledge use (Lavis, Roberteba)., 2003). The general conclusion
from this body of literature is that research ewickeis more effectively transferred to the
user through social interactions, thereby encouaratiie utilisation of the evidence (Landry
et al., 2001). This idea has been supported agsogsus disciplines such as education
(Cousins & Leithwood, 1993), organizational deansinaking (Beyer & Trice, 1982),
intervention literature (Israel, Baker, Goldenhdeaney, & Schurman, 1996) and knowledge
use literature (Cousins & Leithwood, 1986).

There is a demand for future research efforts @eioto enhance our understanding of the
role of interactive processes on evidence-inforkremlvledge use within different user
contexts (Kramer, Cole, & Leithwood et al., 200Zhe little research that has been
conducted on interactive processes within the fiéldopulation health has focused on
tobacco control initiatives (Manske, 2001; Boni02Z). There is also a need to identify
structures and mechanisms that encourage theseadtite processes and two-way
communication between researchers and decisionrgydkencreasingly ensure knowledge
use (Manske, 2001). As a result of the need tiebehderstand interactive process to
further facilitate the use of research evidence ptoposed thesis project will examine the
influence of specific interactive processes onu$e of youth physical activity evidence in

public health decision making.



2 Literature Review

2.0 Chapter Overview

This chapter begins with a detailed descriptiothefoverarching framework for this thesis
project and the literature review. Following thisgechapter examines the research related to
the interactive processes of collaborative partnpss communities of practice and
knowledge brokers and their influence on knowledlgjesation. Finally, the chapter closes

with the study rationale and review of the proposesgtarch question.

2.1 Knowledge Utilisation Conceptual Framework

Several different frameworks have been developeapbure the interactive engagement
involved in knowledge utilisation efforts (Kramedrad., 2004). The underlying premise of
these models is that knowledge is more effectitr@ysferred through interactive processes
and that the more sustained and engaged the interathe more likely it will result in
knowledge use (Landry et al., 2001). While thesel@ts provide great insight and support
for engaging in interactive processes to encouexgtence-informed knowledge use, a
framework adapted by Manske (2001) will guide axfdrim this thesis project. Manske’s
Knowledge Utilisation Conceptual Framework is oftjgalar interest, as it considers other
influences of the knowledge utilisation processjuding the information source and the
context or environment in which the informatiordisseminated. These are very important
considerations when examining knowledge utilisagéforts, as they address the fact that
other elements from the user environment can inflteaénteractive processes and ultimately

knowledge use.



Due to the absence of a knowledge utilisation fraork with a health promotion
perspective, Manske (2001) adapted a Knowledgéshtiibn Conceptual Framework from
education (Cousins & Leithwood, 1993) (Appendix A)e framework explains, informs,
and attempts to improve knowledge utilisation ipylation health (Manske, 2001). This
framework extends our understanding of the themaktionstructs related to knowledge
utilisation in the context of health promotion. efframework identifies three domains that
either directly or indirectly influence instrumehéad conceptual uses of knowledge: 1)
Characteristics of the Source and Information, Rar@cteristics of Context for Use, and 3)
Interactive Processes (Manske, 2001).

The first domain, Characteristics of the Sourcefrmation, is concerned with how
individuals perceive the quality of the informatiand source (Manske, 2001). The variables
in this domain can be conceptualized as the stisnialuknowledge use (Manske). This
domain contains key characteristics specific tostingrce of the information and the
information itself. The source of the informatibas three defining attributes, including
credibility, sophistication and communication qua(Manske). The first, and perhaps most
important, is theredibility of the source, which considers whether the socamdethose who
disseminate it are perceived as trustworthy (Cau&iheithwood, 1993). If the users
perceive the source to be credible and sophistic#ten knowledge use is more likely to
occur. Similarly, clear communication often en@mes knowledge use (Manske). The
information variable includes the relevance, timedis and content of the information itself
(Manske, 2001). Theelevanceof the information refers to the perception that th
knowledge is practical and pertinent to the neddseusers (Cousins & Leithwood, 1993).

Timelinesonsiders the degree to which users believe tloendtion has been disseminated



at a suitable time and in an ongoing manner (Csu&iheithwood). Manske found that if
the information igimelyandrelevantto the perceived needs of the user, it is moedyiko
be used.

The second domain, Characteristics of Context f, ibentifies contextual variables
for knowledge use at both the individual and orgational level (Manske, 2001). This
domain addresses the contextual factors of thmgett which the information is
disseminated (Manske). At the organisational leseVeral variables have been identified,
including organisational priorities, availability @sources and leadership. Recent work
(Bonin, 2007) refined our understanding of thegg@oisational and broader community
contextual influences. This work identified exi@roontextual factors that influence
knowledge use, which was previously not identifirethe framework. Furthermore, this
work identified how contextual factors inter-related the influence of context on other
domains of the framework (Bonin, 2007). At theiundual level, the framework identifies
several variables that influence knowledge useesé&lvariables consider the personal
characteristics of the user, commitment or receptgs, history of prior knowledge use,
previous experience and information needs (Marz@1).

These two domains, Characteristics of the Sourddr#ormation and Characteristics
of Context for Use, have implications for the deyghent and packaging of knowledge into
a useable format for organisations and individudlse variables identified in these domains
consider the stimulus (e.g., the source and infaompfor knowledge use and the context in
which the information is received; moreover, thariework captures the social processing of

the information among users, which is reflectethemremaining domain (Manske, 2001).



The final domain of the framework outlines the tatgive Processes necessary for
translating the information. This domain highligtiie importance of placing the knowledge
in the context in which it will be used (Manske020. Interactive processes are essential for
knowledge use to occur, since conversation anékimteraction allow users to create a new
understanding and make sense of the informatidres&@ processes allow the users to
determine whether information is relevant to tleeintext and how it can be used (Manske).
The domain of Interactive Processes includes viasadpecific to social processing,
involvement with change, ongoing contact and engege (Manske). Wenger’s (1998)
Communities of Practice (CoRppears to capture the essence of the conceptstanpto
this domain. Wenger describes three essentialezitsin a CoP: mutual engagement, joint
enterprise, and shared repertoire, which intexacthie CoP to function and evolve. Within a
CoP, membership is defined by a common goal orgagphat is mutually determined
through negotiation. Sustained interaction alltmesmembers to develop common practices
and resources (i.e. shared repertoire). The comdg@mmunities of practice emphasizes
the idea that knowledge is gained through intevagirocesses of learning, by adapting
information to the context in which it will be us@d/enger, 1998). The presence of a CoP
facilitates knowledge use, as this type of intecacallows for the development of shared
practices and resources that utilise the informatiGoP’s will be investigated in further
detail throughout the literature review.

Involvement with changeoncerns the extent to which the users initiate@mtribute
to organisational change while utilising the infation (Manske, 2001). Related to the
involvement with change variable,aagoing contagtwhich considers the level of contact

and interaction the users engage in with the toit&aof change (Cousins & Leithwood,

10



1993). Finallyengagemeris the extent to which individuals are involvedaitivities
following change, such as dissemination and impteaten (Cousins & Leithwood).
Knowledge use is more likely to occur if individsalithin the organisation are involved in
change and are interacting and engaging with oathan

In summary, effective knowledge use requires irfiparh each of the aforementioned
domains, Characteristics of the Source and InfaonaCharacteristics of Context for Use
and Interactive Processes. Each domain contattaréathat directly, indirectly, and through
interaction with each other, influence conceptuml sstrumental knowledge use (Manske,
2001). The framework implies that effective knoggde use requires access to information
that is useful (Characteristic of Source and Infation), processing of the context
(Characteristics of Context for Use), and sociatpsses that make sense and use of the
information (Interactive Processes). Another ini@atr facet of Manske’s (2001) framework,
making it particularly suitable for the proposeddis, is the recognition of both instrumental
and conceptual knowledge use (see Section 1.5¢epiing these different typologies is
critical when examining knowledge use within aisgtsuch as Public Health, since research
evidence can be used in many ways.

While all of the domains identified in the framewdrave been recognized as
contributing to knowledge use; this thesis projeticularly relates to the Interactive
Processes Domain. Specifically, this thesis cbates to our understanding of the influence
of the interactive support provided through the $HES-Ontario Knowledge Exchange
Extension (Appendix B) on evidence-informed knovwgedise in the context of public
health. The support mechanisms of the SHAPES-{@narowledge Exchange Extension

(KE Extension) are defined for the purposes of pinggect as: 1) involvement in a
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collaborative partnership, 2) membership in comryuai practice; and 3) engagement with
a knowledge broker. Therefore, the following ktterre review will examine how the
interactive processes of a collaborative partnprshcommunity of practice, and a
knowledge broker relate to evidence-informed knolgieuse, particularly within the context

of public health.

2.2 Collaborative Partnerships

2.2.1 Overview of Collaborative Partnerships

There has been an increasing interest in the deweot of collaborative partnerships
between researchers and research users to inthessepropriate application of research in
policy and practice (Armstrong, Doyle, Lamb, & W#te2006; Gillis & Fuchs 2007; Ross,
Lavis, Rodriguez, Woodside, & Denis, 2006; Walteale 2003). Collaborative research has
been defined by Denis and Lomas (2003) as “a dalibeset of interactions and processes
designed specifically to bring together those wiunlg societal problems and issues
(researchers) with those who act on or within trexssetal problems and issues (decision-
makers, practitioners, citizens)” (p. 1). A sys&imreview emphasized the value of
interactive processes between those who condweings and those who utilize research, as
this was found to be the only factor that consityancreased the uptake and use of research
by decision-makers (Innvaer, Vist, Trommald, & Oxma002). Indeed, many prominent
scholars have identified early and ongoing collabon between researchers, intended users
of the evidence and other relevant stakeholdeesk&y mechanism for facilitating evidence-
informed knowledge use (Denis & Lomas, 2003; Eaga., 2003; Huberman, 1994; Lavis
et al., 2002; Ross et al., 2003). Denis and Lof2883) found that the extent of

collaboration throughout the research process veiiag predictor for the use of research
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evidence in policy and practice. In fact, thoselaed in practice and policy believe that
collaboration with researchers is the most effectiray for evidence to inform service
delivery and policy (Denis & Lomas, 2003). In retgears, Canadian research
organisations have increasingly reported the irmolent of relevant stakeholders in their
research process (Ross et al., 2003).

Once collaborative partnerships have been est&oljghere are still many other
considerations that can influence the effectiveioésise partnerships. There are often
conflicting objectives among the different stakelers involved (Barer, 2005). In order for
collaborative research to be successful, partmems Yarious backgrounds must be prepared
and willing to engage in reciprocal communicatideigis, Lehoux, Hivon, & Champagne,
2003). The review of the literature on collabaratpartnerships addresses many of the
characteristics of collaborative partnerships thake them particularly valuable to evidence-

informed knowledge use, as well as the commondrarand potential recommendations.

2.2.2 Collaborative Partnerships in the KE Extension

Collaborative partnerships are one of the key corapts of the KE Extension
intended to facilitate evidence-informed knowledge. The collaborative partnership of the
KE Extension involves scientists from the Universif Waterloo and individual Ontario
Public Health Units. This partnership was inigiadistablished through the SHAPES-Ontario
Project in 2004. The goal behind the collaboratasearch for the SHAPES-Ontario study
was to understand the perspectives and approathies different partners involved,
ultimately encouraging the local application of gvedence from the SHAPES-Ontario
study. More specifically, this collaborative patship provided the stakeholders with the

opportunity to work together to identify relevaesearch priorities, develop effective and
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efficient methods to collect local data, develggystem to disseminate the findings, and
encourage the utilisation of the findings for actible change.

The collaborative partnership between the UnivggitWaterloo and the Ontario
Public Health Units has grown to become the cotaresof the KE Extension. Through this
partnership university researchers have been algait insight into the political mandates
of public health in Ontario. Similarly, the pubhealth practitioners have had access to
research and statistical expertise from a promioeiersity research organisation. Overall,
this established partnership is necessary to omeggguany of the potential barriers due to the
lack common governance structures and the diffgrimgyities (Gillis & Fuchs, 2007). The
collaborative partnership established through tBeBktension is very valuable, as there is a
high demand among public health practitioners émeas to relevant research that can

inform their programs and services.

2.2.3 Evidence Related to Collaborative Partnership and Kowledge Use

Much of the literature on collaborative researct partnerships has been motivated
by the increasing demand for evidence-based peaatid policy. These studies largely draw
on the social nature of collaborative partnershégshe key mechanism for overcoming the
common barriers in research use (Golden-Biddlé. €2@03). This emphasizes the need for
researchers to engage decision-makers througheettire research process and involve
them in the interpretation of the research findi(@elden-Biddle et al., 2003). The
following review of the literature summarizes varsostudies that assess the value of
collaborative partnerships for encouraging the kgotand utilisation of research evidence.

Several studies from the health sector encouragddfielopment of collaborative

partnerships between practitioners and academgisdogthen the capacity for evidence-
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informed decision-making (Armstrong et al., 2006).a study by Golden-Biddle et al.
(2003), the authors highlighted the social natdreotiaborative research and the interactive
processes between researchers and health-carmdeunskers necessary to utilise the
research. They found great value in sharing teeareh with the decision-makers and
engaging in joint dialogue to stimulate ideas ofvhithe research could benefit both
communities (Golden-Biddle et al., 2003). Anothkterdy found similar benefits of
collaborative partnerships, as the partnership éetwesearchers and long-term care
practitioners allowed for interpersonal communi@atbpportunities between the two
communities, which resulted in enhanced practitikm®wledge and skills (McConnell,
Lekan, Hebert, & Leatherwood, 2007). Further biésef this collaborative partnership
included the broader application of the researdiftlter areas in long-term care and greater
efficiency in developing evidence-informed pracsi¢icConnell et al., 2007). Similarly,
Denis and colleagues found that successful coltdlver research between researchers and
health practitioners allowed them to effectivelyreounicate, resulting in shared
perspectives and expertise, and a willingness ga@in problem-solving negotiations
(Denis, Lehoux, Hivon, & Champagne, 2003). Bosesechers and practitioners found that
their involvement in the collaborative relationsbigmtributed to the development of news
skills and transformed practices and interventitias were based on the relevant research
evidence (Denis et al., 2003). Overall, theseistufibund the social nature of collaborative
partnerships particularly valuable for encouragdirtgraction and communication among
researchers and practitioners, ultimately encoagatiie use of research in practice.

A study by Goering et al. (2003) examined collabivespartnerships at an

organisational-level, involving a research unit andOntario government organisation.
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They found that collaboration at this level proddgeater opportunities to share knowledge
and gain understanding of the cultural differerfoetsveen research and policy (Goering et
al., 2003). It also facilitated relevant applicatiof the research to the policy process by the
decision-makers. An important benefit of estaldtigicollaborative partnerships at the
organisational-level was the increased likelihomdef sustainable partnership and open
communication. While the study by Ross and collesg2003) was not conducted at the
organisational level, the study also found thalatmiration among research and decision-
maker allowed the two communities to learn abouhesher’s context, perspective, and
expertise (Ross et al., 2003). It also resultetiénidentification of broader research needs
and priorities. Overall, they found that the cbteation partnership enriched the research
process, as the decision-makers provided insigthtetc@ontextual considerations, which in
turn, made the research more relevant to the deemmiakers (Ross et al., 2003). Finally,
another study found that as a result of a longesitencollaborative partnership between a
medical center and a university, researchers waeeta gain insight from the service
providers into the realities of nursing practice(hs et al., 2007). This resulted in the
production of research that was more relevant amanmgful to the nurses and could better
inform nursing practice (Horns et al., 2007). Téeestudies all demonstrated the role of
collaborative partnerships for gaining understaga@ind perspective into the unique contexts
of research and practice, thereby better addregsidlg partners needs and facilitating the
relevant application of research to policy and ficac

Armstrong et al. (2006) conducted a review on tafative, multi-sectoral
partnership for developing population health ititi@s. These collaborative partnerships

were found to provide decision-makers with accessltof the necessary evidence and
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expertise required to inform, implement and evawamplex public health initiatives
(Armstrong et al., 2006). This was supported bytlaer study that reported on the
development of collaborative networks across atle of Canada’s public health system.
This development was based on the findings thdt sallaboration makes research evidence
increasing accessible, relevant and understantiati®se working in public health policy
and practice in Canada (Medlar et al., 2006). @lpestnerships will facilitate and support
evidence-informed decision-making to address puigalth priorities and goals (Medlar et
al.). Ofili and colleagues (2005) also found tbaitaborative partnership between a medical
school and healthcare practitioners, encouragetesee-based medicine, as the physicians
had access to the most relevant research evidéesuch they were more likely to apply
this evidence, positively influences health pracand outcomes (Ofili et al., 2005). Overall,
these studies identified the value of collaborapimetinerships for making relevant research
more accessible to those in policy and practicaelhy facilitating evidence-informed
knowledge use.

Studies from contexts outside the health sectaridbEntified similar benefits of
collaborative partnership for evidence-informed \klemige use. For example, Walter and
colleagues (2003) conducted a review of studie® ®ducation, social care and criminal
justice that focused on the value of collaboraparntnership in overcoming many of the
traditional barriers in research use, such asritiffepriorities and perspectives. They found
that negotiation and communication of the reseaxittence among partners encouraged
policy and practice environments that were increglgireceptive to research (Walter et al.,
2003). This also led to a greater understandirthefesearch among users, facilitating the

uptake and use of the research (Walter et al.,)2003
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There are also studies that offer a different peaBpe of collaborative partnership
than those that have been presented thus far.sfodg found that while there are benefits to
the dynamic interaction inherent to collaboratiegtpership, there were also many
drawbacks due to competing priorities between thogaved in research and those in
practice (LeGris et al., 2000). For example, tiffedng objectives and mandates between
practitioners and researchers involved in the pastrip can really hinder the relationship
(LeGris et al., 2000). As a result, the authofsra§uggestions for overcoming such barriers
of collaborative partnerships. Of particular relege to this project was the recommendation
to engage the researchers and practitioners thrawgimmunity of practice model. Other
research offers recommendations for collaboratargngrships, such as the importance of
discussing any cultural and procedural differerioa® the outset, and establishing a mutual
understanding of the terms of engagement (Goetiagj;gsolden-Biddle et al., 2003).
Furthermore, establishing a mutual and structucaeignance for the collaborative
partnership has been recommended for successtidroas (Gillis & Fuchs, 2007; Horns et
al., 2007). Similarly, Walter and colleagues (20@@ntified organisational support from
each stakeholder as an important element to strengingoing collaboration and
partnership.

While there is an established body of literatumdlaborative processes can be quite
complex and unique to each context (Golden-Biddld.e2003; Huberman, 1999). The
influence of collaborative partnerships on evidemtermed practice varies depending on
the activities of the partnership, the extent ahepartner’s involvement, and the nature of
the interaction (Ross et al., 2003). Greater wtdading of the ideal collaborative

involvement for researchers and those involvedattice is still needed (Ross et al., 2003).
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Furthermore, Ross and colleagues (2003) made &ocaéisearch that assesses collaboration
with decision-makers that extends beyond the rebganocess to have a broader
understanding of the impact of collaborative pahgs on the uptake and use of evidence.
The following thesis project provides greater ihsigto the role of collaborative
partnerships throughout the research process ammhefor encouraging the uptake and use

of youth physical activity evidence in public héalt

2.3 Communities of Practice

2.3.1 Overview of Communities of Practice

Wegner and Lave’s (1991) concept of Community @icBce (CoP) utilises an
education-based model, which rests on the founa#tiat learning is social in nature.
Within a Community of Practice, knowledge is coeset] a social enterprise that facilitates
communication among community members (McDonaldi&eck, 2007). Communities
of practice are comprised of individuals who st@emon concerns, interests and expertise
(Wenger, McDermott, & Snyder, 2002). The membéig GoP engage through regular
interaction and mutually determined goals to dgveloared understanding and practice
(Lesser & Storck, 2001). The ongoing interactibaracteristic of a CoP extends the
knowledge and expertise of members, and facilitatesvledge use (Wenger et al., 2002).
Members must be actively involved and committetheogoals of the CoP in order for the
community to evolve and grow (Ensor, Cottam, & Ba2@D1).

As described by Wenger (1998), Communities of Rra@re comprised of three
essential elements, includingutual engagemeyjbint enterpriseandshared repertoire
The first elementnutual engagememéfers to the negotiation among community members

toward common goals and objectives. Mutual engageins the “foundational dimension”
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of a CoP (Wenger, 1998). The act of mutual engagemesults in trust, shared
understanding and interpersonal relationships ansongmunity members (Wenger, 1998).
Wenger also emphasizes the importance of uphofangpnal identities and perspectives
within the community in order to support continuetéraction and development.

Mutual engagement must occur within the CoP toea@hthe second elemedgint
Enterprise The joint enterprise is defined by the colleethegotiation among members
regarding meanings and processes. Negotiatingritezprise is a dynamic process that is
influenced by the context in which the communityséx taking into consideration the
cultural, political, and historical environment (Wger, 1998). Negotiation of the joint
enterprise is necessary for the community to rélaein shared goals.

Finally, shared repertoires defined by the joint practices and resourceh®iCoP.
This repertoire is developed through sharing of inensi experiences, practices, and
routines. It reflects the history, tradition, amehotiated meanings of the CoP. Shared
repertoire captures the common manner in whichmémbers work and interpret events. As
the shared repertoire builds over time, the joratpces and resources serve as a means of
continuous engagement and a sense of belongingre@®hepertoire facilitates community
members in attaining their common goals (Wenge®81.9

These three elements contribute to the existendsastainability of a CoP.
Engagement is the common underlying element offttee CoP domains. Engagement of
community members is essential for the CoP to moapd grow, as it allows the individuals
to build a sense of belonging and membership withéth community. Without social

engagement the development of joint enterpriseshaded repertoire would not be possible.
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The necessity of engagement within a communityra€ce affirms its foundation of

learning as a social process (Wenger & Lave, 1991).

2.3.2 Community of Practice in the KE Extension

The members of the Community of Practice for theBs&ension include public
health practitioners from the six Ontario Publicalile Units involved in the KE Extension
and researchers from the University of Waterldds important to distinguish between
participation in the collaborative partnership gadticipation in the CoP for the KE
Extension. The collaborative partnership has lestablished between each individual
health unit and the University of Waterloo, wherdesCoP brings together individuals from
all of the participating health units and the reskars from UW. By bringing together staff
from all of the participating health units, the ledp that the CoP can be sustainable beyond
the KE Extension Project, without the guidance sumgport of the University of Waterloo.
The KE Extension CoP was deliberately formed tdifate communication among public
health staff and researchers involved in the SHAPB&rio study. The shared objective of
community members is to encourage decision-makmagosogram planning that is informed
by evidence from the SHAPES-ON study. The CoP ariipmcommunicates through
monthly teleconferences. An important part of tlegigagement has been annual face-to-
face meetings. The teleconferences are an ideahehfor members to share
announcements (e.g., potential funding opportws)ited their experiences with utilising the
SHAPES data (e.g., SHAPES-specific resource, wgriith their boards of education,
etc.).

There are some conditions unique to the KE ExtenSioP that may facilitate or

impede its development as a Community of Practies. instance, on average, adjacent
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participating health units are approximately 12%emapart. As a result, the face-to-face
meetings occur only once a year and not all memtaersattend. The literature has identified
geographical distance as an important consider&tioa CoP (Klein, Connell, & Meyer,
2005). The KE Extension CoP attempted to overctiragyeographical distance by largely
using electronic communication and teleconferenéeseview of online Communities of
Practice found that virtual communities are equsallgcessful as groups that have face-to-
face meetings, provided there is an element of &mmng community members (Hildreth,
Kimble, & Wright, 2000). Another condition to cadsr is that members are from various
organisational sectors including public health anddemia. Even within these sectors,
different groups and perspectives are represertgd €pidemiologists vs. physical activity
specialists; directors vs. managers). As a coresemg these differing perspectives have the
potential to impede communication, ultimately affieg knowledge use. As an illustrative
example, public health epidemiologists may focushenscientific rigour of a study
assessing a physical activity program, while tloatftine public health practitioners are more
concerned with the applicability of the progranttie targeted youth. At times these diverse
perspectives may be a barrier to reaching mutualemgent and negotiation; however, it is
necessary to have representation from all relestakeholders in order for the CoP to
evolve. In the case of the KE Extension CoP, mesifsem both research and public health
practice are necessary to achieve the goals afafmmunity. Finally, the KE Extension CoP
was a deliberately formed community, whereas muc¢heoliterature focuses on naturally
forming Communities of Practice (Robinson, 2008his can be a barrier to the success of a
CoP, considering that Communities of Practice atanally evolving entities, where

individuals choose to be involved with the colleetgoals and practices of the community.
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2.3.3 Evidence Related to Communities of Practice and Kneledge Use

A review of the current literature related to Conmtigs of Practice and their
influence on knowledge use was conducted. Commesrof Practice have been largely
studied within the fields of education, business amanagement. The success of CoP in
non-health care organizations offered insight awmmendations for the implementation of
such structures to facilitate evidence-informedwiedge use in health organisations
(Sanders & Heller, 2006). As such, CommunitieR@ctice have been increasingly studied
within the public health context. Communities c&ice have been recognized for their
role in connecting research to practice. Weng@88) postulated that knowledge use results
from the social interaction and negotiation of commngoals, inherent to a CoP. Wenger
(1998) also suggests that this ongoing interadtamitical to developing new and effective
practices. Other researchers have also demornktraeffectiveness of Communities of
Practice for facilitating knowledge use. One martrly beneficial mechanism of a CoP is
their ability to encourage the efficient diffusiohknowledge within an organisation,
generating an environment that is supportive ofldadge use (Robinson, 2006). This was
confirmed by another study that identified Commiesif Practice as effective for
facilitating research use, as the members actaislseminated knowledge to inform joint
practice and programs (McDonald & Viehbeck, 2007).

Several case studies from non-health organisatinasiding The World Bank and
IBM, have identified many positive benefits of Connmities of Practice (Wenger et al.,
2002). For example, Brown and Duguid (1991) fothrat the shared perspective achieved
among community members is an essential featuaeCuP in terms of facilitating

knowledge use. Several studies identified theevalulCommunities of Practice for fostering
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user environments that are increasingly receptivesearch evidence, thereby facilitating
evidence-informed knowledge use. For exampleydyshat examined the formation of
CoP’s in the business sector found that they leahtincrease in social capital, which
eventually resulted in improved responsivenessiamalvation across the organisation
(Lessor & Storck, 2001). Similarly, Rosenheck (20fdund that Communities of Practice
facilitated organisational recognition and accepeanf relevant research necessary to
influence practice. Some researchers have evemraended the development of
Communities of Practice to encourage the applinatfaresearch because of their ability to
leverage practitioner knowledge and create an enmient that is receptive to evidence-
informed practices (Barwick, Boydell, Stasiuliugrguson, Blase & Fixsen, 2008)

Many studies identified Communities of Practiceasmportant organisational
structure for encouraging knowledge use, as theyige an important link between
researchers and practitioners. By connecting ttveseommunities, CoP’s have many
positive outcomes that facilitate the uptake arelafgesearch. For example, a study that
examined the development of a CoP to overcomeattiedf research uptake by practising
teachers, found that the CoP encouraged joint-glidetween teachers and researchers
around practical- and research-based knowledggd3& John, 2004). An important
benefit of bringing researcher and practitionegetber was the opportunity to work
collaboratively to integrate research into usallevidedge for classroom situations (Triggs
& John, 2004). Similarly, a study in health prorontcaptured the role of Communities of
Practice in evidence-informed knowledge use thrabgir observation that “research based-
practices and policies emerge when research proslacd users mutually engage with one

another about specific health promotion problemsugh negotiation and by creating and
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sharing technical standards and other resourced4() (McDonald & Viehbeck, 2007).
This also points to another important benefit oPGan terms of evidence-informed
knowledge use, as they provide important oppoiisib share knowledge and research
evidence. This was support by a recent studyideatified the inherent sharing of tacit and
explicit knowledge among CoP members, which isr@sador facilitating the use of that
knowledge (Booth, Hotchkiss & Schofield, 2007).

Another benefit of bringing together researcheis puactitioners through
Communities of Practice for evidence-informed krexdige use is their role in facilitating the
proper application of research to policy and pr&ctiA study of a CoP that was intended to
link research to post-secondary teaching pracfmasd that the CoP allowed for
comprehensive educational knowledge building, whiat positive impacts on educational
practices across all levels of the education séttoras, 2007). The formation of CoP’s had
benefits for both researchers in their professideaklopment and the students’ learning
experience (Lucas, 2007). Researchers in thethialld have also found that Communities
of Practice are an ideal mechanism to integratearel evidence with individual and
collective tacit knowledge, thereby contextualizthg evidence to the setting in which it will
be utilised (Bate & Robert, 2002; Sanders & Helk06). Furthermore, a study by
Lambraki and Morrison (2005) found that sustained engoing interaction inherent to a
CoP allowed for development of context-specificegntise and resources. Finally, a study
by Tolson and colleagues (2005) revealed the patesfta CoP among nurses and research
to enhance evidence-informed practice. Specificttle study found the CoP enhanced
understanding of care philosophy and the reseayehda, and provided a system for

integrating practice-based research with user éxpeg (Tolson et al., 2005).
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Examining communities of practice within a publealth setting is especially
valuable considering the complexity of decision mgkprocesses (Manske, 2001).
Researchers have examined Communities of Practiegards to the dissemination, uptake
and utilisation of best practices to improve hea#thvices (Bate & Robert, 2002; Sanders &
Heller, 2006). Many of which have found CoP’s &vé a positive influence on increasing
the capacity for the uptake of evidence and besttmes (Addicott, McGivern & Ferlie,
2006; Wild, Richmond, de Merode, & Smith, 2004ppecifically, the research in public
health has largely focused on the role of Commesitif Practice in evidence-informed
knowledge use within a tobacco-control context.(évianske et al., 2005; McDonald &
Viehbeck, 2007). Overall, the various studies hdexmonstrated an observable benefit of
CoP in terms of knowledge use. A study that exachi@oP’s within a comprehensive
tobacco control strategy found that those jurisoin with the highest levels of goal-oriented
knowledge exchange also had the highest levelsutdahengagement, joint enterprise, and
shared repertoire (Lambraki et al., June 2005)s $thggests that the fundamental elements
of a CoP (mutual engagement, joint enterprise, shyagled repertoire) directly influence
knowledge exchange, thus encouraging evidencenard@dmpractice and policy. Another
study identified clearly defined roles and CoP naeas an important characteristic of a CoP
for influencing the level of knowledge use (Lambr&kvorrison, 2005). Overeall,
McDonald and Viehbeck (2007) highlight the multiplays in which CoP appear to
facilitate research use in health promotion practicany of which provide support for
previous studies that have been discussed. Thekeled: bringing people together who

might not otherwise work together; providing difentfor purposeful actions with tangible
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results; and providing a forum and process foremilhg evidence to inform solutions to joint
problems (McDonald & Viehbeck, 2007).

As many of these studies suggest, Communitiesaitiée can be very valuable for
encouraging evidence-informed knowledge use. Comities of Practice often overcome
the common disconnect between researchers, poaetiti, decision-makers and other key
stakeholders involved in population health initias (Manske, 2001). Despite the many
positive findings of Communities of Practice in palhealth, they have not been examine
outside of the tobacco context in public healtkeyéfiore, our understanding of their
contribution to evidenced-informed action relateghhysical activity is very limited. Further
research in this area is necessary to understanathe of integrating Communities of

Practice in public health to facilitate evidencé&mmed practice related to physical activity.

2.4 Knowledge Brokering

2.4.1 Overview of Knowledge Brokering

The Canadian Health Services Researcher Found&l8RF) and Jonathan Lomas
have led the way in identifying knowledge brokeragya mechanism to facilitate evidence-
informed decision-making (van Kammen, deSavignyg&vankambo, 2006). CHSRF has
defined the role of knowledge brokering as “all #u#ivity that links decision makers with
researchers, facilitating their interaction so thaty are able to better understand each other’s
goals and professional cultures, influence eaclrthwvork, forge new partnerships, and
promote the use of research-based evidence inialeeisaking” (CHSRF, 2003). The value
of the human elements inherent to knowledge bragesuch as the interaction,
communication, knowledge sharing and mentoring leen recognized as important

characteristics for effective evidence-informedcpicees (Kelly, Speller & Meyrick, 2004).
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It is well known that there are distinct boundatesween researchers and policy
makers that prevent them from working togethercamkepartners (CHSRF, 2004; Choi et
al., 2005). Consequently, knowledge brokers hagatgo potential to serve as catalysts
facilitating communication and partnership betw#desse two communities and overcoming
these boundaries (CHSRF, 2004; Choi et al., 200jh that said, in order for knowledge
brokers to influence the use of evidence in dexigiaking and overcome these barriers they
must recognize the fact that simply enlightening stakeholder is not enough, a much more
active role is necessary (CHSRF, 2004; Davenpd?Pr@sak, 1998). van Kammen and
colleagues (2006) also noted that the role of avkedge broker is not simply to translate
research findings, but to include the dynamic featibn of the interactive processes between
researchers and policy-makers, which is necessamffiective translation of research into
practice (van Kammen, et al., 2006). Effectivewlsalge brokers are also in a position to
overcome the gaps in culture, attitudes, awarehkessyledge, and understanding among
different communities (Kramer et al., 2004). Samitoles to that of the knowledge broker
are described throughout the literature includipopion leaders, champions, change agents,
linkage agents, and facilitators (Thompson, Estalksp& Degner, 2006). Thompson and
colleagues distinguish knowledge brokers as mogefofmal and structural intervention to

facilitate knowledge utilisation.

2.4.2 Knowledge Brokering in the KE Extension

As previously mentioned one of the key support rma@ms of the SHAPES-Ontario
KE Extension is providing a knowledge broker fog #ix participating health units.
Knowledge brokering is complementary to the SHARE® and the interactive processes of

Manske’s framework, as it utilises research tonmfaecisions with research through social
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practices and human interactions (Lomas, 200Me Khowledge broker for the KE
Extension was an MSc student working with the miogad had numerous years of
experience working in public health. Since theibeigg of the KE Extension Project, the
individual fulfilling the role of the knowledge bker has changed twice. The other two
individuals were both project managers at the Uity of Waterloo, who had experience
working with Ontario Public Health Units. The raé&the knowledge broker is to ultimately
provide support to the participating health uritsnicrease their capacity to analyse, interpret
and use the SHAPES-Ontario data in public healbignam planning, implementation and
evaluation. More specifically, the primary roletbé knowledge broker is to act as a link
that facilitates communication between public Heataff and researchers and statisticians
from the University of Waterloo who are familiartvthe SHAPES data system. By acting
as a link between these two bodies, the knowledagleeb is able to identify the needs of
individual health units, clarify confusion arounatd interpretation and push the use of the
SHAPES-Ontario data in public health decision-mghkpnocesses, thereby increasing their
capacity to use the data (Bonin, 2007).

The knowledge broker primarily communicates withltreunit practitioners through
electronic communication and through annual factte meetings. The knowledge broker
has easy access to the research community, aath@psitioned within the same research
unit at the University of Waterloo. For a moredepth description of the KE Extension,

please refer to Appendix B.

2.4.3 Evidence Related to Knowledge Brokering and Knowlege Use

The literature has consistently found that reseavitience is unlikely to serve as a

change agent unless it is linked to some form okkadge management system, involving
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stakeholder engagement, such as knowledge brok@mgstrong, Waters, Crocket, &
Keleher, 2007). A theory developed by Speller, Wish, and Morgan (2005) captures a
similar idea that evidence-informed approacheslirevmore than simple synthesis and
dissemination of research evidence; it requiresithelopment of professional roles and
collaborative mechanisms that span across resaartpractice boundaries. Many studies
support the need for communication between resees@nd decision-makers in an effort to
link research to policy and practice in order tttdreutilise evidence (Innvaer et al. 2007).
Researchers recommend the use of knowledge brtkprsvide a constant link between
researchers and decision makers to overcome thersaretween these two communities
(Mercier, Bordeleau, Caron, Garcia, & Latimer, 2D0%hese findings along with other
studies suggest the need for human intermediaei®gsien researchers and decision-makers,
such as knowledge brokers (Lomas, 2007).

Initial knowledge brokering strategies have proteadvance the culture of
evidence-informed decision making in Canada (Lor2@6y7). Knowledge brokering is an
increasingly emerging role in health researchhedriterpersonal connections that are
necessary to effectively bridge the gap betweesaret and practice are sill not in place
(WHO, 2004; Lomas, 2007). As such, many reseasdhave recommended a structured and
deliberate dissemination strategy involving knowjedbrokers as a key mechanism to
support the translation and use of research evaenpractice. Effective knowledge brokers
help to align relevant research evidence with nelicy initiatives and facilitate timely
engagement between researchers and decision-nmakergrove the impact on practice
(Armstrong et al., 2007). While many studies desti@te the effectiveness of facilitators in

changing organisational practices and moving ewvidemnto practice, specific styles of
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facilitation, such as knowledge brokering, reqdiingher research to assess their
effectiveness (Harvey et al., 2002).

The Canadian Health Services Research FoundatidBRE) hosted a Knowledge
Broker Workshop in 2004 that offered valuable ihsi the theory and practice of
knowledge brokering. Overall, the practice of kitedge brokering has varying influences
on evidence-informed knowledge use, ranging fromega awareness to tangible policy
change. Many of the knowledge brokering initiasifecused on building relationships that
encourage communication between researchers aigiatemakers. Knowledge brokers are
valuable because of their position to gain insigtd the underlying motivations of decision-
makers, allowing them to present research evidenaeelevant and applicable format.
They are also able to assist stakeholders in iiyergithe best available evidence to inform
decision-making. Knowledge Brokers have also lyeengnize for their role in generating
multidisciplinary teams, creating networks throulé identification of shared values, and
training researchers to effectively communicatésikeholders (e.g., government and
public). Another major theme that came from theksbop was the need to build trust
between the stakeholders and brokers for effe&tiesvledge brokering (CHSRF, 2004).

Hargadon (1998) used a management science lenararee the role of
organisations as knowledge brokers. The knowléxigkers in this study were in a position
to access and understand knowledge from acrosgpiewnd diverse industries. Intensive
interaction and communication was necessary favidigals working on a problem to
identify and connect with other individuals or resmes that held knowledge relevant to their
problem. The study concluded that the knowledgé&ding culture is critical for supporting

the innovative behaviours of individuals within sleeorganisations (Hargadon, 1998).
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Similarly, the linkages established through effezknowledge brokering, ensure that
decision-makers have easy access to the necessdenee-informed knowledge
(Armstrong et al., 2007). Another study that exaexdithe involvement of a knowledge
broker to provide a link between research and gowent was very effective at linking the
two communities, through their ability to bridgesttifferent languages and perspectives of
the research and policy domains (Sewell et al.420t a similar study, van Kammen and
colleagues (2006) found that knowledge brokers watieal for encouraging effective
communication among researchers and policy-matrish led to an agreement for
recommendations for action based on research (eamken, 2006).

A study examined the influence of a knowledge brakethe uptake of research
evidence among decision makers in health care.study found that the knowledge broker
played an important role in enhancing partnerstgaslitating communication and making
sense of the research, therebye increasing thkauptahe best practices in stroke care
among the decision makers (Lyons, Warner, Langlll@hillips, 2006). Similarly, a
knowledge broker who was employed to increase ecelénformed knowledge use in local
schools was found to initiate linkages and fad#ithinteractive engagement, which resulted
in shared goals and the development of evidenagrréd initiatives that were appropriate
for the user context (Manske et al., 2005).

A study from management science examined a knowledgkering model to
facilitate the utilization of market knowledge by arganisation to produce successful
innovation. This brokerage was found to be fundaaidor the sharing and use of market
knowledge to increase innovation and leverage ctitiygeadvantage for the organisation

(Cillo, 2005). Another study from the field of megement provides valuable insight to the
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practice of knowledge brokering. This study exaedithe role of a knowledge broker in an
emerging knowledge portal and community of pracfican Baalen, Bloemhof-Ruwaard, &
Van Heck, 2005). The study specifically observadwedge sharing among individuals
from the different organisations involved in thetaband community of practice. The study
found that the presence of a knowledge broker lyré&atilitated linkages and sharing among
members of the emerging network, especially sihedrtdividuals in the network were
geographically dispersed and had not previouslymsanicated with one another (Van
Baalen et al., 2005).

Another important function of a knowledge brokeatttvas highlighted by CHSRF is
their ability to translate research evidence inagy that is understandable and relevant to the
user. Kramer and Wells (2005) examined the rolenofvledge brokering in transferring
complex research evidence to numerous practitibased organisations across different
sectors. The role of the knowledge brokers wasltapt the research to make it more
relevant and context-specific to the practitionegsulting in greater dissemination and
utilisation (Kramer & Wells, 2005). Furthermorbetstudy by Manske and colleagues
(2005) found that knowledge brokers play an impdrtale in explaining the relevance and
importance of research evidence. This knowledgkdyralso provided the participating
schools with access to evidence that could infdrair tcurrent needs, making them
increasingly receptive to the evidence and itsiappbn.

In the field of management, Cranefield and Yoor@D{@ assessed the role of
gatekeepers whose purpose was to facilitate triamslaf knowledge between cross-sector
working groups. They found that a critical compaingf their role was to engage in

continuous and active adaptation of the knowleddech could be transformed to a form
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that was more relevant and easy to understandebpdtticipating organisations (Cranefield
& Yoong, 2007). The presence of gatekeepers ebultan increased absorptive capacity
for the participating organisations (Cranefield &ong, 2007). Another study by Pawlowski
and Robey (2004) examined a brokering role empldyeitiformation technology (IT)
professionals within organisations. They found tha knowledge brokers were able to
successfully clarify, restructure and contextualis&nowledge for the various working
groups within the organisation, which resultednareased organisational absorptive
capacity (Pawlowski & Robey).

CHSREF also found that knowledge brokers play aromamt role in providing
researchers with insight to the underlying agerfaeoision-makers and assisting them in
producing timely and relevant research for poli@akers. Choi and colleagues (2005)
studied the barriers among researchers and polakers and found that a knowledge broker
was critical in ensuring that policy-makers usesl ittiost relevant and sound evidence. The
knowledge brokers were also critical in focusing #ttention of researchers to timely issues
on the policy agenda and assisted them in attigattie attention of policy-makers (Choi et
al., 2005).

Finally, a study by Kramer and colleagues (2004)neixed the practices and
processes of a knowledge broker, which identifieshynof the same themes from the
CHSRF workshop. The role of the knowledge brokas o interact with employees of an
organisation to inform them of the research evidertated to work health. Through their
interactions, the knowledge broker built trust @nellibility among the employees (Kramer
et al., 2004). The knowledge broker engaged th@@rees in discussion that allowed them

to manipulate the evidence to have relevant meaggmplications for their work context,
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which resulted in conceptual, structural, and praitknowledge use (Kramer et al., 2004).
The knowledge broker facilitated sustained andhsgeanteraction among the employees and
decision makers, which was necessary for effegtivehnecting the research evidence to the
workplace (Kramer et al., 2004). Overall, manydféa resulted from the utilisation of the
research evidence presented by the knowledge hrakehn as increased cohesion, better
business results, more competitive edge, and iseceproductivity (Kramer et al., 2004).
Relatively little information on knowledge brokegilmnas been documented to date.
While the studies discussed provide valuable indigh the advantages and the different
roles that knowledge brokers can employ to impmvidence-informed knowledge use,
there is a need to further support and evaluatéribieering role in an attempt to strengthen
evidence-informed practice and policy (van Kammieal.e 2006). Lomas (2007) even
makes a call for more research evaluation on kndgdédorokers in order to facilitate a
formal recognition of their role in bringing togettresearchers and decision makers for
evidence-informed knowledge use and practices. pfogosed thesis will contribute to this
body of evidence by examining the role of knowletigekers in supporting evidence-

informed knowledge use for youth physical activitya public health setting.
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3 Study Rationale

The literature has identified the need to enhancainderstanding of the influences
of interactive processes and related support mesiaon evidence-informed knowledge
use. The literature review provided an overvievihefrole of collaborative partnerships,
communities of practice and knowledge brokers cowkedge use in various disciplines and
contexts. It also identified specific gaps in literature in each domain (e.g., collaborative
partnerships, CoP, and knowledge brokers) and asedehow this thesis could contribute to
these bodies of literature. To date, the litetas not yet examined the collective
influence of these interactive mechanisms withaabntext of public health, specifically
with respect to youth physical activity initiativeBurthermore, there appears to be great
urgency for efficient and coordinated evidence4infed decision making in public health,
particularly with respect to the overwhelming prevae of childhood obesity. Therefore, in
response to calls for improved knowledge use idiptliealth initiatives, this thesis sought to
increase our understanding of the role of intevagbrocesses in evidence-informed
knowledge use in a public health setting. The psepof this thesis was to investigate the
influence of the interactive support provided thlgbuhe SHAPES-Ontario KE Extension on
evidence-informed knowledge use. As such, theystucestigated the following research
guestion:

How does the interactive support provided through $HAPES-Ontario

Knowledge Exchange Extension relate to evidenarrrdd knowledge use

concerning youth physical activity in public he&lth

This study provided an opportunity to increasewnaerstanding of the factors that

influence evidence-informed knowledge use (e.dgeractive processes), while specifically
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examining the influence of collaborative partngoshicommunities of practice and
knowledge brokers on evidence-informed knowledgeins public health setting. Findings
from this thesis confirmed many of the conditioh$/anske’s (2001) Knowledge Utilisation
Conceptual Framework and refined the Interactivee®ses Domain. Moreover, the
findings have implications for the theory and pi@ethat encourages evidence-informed
knowledge use, using interactive processes (eligborative partnership, CoP, and
interaction with a knowledge broker) as a vehidleerall, this study may inform future
interventions that aim to improve the efficiencylaifectiveness of evidence-informed

decision making and policies in public health.
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4 Methods

4.0 Chapter Overview

This chapter begins with an overview of the epistiagical and theoretical perspectives
guiding this research. Tholapter will then provide a brief detailed backgrowf the
SHAPES-Ontario Knowledge Exchange Extension Stuehpm here, a description of the
samples, data sets, analysis and coding proceudiltdé® presented. Finally, the chapter
will conclude with a discussion of the advantages lamitations of the proposed

methodology and potential implications of the fimgk.

4.1 Epistemological and Theoretical Perspectives

The research question was examined through a cetisist lens. A core concept of the
constructivist epistemology is that understanding knowledge is a result of an individual’s
interaction with their environment (vonGlaserfel®89). Learning is not just within the
individual, it is a part of the entire context (Aerxdon, Reder, & Simon, 1996; vonGlaserfeld,
1989). Constructivism proposes that understandiisgcially constructed and that each
individual creates different meaning that resultsrf their personal interactions, allowing for
multiple realities to exist (Patton, 2002; vonGléeslel, 1989). Under a constructivist
perspective, an individuals’ understanding is acfiom of the content, the context, the
activity of the learner, and the goals of the learfvonGlaserfeld). The theoretical
perspective of interpretivism is complementaryh® ¢tonstructivist epistemology. Similar to
constructivism, interpretvism believes that tharéhe potential for multiple realities to exist
and that these realities are co-constructed (Pa@0R). Using an interpretivist perspective,

the corresponding methodology allowed for the ergilon of the influences of interactive
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processes (e.g., CoP’s, KB, and collaborative pestnps) with regards to evidence-
informed knowledge use. Furthermore, this perspeetiowed for the interpretation and
integration of multiples realities with regardset@dence-informed knowledge use and the
influence of interactive processes, as each paaintiprovided differing realities (a unique
perspective) based on their experience within tiganisation. Being able to compare
differing perspectives across the participants joiexy a comprehensive depiction and
understanding of the interactive processes thatipta evidence-informed knowledge use in

public health.

4.2 Sample Selection

To address the proposed research question, twereliff samples of Public Health
Organisations were selected. The intervention sangnsisted of two Ontario Public
Health Units from the SHAPES-Ontario Knowledge Exwatpe Extension (KE Extension).
The KE Extension provides support to participatieglth units with the intent of increasing
their capacity to utilise SHAPES-Ontario data ingmam planning, decisions-making and
evaluation. For the purposes of this thesis, rikeractive support of the KE Extension is
defined according to three component: 1) partiojpain collaborative partnership with
researchers at the University of Waterloo (UW)r@mbership in a Community of Practice
(CoP) involving practitioners across all of thetma@pating health units and researchers from
UW; and 3) access to a knowledge broker. These thupport mechanisms of the KE
Extension are intended to provide a strong conoedietween UW and the participating
health units. For more information regarding theARES-Ontario Project and the KE
Extension please see Appendix B. The two Ontaulali® Health Units that were chosen

from the KE Extension were those that receivedigaest level of knowledge use, based on
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the KUU scale responses from the KE Extensionvieers as reported in Bonin (2007).

The KUU scale was developed by Skinner (2007) tasuee the reach, uptake and deliberate
non-use of the SHAPES-Ontario data from a prevemade that measured the reach and
uptake of disseminated best/promising practiceahetes prevention. The KUU scale and
how it was used as part of the data collection ggeavill be described in greater detail in
Section 4.3. By selecting the two health unitefithe KE Extension with the highest level

of knowledge use, it was assumed that they wouddige the greatest contrast to the
comparison sample in terms of evidence-informeditedge use for physical activity,

thereby providing the greatest insight into theilacttive processes.

The comparison sample consisted of two public healganisations that collected
local youth physical activity data that is compdeab the SHAPES-Ontario data, but were
not involved in the SHAPES-Ontario project or thEe Extension. The first public health
organisation is an Ontario Public Health Unit tballected SHAPES data through another
project with the University of Waterloo. The sedgublic health organisation is a Manitoba
Regional Health Authority that developed a datdection system that was informed by the
SHAPES system and was employed to collect “SHARKS-tHata (e.g., local youth
physical activity surveillance data). These twblpuhealth organisation were ideal
comparisons, since they had access to SHAPES oAPE3-like” data, but did not have the
intervention of the interactive support providetbtigh the KE Extension.

Considering the selection procedure, the PublidtH&rganisations that form the
intervention and comparison samples vary acrosy majanisational characteristics, such as
the size of the organisation, the geographic andgpapulation they serve, and the structure

of the organisation. Table 1 summarizes the osgdioinal characteristics of the four Public
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Health Organisations. In order to ensure confidéty, the two intervention Public Health
Organisations have been assigned Site A and Saedthe two comparison organisations
have been assigned Site C (Ontario Public Healil) @nd Site D (Manitoba Regional

Health Authority).

Table 1: Organisational Characteristics

Characteristics Site A Site B Site C Site D
Organisational Size ~ 450 ~ 200 ~180 ~1,750
employees employees employees employees
Service Area/ ~3,000 k"¥/  ~6,500km¥  ~8,500 kn¥  ~26,000 kri¥
No. Residents ~ 1 million ~200,000 ~158,000 ~76,000
residents residents residents residents
No. of Divisions 4 5 3 24 Programs/
Services

When comparing across the organisational charatitegresented in the Table it is
clear that there are also some limitations in tesfrthe similarity of the organisational

characteristics of the four Public Health Organise.

4.3 The Knowledge Utilization Uptake (KUU) Scale Attributes and Scoring

As previously mentioned, the Knowledge Utilizatidptake (KUU) scale was adapted by
Skinner (2007) from a previous scale to measuredaeh, uptake and deliberate non-sue of
the SHAPES-Ontario data. The KUU scale consistssHries of stages that were derived
from Knott & Wildavsky’s (19805even Standards bfilisation, and categories from Hall
and colleaguekevels of Use (LoU) Sca(&kinner, 2007). The LoU dimensions are
intended to describe the behaviours of innovatsersiand do not focus on attitudinal,
motivational, or other affective characteristicslué user (Hall et al., 1975). This supports
the scales’ use of binary responses, as a Likale seould be more appropriate for

measuring opinions, attitudes, or beliefs (Skin2€Q7).
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The first section of the KUU scale involves quessiohat probe at the reach and
uptake of the SHAPES-Ontario data. The reach coenoprobes the extent to which the
research evidence has been disseminated and tideewqgmmponent reflects any behavioural
efforts to use that evidence. More specificalig scale measures constructs such as
awareness, reception, adoption and implementafidtmlecSHAPES-Ontario data. The
second section of the scale includes questiongtbat at the deliberate non-use of the
research evidence. After the KUU scale has beemplaied, the level of use for each
individual user can be determined. The levelssef achieved are determined based on
individuals’ responses to the KUU scale, whichdsred according to criteria outlined in
Appendix C. The KUU scale outcomes and levelssef presented in Appendix C were
based on the LoU Scale by Hall et al. (1975) (S&rn8007). The KUU scale is scored to
measure eight levels of use that an individual oemponstrate towards the SHAPES data,
with the highest level of use being Renewal anddhest level being Non-Use.

When interpreting the level of uptake and use adtdy an individual on the Scale,
it is not necessarily meant to be a continuous aoreasith definitive endpoints (Skinner,
2007). Therefore, this tool attempts to captueeptocess of knowledge use rather than an
endpoint or an overall score (Hall et al., 197ki)creased levels of uptake and use results in
the user moving toward higher levels of use, batuber does no need to complete a lower
level of use before moving to higher level on thals. Users do not need to achieve
consecutive levels of use; rather they can skip xels to reach a higher level of use
(Skinner, 2007).

The scores received by each participant contritiuga “overall” score for their

respective organisation. Our understanding of \gbat on at an organisational-level in
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terms of evidence-informed knowledge use is verytéid. It is unclear how to assess
evidence-informed knowledge at an organisationti&een individual-level responses.
Therefore, some form of criterion must be outlibedetermine an organisations level of
knowledge use based on the individual scores oKtHé scale within that organisation.
Bonin (2007) used a 60% cut-off criterion to detiex@rthe organisation’s level of knowledge
use based on the participants individual scoreh®iKUU scale from that organisation. This
criterion specifies that in order for a health uaiscore on a certain level of knowledge use,
60% of the participants from that health unit hagdore on that particular level of
knowledge use from their individual response onkhiJ scale. This criterion of 60%
seems to be appropriate, considering that indivedintam each organisation that are selected
for interviews are often the exemplars and leadétkat organisation. Therefore, these
individuals are not necessarily representativénefdrganisation and should only factor into
60% of the overall organisational score.

Furthermore, Bonin (2007) outlined a criterion tbategorizes organisations into
“low”, “moderate”, and “high” levels of use. Coudsiring that there are eight levels of use,
the “moderate” level of use was defined as scoomdpur levels of use (Bonin, 2007). A
“high” level of use was achieved when an organisasicored on more than four level so

knowledge use and a “low” level of use was achievbdn an organisation scored on less

than four levels (Bonin, 2007).

4.4 Psychometrics of the Knowledge Utilisation Uptake &le

The KUU scale has a very strong theoretical basisstly, a systematic search of literature
was conducted to inform the development of theesghh tool to measure knowledge

exchange and uptake (Skinner, 2007). Prelimirssiirtg of the concurrent validity was
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conducted by Bonin (2007) to ensure that the KU&leswas actually measuring the
constructs of knowledge uptake and use. This siested the degree of association between
the KUU scale items and the qualitative assessofdatowledge use. The qualitative data
included interview transcripts collected from thE Extension. Trustworthiness of the
coding was established through inter-coder religbilThe two coders reached agreement on
coded instances of knowledge use approximately 808te time. Using SAS and the

PROC FREQ command, the percentage of agreemen¢dreivwstances of knowledge use in
the qualitative interviews and the eight level&iodwledge use on the KUU scale was
determined. Based on the results, Bonin (2007¢lcded that the KUU scale did indeed
validly measure several levels of knowledge us@rdspecifically, the results demonstrated
that there was a high level of agreement on sef/#reeeight levels of knowledge use,

except for “Renewal”. This may have been attridutethe fact that the interview guide for
the KE Extension was not designed to solely pralkmawledge use to the same extent as
the KUU scale. The interview guide likely did rask specific questions or even the “right
guestions” related to the Renewal construct orkidel scale. Despite this, Bonin (2007)
concluded that the KUU scale is effective at meaguhe construct of knowledge use and is
suitable for selecting sample health units dematiaty high, moderate and low levels of
knowledge use.

Further validity testing would be ideal, such asstauct, concurrent criterion related
validity, Inter-correlations or Principals CompoteAnalysis, for further establishment of
the effectiveness and value of the scale. Dusaitial sample size used for this thesis and
the corresponding low power, it was not possiblédany further validity or reliability

testing.
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45 Data Set

The data set used for this thesis consisted ofadiected through KE Extension from the
intervention sample (e.g., Sites A and B) and datizcted for the purpose of this thesis
form the comparison sample (e.g., Sites C andBdyh the intervention and comparison
data sets consist of qualitative interview trangsrand participant responses to the KUU
scale. Itis important to gather correspondinditpteve data from those participants who
complete the KUU scale, as the qualitative dat&iges valuable insight into the context in
which the evidence is disseminated and utilisedh{&, 2007).

The data set for the intervention sample consistéde interview transcripts and
corresponding KUU scale results from Site A and faterview transcripts and
corresponding scale responses from Site B. Thes#ds of Site A and Site B were collected
from staff members at each organisation that wartggpants in the KE Extension. Due to a
lack of response or scheduling conflicts for inievwtimes, not all of the KE Extension
contacts from Sites A and B were able to be indudehe data set. Public health staff that
were interviewed from the intervention Sites indddManagers, Supervisors,
Epidemiologists, Public Health Nurses, Physicaliviist Specialists and Health Promotion
Coordinators. The interviews from the KE Extensiere conducted by the thesis
investigator to fulfill the project requirementstbe KE Extension for the second round of
interviews (T2) with participating public healtlafit The interviews that were included in
this data set ranged in date from April 2008 ty A008. The interviews were semi-
structured, with open-ended questions regardingisieeand application of the SHAPES-
Ontario data and factors affecting the use ofgkidence in public health planning and

decision-making (Appendix D). There were also tjoes that directly probed at the
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influence of the KE Extension on evidence-informkeadwledge use at their organisation.
Following the interview, staff were sent an eleotcoversion of the KUU scale to be
completed and returned by email to the thesis tigeg®r (Appendix D). All interviews
were conducted over the phone and lasted anywirare30 to 60 minutes. The interviews
were digitally recorded and sent to an externadcaption company to be transcribed. To
help ensure a credible data set, the interviewstndpts were sent to the respective
interviewees over email. This provided the pgpacits with the opportunity to review the
transcripts to ensure that their responses wengaety captured.

The data set for the comparison sample consistdteé interview transcripts and
corresponding KUU scale responses from Site C medriterview transcripts and
corresponding scale results from Site D. Thereei@ur participants from Site C that were
interviewed for this project, but due to technigedblems with the digital recorder, the
interview with Participant 2 at Site C did not rett:o Extensive note taking was made
throughout all of the interviews, which allowed #ofairly detailed summary of the interview
to be produced. This summary was then sent baPhtiicipant 2 to ensure that the
discussion had been accurately captured. This suynwas coded and analysed as part of
the data set from Site C.

The interviews that made up these data sets froes i and D were conducted by
the thesis investigator for the purpose of theaegequestion. Primary contacts at Sites C
and Site D identified approximately three to fotaffsfrom their organisation that would be
appropriate for participation in this thesis proje€hese individuals were then contacted by
the thesis investigator for participation in thedst. With the exception of one staff member

from Site D who did not respond, all individualsithvere contacted agreed to participate in
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the study. The interviews were conducted from 2898 to July 2008. An adapted version
of the interview guide from the KE Extension wase&leped along with an adapted version
of the KUU scale for both Site C (Appendix E) ante ® (Appendix E). The adapted
interview guides and KUU scales received full ethétearance from the Office of Research
Ethics at the University of Waterloo (ORE#14603hjet can be found in Appendix F. Data
collection for Sites C and D followed the same psscoutlined above for the two
intervention health units. Further details of thésur Sites and the participants that were
interviewed from each Site are provided in Chaptex.

In order to maintain confidentiality and anonymigyl, hard copies of transcripts have
been stored in a locked filing cabinet in a secunfide within the Centre for Behavioural
Research and Program Evaluation at the Univer§iWaterloo. Electronic data, including
the digital interview recordings and electronimieripts have been stored on a secure server
within a restricted folder. Each of the four Site®l respective participant names were coded

for and removed from the transcripts, analysis,\anté up of the study.

4.6 Qualitative Analysis

Secondary qualitative analysis was conducted onldlkee set from the KE Extension (e.qg.,
Sites A and B). Primary qualitative analysis wasducted on the data set collected from the
two comparison public health organisations thatnatanvolved in the KE Extension (e.g.,
Sites C and D). The qualitative analysis resuteel comprehensive case study for each of
the four participating Sites. Once the case stiere developed for each public health
organisation, cross case comparisons were condutteel cross case comparison allowed
for further understanding of the themes that eméxga the analysis and how they are

interrelated within one context and across vargiogtexts. The cross case analysis

47



examined the dominant similarities and divergerufeéle themes across the four Sites.
Overall, this provided a greater understandingaofdrs important to evidence-informed
knowledge use related to youth physical activitpublic health.

Guiding the interpretation and analysis of the oiggtions’ case studies, was the
Social Ecological approach. The Social Ecologaggiroach provides a basis for
understanding the complex relationships betweeivitheal, organizational, and external
factors, and the influences they have on each ¢Best et al., 2003). The Social Ecological
approach emphasizes the relationship between ysqgath environment and social
environment and the interaction between the twa{Beal.; Stokols, 1992). Furthermore,
the Social Ecological approach explains how chaogesne level of a system can affect
changes on another level of a system (Green & kre®99; Stokols, 1992). This provides
an explanation for how the values, beliefs andadacteractions at the organisational level
can influence individual behaviours within the argation. Some Social Ecological
theorists specifically examined the influence aéipersonal interactions in a given setting,
such as work groups (Bronfrenbrenner, 1979 in G&rat., 2002). The Social Ecological
approach also considers the supportiveness obttial setting and the influence this has on
individual behaviour (Moos, 1980 in Glanz et aD02). These were important
considerations when investigating the influencentdractive processes on evidence-
informed knowledge use among public health practéis.

The Social Ecological approach supported the eapitor of the research question.
This approach is also very complementary to therdtecal perspective of interpretivism.
Interpretivism embraces the concept that meaniniyes from an individual’s interaction

with the realities of their environment (Pattonp2R Furthermore, the research question
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attempts to understand the complex interplay @&rattive process with the individual and
their environment and the influence this has od@wvie-informed knowledge use. The
Social Ecological approach is very appropriatetti@r examination of the interaction between
individuals of an organisation, and external td trganisation, which often occurs through
Communities of Practice, Knowledge Broker, and &mdrative Partnerships. This approach
provides a foundation for understanding the inflieeaf organisation-wide, one-on-one
interaction and even interaction beyond the orgaigis may influence individuals’ levels of

evidence-informed knowledge use.

4.7 Analysis and Coding

This qualitative study established coding procesltimeensure validity and reliability. The
procedures outlined below breakdown the coding speecific activities, providing greater
understanding to the logic behind the analysisa(8s & Corbin, 1998). The interview
transcripts were coded for instances of evident@imed knowledge use and factors that
may have facilitated these instances, with a pagrdocus on interactive processes.
Interactive processes were also specifically cddethe defining characteristics of
collaborative partnerships, communities of practind knowledge brokering. Identifying
such instances provided insight into the influeocthese interactive processes on evidence-
informed knowledge use in the four public healtgamisations. The analysis also provided
further insight into the level of knowledge usehwiteach organisation, which complements
their respective scores from the KUU scale. NV2®, a QSR qualitative analysis software
product, was used to help manage and enhance ¢hesisrand coding process. NVivo
organized the coding process to allow for efficiel@ntification, sorting and retrieval of data

during the analysis (Auld et al., 2007).
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The analysis began with amtial review of each of the interview transcripts. The
initial review provided an overall picture of evid=e-informed knowledge use, the role of
the KE Extension in Sites A and B, and generaliacthat seemed to facilitated evidence-
informed practice in the four Sites. Throughowt émtire analysis process, memoing was
used, which allowed the thesis investigator to doeot and reflect on initial perceptions,
assumptions, questions, and interpretations ofi#ite as the themes emerged (Strauss &
Corbin, 1998). Memoing also facilitate the ideictition of key themes as they emerged
from the analysis and their relations to other tegifstrauss & Corbin, 1998).

Following the initial review of all of the transpts, open coding was conducted.
Open coding broke down the data into discrete patigch were examined and compared for
similarities and differences (Strauss & Corbin, 899Emergent concepts that seemed to be
similar in nature and meaning were grouped togdth&rm simple, broad categories or
codes (Strauss & Corbin, 1998). Constant comperatiethods were employed as each
transcript underwent open coding, which highlightechmon characteristics or properties
that emerged across the transcripts, while ensgongistency and accuracy (Straus &
Corbin, 1998).

Following open coding, axial coding was conductellich systematically developed
and related categories (e.g., codes) (Strauss &i,dr998). Axial coding was used to bring
the data back together from the open coding, totitfemore specific themes regarding
evidence-informed knowledge use, interactive preegsand other factors that influenced
knowledge. Axial coding assisted in identifyingengent themes and potential relationships
between these themes. The emergent themes wetdiatkaccording to their presence in

the data. If a theme continually emerged from tfedd, or if it had a particularly rich
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description provided by the interviewee, it wasiafeed as an emergent theme. The
identification of emergent themes and how they viaierconnected captured what was
going on in the data and it provided a conceptudkustanding of interactive processes and
knowledge use (Strauss & Corbin, 1998).

Finally, selective coding was employed to integrate andiedfie emergent main
themes (Strauss & Corbin, 1998). In this stagiefcoding process core themes were
identified. Core themes were identified as thbse telated to all of the other emergent
themes and captured the relationship among thegemietheme to form an explanatory
whole (Strauss & Corbin, 1998). Through a Social&gical lens, the core themes were
compared and further examined to provide insigtat @vidence-informed knowledge use
and the factor facilitating this process in of ther Sites.

Throughout the entire coding process, constant epatipe methods were used to
validate the interpretation by consistently compgune piece of data to another (Strauss &
Corbin, 1998). In doing so, this recognized thhilevthe analysis was grounded, there was
always a certain degree of distortion and biagaa individual brings their own
assumptions and previous knowledge into the ingdapion of the phenomenon (Strauss &
Corbin, 1998). Making comparisons was necessarghthemes to emerged and
understand how these themes varied across diffecewlitions (e.g., whether or not the
organisation had the support of the KE Extensi&wayuss & Corbin, 1998). Memo-writing
was also an integral part of the analysis proc&smoing is another technique to ensure
that the investigator reflects on coding throughbetentire process (Charmaz, 2006).

In order to establish the trustworthiness of theirg, inter-coder reliability was

conducted (Lincoln & Guba, 2000). A colleague viknéamiliar with the research area and
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is involved in the KE Extension was approachedadheé coding. Randomly selected
segments of each transcript were compiled acrads @&ahe four Sites for the inter-coder
rating. To ensure consistency between codersntiex of codes, which has been created
throughout the analysis process was shared witmteecoder. This index summarized all
of the codes and their corresponding definitiongg@ndix G). After independently coding
the segments of the transcripts, the thesis inyasti assessed the degree of agreement.
Using the coding index, the two coders reachedesgeat of instances of knowledge use
approximately 75% of the time. Employing thestei-coding techniques assessed the
degree of agreement between the two coders artdute/orthiness of the coding process
(Hruschka et al., 2004).

The following Chapter will discuss the core and eyeat themes that were identified
in each of the four Sites and the relationship ketwthese themes and across the different

contexts.
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5 Results

5.0 Chapter Overview

This chapter begins with a summary of the levelsnmiwledge use (KU) achieved by each
organisation on the Knowledge Utilisation UptakéJ() Scale. Following this, a Case
Study of each of these organisations will be diseds Each Case Study will begin with an
overview of organisational characteristics of tlite 3ncluding the size of the organisation,
the population it services, unique characterisifdhie organisation and other factors that
may provide further insight and explanation to ewvice-informed knowledge use within the
organisation. The organisations’ score on the Kddhle will then be discussed in further
detail. Following this, the analysis results fréme interview transcripts will be explored to
establish the ‘thick description’ (Geertz, 1973)eefdence-informed knowledge use
concerning youth physical activity and the potdntiluence of the KE Extension. Other
factors that may have influenced evidence-inforkm®alviedge use, such as personal,
organisational, and external factors, were alssiciemed in the analysis and reported. The
analysis results summarize the prominent themestharged across the transcripts of the
organisation. Cross-Case Comparisons will concthdechapter, further examining the
analysis and the potential relationships acrosstganisations and contributing to our
understanding of evidence-informed knowledge use@ming youth physical activity and

the influence of the KE Extension.

5.1 Knowledge Utilisation Uptake Scale Results

As mentioned in Chapter four, each participant deted the Knowledge Utilisation Uptake

(KUU) Scale as part of the interview process. Tdiewing table summarizes each
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organisations’ score on the KUU scale, providintaie on the levels of knowledge use
(KU) each organisation achieved. For a descripdiimow the scale was scored please refer

to Appendix C.

Table 2: Organisation KUU Scale Results

Level of KU Site A Site B Site C Site D
Non-use
Orientation \ N N N
Preparation
Mechanical N N N N
Routine N v
Refinement N N
Integration N N N N
Renewal N N N
Total KU Levels 6 4 3 6
Overall Score High Moderate Low High

It is helpful to note that the intervention orgatisns have been assigned Site A and B and
the comparison organisations assigned Site B and@h@se levels of KU achieved by each

organisation and their overall score will be disadin further detail in the Case Studies.

5.2 Site A Case Study: Overview of Organisation

To better understand evidence-informed knowledgewithin an organisation, it is
important to have an overview of the context anaratteristics of the organisation. Site A
in an Ontario Public Health Unit involved in the SPES-Ontario Knowledge Exchange
Extension (KE Extension). More specifically, Sies situated within a City Department
with the City Council serving as the Board of HealSite A, is organised into four Divisions

that deliver public health services such as healtkection, family health services, disease
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and injury prevention and control of communicalkkedses. Each Division of the
organisation is further organised into specifictdmvhich are made up of Unit Mangers,
Program Officers, and various frontline staff (ifeublic Health Nurses). Of particular
relevance to this thesis, is the existence of dritlon, Physical Activity, School Health
Unit’ and a ‘Youth, Tobacco & Injury Prevention Wniwithin one of the Divisions. Based
on the staff listing provided by one of the papants, Site A has approximately 450
employees. The service area of Site A is apprabain®,000 square kilometres with one
million residents living in both urban and rurahomunities.

It is important to note that Site A is also a PHRHEalth Unit. As a result, Site A
collaborates with all post secondary institutiomghie area to conduct research, providing the
organisation with additional resources and supfpontesearch evidence. The organisation
as a whole likely has a greater history of priadewnce-informed knowledge use, compared
to other public health organisation that do notehpartnerships and activities that resemble
the PHRED program (Manske, 2001). Another potémtfuence of the PHRED unit on
evidence-informed knowledge use is that staff mayeha greater commitment and
receptiveness to research evidence (Manske, 2@dgcific to local youth physical activity
data, is Site A’s extensive previous experiencekimgrwith SHAPES data. Site A
originally collected SHAPES data in 2004 and cd#dca second round of data when they
participated in the SHAPES-Ontario project andSHAPES-Ontario Knowledge Exchange
Extension in 2006. Many of these unique charasties of Site A may influence evidence-

informed practice within the organisation.

! The Public Health Research, Education & DevelogrfeRHRED) program involves boards of health (Health
Unit), health science programs of Ontario univésiaind colleges and the Ministry of Health andd-derm
Care. The program contributes to health promofiootection and prevention in Ontario by conducting
research related to public health practice. Theedive PHRED Health Units across Ontario.
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Staff members from Site A who were included indlaga set for this thesis were
participants involved in the KE Extension. Of thee participants, two are frontline staff,
one of which works specifically in youth physicaligity. Two of the participants are in
management positions, one is a Physical Activitge®uisor and another is a Unit Manager
related to youth health. The remaining particigaran Epidemiologist assigned to work

with SHAPES data.

5.3 Site A Case Study: Organisational Knowledge Use

Site A received a high level of knowledge use anKhowledge Utilisation Uptake Scale,
scoring on six levels of use, including Orientagidechanical, Routine, Refinement,
Integration and Renewal. This high score of knolgieuse was also demonstrated through
an analysis of the transcripts from the five staffimbers from Site A. In general, Site A
reported using the data in their organisationahmpilag, evaluation and to a further extent,
even policy development, quoting the SHAPES resunltgganisational reports and program
evaluations. Through sharing the results withstttgools it has raised awareness in the
schools and increases their understanding of yioegitth within their school. More notably,
Site A had many creative uses of the SHAPES datzaetigaged school communities, often
strengthening the relationship between the scharadspublic health staff. Some examples
include a standard presentation that summarizecethdt to be shared with the school
boards and schools, a physical activity pamphldtdisplay were developed, and a
newsletter to parents and youth. These exampliedreflect the levels of use that were
achieved on the KUU scale. The following analysii further explore knowledge use of

SHAPES data at Site A to better understand thgin bcore on the KUU scale.
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5.4 Site A Case Study: Analysis Results

The following section summarizes the key themeseh@erged from the analysis of
interviews from Site A. The analysis will also éqe the relationships between these

themes and evidence-informed knowledge use withen/S

5.4.1 Core Theme:Access to SHAPES Data

Throughout the analysis of the interviews from 3it¢he core theme of ‘access to SHAPES
data’ consistently emerged from the transcriptavikly access to SHAPE 8ata was the
key factor influencing evidence-informed knowledge regarding youth physical activity at
Site A. One of the unique characteristics of tRABES data is the fact that it is local to the
region that Site A serves. A participant from 3iteaptured the demand for local data
within her organisation.

“The local data | would have to say is the strortgbsg because we’re

hungry for it. A lot of agencies are hungry foarnd we don't have a lot of it.”

[Site A, Participant 2, 30]
Local data are a valuable source of evidence &f working in public health and are an
important factor for encouraging evidence-inforngdedision-making and practice (Bonin,
2007; Manske, 2001). The fact that public heaftfanisations typically do not have the
capacity, resources or expertise to collect loedligurveillance data, provides further insight

to the value placed on SHAPES data at Site A.

“I mean we don’t have anything else that collecisal data, so | think, yeah |
think that's very key” [Site A, Participant 3, 334]

2 The term SHAPES data is used by organisationgcjpating in the SHAPES-Ontario Knowledge Exchange
Extension (KE Extension) to refer to localized yophysical activity and tobacco use surveillanda daat

was collected through the SHAPES survey. The SHAREVvey and data collection process was possible
through their partnership with the University of ¥&doo. The SHAPES surveys collect data at theviddal
school level. Each school that participated inglagect received a feedback report summarizing gpecific
school data. The public health organisations wecka feedback report summarizing the aggregatefoan
across the schools in their region. The publidtheaganisation could gain access to the individghool data
by receiving permission from the schools.

57



Participants from Site A really value their accesSHAPES data, as it Belevanto the
youth within the schools who they work with, whishan important characteristic of the
information source (Manske, 2001).
“Well, I mean obviously without SHAPES we wouldi@ve as much detailed
data and information on youth... the SHAPES surveybean the evidence to
support the tobacco programs, especially XXX [atly@moking intervention]

at our health unit. So | guess that's, that wouddthe contributiori [Site A,
Participant 1, 83]

Having access to SHAPES data provided Site A viiéhavidence necessary to inform and
support their school-based programs, contributingvidence-informed practice at Site A.
Another participant identified having access to $HS data as a valuable contribution to
evidence-informed practice at Site A, as it prosideection for their work. Yeah. | mean
the SHAPES survey done by Waterloo was, you khawsiinformative... it's, it certainly
gave us a direction...gave us some stats, sometdedtats...”[Site A, Participant 5, 78].
The SHAPES data provided staff at Site A with teeassary evidence to inform their work.
From the passages above, it is clear that paatitgpfrom Site A viewed SHAPES
data as an important source of evidence. Thisrtedr supported by the fact that there were
several instances across the transcripts thatgeamoncrete examples of how the staff at Site
A have used the data in their daily work.. it [SHAPES] provided background knowledge
and a rationale. And it gave us directions for prax@ planning...And we, it, it got us
considering the advocacy issue with regards tonnyto get physical activity...[Site A,
Participant 5, 42].Staff at Site A benefited from their access to $iES data, as it was used
to inform their work and evaluate their programsgtices and policies:| wrote with XXX
an XXX [a youth smoking intervention] evaluatiordave did use the SHAPES data for
that...It's been, like the data’s been used whenever theraeew policy that comes outl...

know the programs use it all the timgSite A, Participant 1, 47].
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“So we have an annual planning cycle. And usual@ctober we start

thinking about our operational planning for the hgrar, as well as re-
jigging our logic models. And that would be basaedvhat we hear from
community input, as well as, an example, the SHARES or any other
evidence that would support what we need to begdointhe next year.”
[Site A, Participant 4, 92]

Furthermore, staff at both levels of the organ@sgtirontline (e.g., Public Health Nurses,
Health Promoters) and management (e.g., Progranadéss and Evaluation Officers),
actively used the SHAPES data in their work.

“Well | know that the, that the nurses involvedhe high schools that they do
presentations to the principal and then to the stistaff on the[SHAPES]
results specific to that school. And | know thahter up in management have
used the [SHAPES] results more, not specific toviddals, but you know the
report that was for everybody, kind of general.itgSA, Participant 2, 6]

Having access to SHAPES data was particularly agleio the work that Site A does in the
schools, further contributing to evidence-infornpeectice.

“I mean the nurses are still using the [SHAPES]ulesin their presentations

| believe to schools and school boards... For physicavity we did have a

pamphlet that went out that | think included sorhthe SHAPES data[Site

A, Participant 1, 15]
Many of the staff at Site A have shared the SHARESIts with the schools through
presentations, pamphlets and meetings with théfsbah various levels within the schools.

“... well in conjunction with XXX, developed a PofReint presentation that,

that staff could take out and give to the schoolsirréhtly I'm working with

XXX to get the [SHAPES] results out in a more dueatvay through slam

poetry.” [Site A, Participant 3, 6]
Some staff even worked with the schools to fincditve ways to share and use the data
among the student body. Having access to the SKAdREa while working with the schools
significantly contributed to evidence-informed krledge use within the schools and Site A.

The fact that the organisation made the SHAPESatatessible to all staff further

reflects the value that the organisation placetherSHAPES data in terms of evidence-
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informed practice."So we’ve extended that information [SHAPES] fdrsahff to be able to
benefit from that information and then see how tayintegrate it within their own
practice” [Site A, Participant 4, 64]. In fact, some of 8taff at Site A gave precedence to
the SHAPES data, as it is local to the populati@ytserve.

“...for the most part we ask programs to use localence when it's

available and if not, you know, of course we’d hevase provincial data if
that was available or national data[Site A, Participant 1, 107]

This demonstrates theelative Advantagef the SHAPES data, which is an important
Characteristics of the Informaticior knowledge use (Manske, 2001).

Based on the analysis, it is apparent that haatogss to SHAPES data was a key
factor (or core theme) influencing evidence-infodnk@owledge use related to youth
physical activity at Site A and within the schooiccess to SHAPES data was identified as
the core theme, as it consistently came up actbesthae transcripts and on numerous
occasions. The participants at Site A repeatediyhasized the importance of having access
to the local evidence in their work, specificalgferring to SHAPES data. Having access to
SHAPES data was valuable because it directly inéofrthe programs and practices within
Site A. This core theme of having access to SHAB&S is the underlying building block
of all of the other themes to emerge from the datach will be expanded on in the

following sections.

5.4.2 Emergent Theme:SHAPES Engages Relevant Partners

Having access to SHAPES data was particularly vééum evidence-informed knowledge
use at Site A, as it provides an important evidesmegce when working with partners. The
analysis revealed that the SHAPES data were aoteieresource when engaging partners

in evidence-informed practice regarding youth ptgisactivity. Staff at Site A would share
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the results with other partners to identify oppnities for evidence-informed planning in the
schools.”l know that higher up in management have used#selts [SHAPES data]
more... with interacting with planning with other agees around planning for the high
school population’[Site A, Participant 2, 6-10]. One participant mened how the
SHAPES data were effective at capturing their gatsnnterest.

“Well the, the first thing that comes to mind isemh can share [SHAPES]

data...People like hearing those types of numbeggté# their interest. And if

they, you know, if they weren't really onboard befaith working with the
youth, that really makes them say hey, this isoa you know, our, our

planning is working, our programs are working stdgyou know, be more

participatory” [Site A, Participant 2, 26]

Furthermore, sharing the SHAPES data with theitngas encouraged them to work with
Site A around planning and programming for the fipbsed on the data.

Local schools and school boards are the primamy@is that Site A works in
collaboration with towards evidence-informed preetiegarding youth physical activity.
Staff at Site A primarily use the SHAPES data iaithvork with the schools.

“Well we've used them [SHAPES data] a lot in oualilegs with the school

population. The schools were extremely interestatie feedback [SHAPES

data]” [Site A, Participant 3, 6].

In fact, the SHAPES data were very well receivethahy different levels within the
schools, including superintendents, principals stadents.

“But the schools were very receptive and | thinkttivas a, | think that was

great. They, they really liked the results and knaw, sometimes they went to

not only the principals but it might have been tthe youth groups, it might
have gone to sometimes staff meetings or paremicdaueetings, that kind of

thing.” [Site A, Participant 3, 6]

Various staff from Site A took a role in sharing tBHAPES data with the schools and

engaging them in discussions concerning the usieeadata. For example, the Medical
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Officer of Health (MOH) at Site A engaged the sdsdbrough a presentation summarizing
the SHAPES data for their schools.

“We've used it in doing presentations firstly witte four superintendents

from the four different school boards. MOH, we @megal a presentation for

him on all of the SHAPES data and he shared tHatrimation with them in

an open forum for discussion with them on howdhais: could be used in
each of their schools.[Site A, Participant 4, 4]

Not only did this increase awareness and understgrod the SHAPES data among the
school administration, it also provided an oppaitiuto discuss how the results could be
used within the schools, further contributing tadewmce-informed knowledge use. The
schools themselves became actively involved in rstdieding the SHAPES data and how
they could be used to inform their strategies alodfams. “Well once again, when they
[schools] see, you know, where their rates [SHAEIR] are on, on, well tobacco or
physical activity, then you can plan your strategaeound that’[Site A, Participant 2, 310].

“So they [schools] have...an idea... of what was gaoingn the school at that

time in terms of, you know, smoking rates and anese, you know, and

different behaviours and they can use it for thémning, can identify

whether they're, they're, you know, lacking in e@mtprograms or the
students have a certain needSite A, Participant 1, 319]

As demonstrated above, the schools would lookeat 8HAPES results around physical
activity to inform their strategies. The schoolem® began to take an active role in finding
creative uses for the SHAPES data. One participastribes how the schools would
integrate the data into classroom learnifig.students could also use some school
[SHAPES] data to...learn fromSite A, Participant 1, 319]. The fact that the/GHES data
are specific to their student population really@mmaged their involvement with
understanding and applying the daté/ell | think, | think that the [SHAPES] data, asid
before, specific to their school helpSite A, Participant 2, 446]‘And when you get the

specific school data, that's where they can say thied is what’s going on in our own
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school. What can we do? You know, to kind of #hifgs for the better[Site A, Participant

2, 310]. The schools recognized that the SHAPE® ware an important source of evidence
for identifying the needs of their student popuatand opportunities for programs and
strategies to address those needs.

The SHAPES data also provided support for the wiwak Site A was already doing
within the schools."So SHAPES has been supportive in being able tpistéhe schools”
[Site A, Participant 4, 248]. The SHAPES data waretinually used to engage the schools
and provide ongoing support and direction for &iteschool-based strategies to address
youth physical activity.

“The lead teacher doesn’t always understand thecephof what we’re [Site

A] trying to promote. We're trying to get the leastive students active.

We’'re not trying to offer more sports to the people already are members

of, of sporting teams. And so the, the stats [SHAB&a] for that help to, we

have to sometimes bring them back to that. You kaowember that the stats

say that you have to, you have to work on the gitl§SHAPES data] helps

bring it back to the reason and the basis and tihection we need to take for

the programming.[Site A, Participant 5, 363]

Site A even developed resources that summarize8HAPES data, providing support for
their work within the schools. For example, ondipgpant from Site A described a display
highlighting SHAPES data that provided supporttfair school-based physical activity
program.

“...and it [display summarizing SHAPES results] wasamt to really get

people onboard and to understand the issues andftire the reason why

we’re in the schools for the XXX [Site A’s schoaséd physical activity

program].” [Site A, Participant 5, 90]

Such resources raised awareness and understamaomg dhe student population around the
topics covered in the SHAPES data, particularlytigqahysical activity. The SHAPES data

were so effective at engaging the schools in colative evidence-informed practice with

Site A that some of the schools have requestetidudata collection?But a lot of schools
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would still like to have us come back and re-suryeuy know”[Site A, Participant 3, 182].
This demonstrates the value of having access t8HAPES data when working with the
local schools.

Overall, the analysis demonstrated the value of BH®3 data when engaging partners
in evidence-informed practice regarding youth ptagisactivity. Having access to the
SHAPES data was a particularly important sourcevadence when working with the
schools. The core theme of ‘access to SHAPES dats’an underlying factor influencing
the buy-in and participation of relevant partnergvidence-informed strategies regarding

youth physical activity.

5.4.3 Emergent Theme:Formal Partnership with Schools

As demonstrated in the previous emergent themderge-informed knowledge use at the
school-level is a unique and important form of kfenge use at Site A for youth physical
activity. The emergent theme of ‘formal partnepshivith the schools’ recurred throughout
the data, as a key factor facilitating Site A’stjgdpation in evidence-informed practice with
the schools. Site A has a formal partnership wita of their schools boards and engages the
other three school boards through their schoddiai One of the participants from Site A
describes the relationship with the schools boards.

“One of them [school board] we have a formal parstep with and the

reason that we have that is so that we can havenmoore interaction to

influence policy at the board level... And we've dlstped them implement

daily physical activity legislation within that sobl... the other three school

boards we do have a public health nurse who isigdn with them, meaning

that she brings the information directly to the ashboard on anything that

we might be doing or seeking permission to be tbtd. So they're in
communication regularly.[Site A, Participant 4, 316]

This participant really captured the value of therfal partnership with the schools in terms

of engaging the schools. The formal partnershguees regular interaction between Site A
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and the school boards around planning, programaniaigpolicy development. For example,
one participant at Site A describes how specifdf st Site A are in contact with the schools
to discuss issues within the schools and poteptiblic health programs that may address
those issues.

“so we have some nurses, from my understanding atlea that are in contact

with the principals of each school and then we ha¥ew nurses that are in

contact with the school boards and this is just example, | guess they meet

every so often to discuss issues that arise atalka@about new public health

programs and to see, you know, whether they’re gpeaite for the schools

and whether the schools are interested and thdtafdhing” [Site A,
Participant 1, 279].

Furthermore, along with this formal partnershige3\ has been working to establish a
formal knowledge exchange process with the schbwksve tried in the last few years to
formalize information exchange between the schoafds and [our health unit] Public
Health...” [Site A, Participant 2, 258]. The goal of this pess would be to encourage
sharing of knowledge and collaboration betweeniputgalth and education, contributing to
evidence-informed practice.

An important component of the formal partnersisigéhool assignments. Frontline
staff from Site A are assigned to work with a speachool, serving as the “go to” person
for that school around public health issues.

“And when it comes to the individual school levelge.have a Public Health

Nurse assigned to each school, so there’s thetogmerson for Public Health.

And once again, we’ve moved back to school assigisni@ nurses so that

they get that same face and they build that retetiip.” [Site A, Participant

2, 458]

A benefit of the school assignments is that the@slshbecome familiar with their staff

representative from Site A. This allows for a tielaship to be built between the individuals

at the schools and Site A, further facilitating ecoumication and collaboration.
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“...because they know a specific staff that's assigoaheir school and that
relationship that | talked about has been builgytine more likely to open an
e-mail and read it and take it seriously and cohtae nurse if they have
guestions. So there’s a formal process to getenetland then once you’ve got
their approval this front line staff that's assotgd with the school is
responsible for actually trying to make it happarthe school[Site A,
Participant 5, 331]

One participant describes this sense of respoitgiaild commitment that goes along with
the individual relationships of the schools assignta. “Because of course there’s, are all
kind of commitments to relationships. So if youehago to person from health for that
superintendent to link with and vice verd&ite A, Participant 2, 458]The school
assignments allow for easy and efficient commuracawith the schools, further facilitating
collaborative work between Site A and the schotlisl need something, if | need
information about the school board, | know I caill tais person and if it's not the person
that can give me the stuff she’ll put me onto sereeaho can’[Site A, Participant 2, 458].
The school assignments even provide staff from/Aiarious opportunities to work with
the students.

“Well | think we have 52 high schools...So we hapelaic health staff

working in each of those schools, so that mighd peblic health nurse or a

project officer who is assigned...usually we workhwitead teacher with

those students and they design activities that dusst the needs of their
population...” [Site A, Participant 3, 202]

Staff assigned to the schools work with the studienihderstand the needs of their schools
and brainstorm strategies to address those n@éusse many benefits of the schools
assignments have important implications for eviéeindormed practice within the schools.
The formal partnership even has implications fermmanagement level staff. For
instance, the Medical Officer of Health from SiteaAd the superintendents from the local

school boards meet on a regular basis.
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“...we [Site A] get the superintendents, a, a sugendent rep from each of

the four boards to meet with the Medical OfficeHefalth. And we try and do

that twice a year. And at board meetings a Pubkalth Nurse is at the

table” [Site A, participant 2, 258].
The formal partnership also provides opportunifiegprogram managers at Site A to meet
with superintendents from the schools to discubsaebased programming.

“There is a very formal process for schools. We tmath superintendents |

think three times a year or twice a year. So tlgesbiperintendents of the

boards. | meet with her manager and the supena$dne school age health

program. And they bring forth issues and topicsd Amwe know of some

programming that's coming up we’ll bring them updaget some feedback on

that” [Site A, Participant 5, 331]
This meeting provides opportunities to discussdsawithin the schools and potential
programming and strategies to address those is€erall this formal partnership at the
management level is successful at engaging theokbbards, facilitating information
sharing and collaboratiorfAnd we, we really have great attendance of theesuppendents
to our superintendent meetings to receive the mé&tion and to provide feedback to us”
[Site A, Participant 4, 316]. The formal partnepsat the management level is an important
factor for gaining school buy-in and cooperatidn.when you have support at top level at
the school boards...and the schools get that froom fihe top end, you have better buy
in...” [Site A, Participant 2, 234]. More importantlyetformal partnership with the schools
really encouraged the sharing of the SHAPES dathsabsequent uptake and use of the
SHAPES data in the schools.

“l actually went to a school council meeting. Satth where all these...the
trustees from the school board meet to plan. Sad &t one of the school
boards to present the SHAPES data to them theveelisSo that was very
informative to them as to how they would like dopttioritize their issues in
their school. So they have, the school board ha&ldd to make health one of
their top three priorities and one of them beingaoco, then nutrition and
physical activity... And that school board we haverenal partnership with
and that’'s why we were able to do thi§Site A, Participant 4, 260-264]
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Presenting the SHAPES data to the schools congxdloiat evidence-informed practice
regarding youth physical activity in the schooksjtaallowed the schools to identify the
priorities of their population based on the SHARE&. This example also illustrated the
value of the core theme, having access to SHAP& 8ymlence-informed knowledge use,
through the formal partnership with the schools.

In order for Site A to work in collaboration withé schools and provide services to
the school population they must receive board agptoefore approaching the individual
schools."If whoever wants to introduce an initiative or agpect into a school we have to
present it to all four school boards, to a spec#iperintendent, give them formal hard
copies”[Site A, Participant 5, 331]. Therefore, anothmportant element of the formal
partnership is the board approval process thabbes established between Site A and the
schools. As part of this formal approval proces® department from Site A organizes all of
the information regarding the school-based initedioffered across the organisation into one
monthly letter to the schools.

“Public Health, you know, we’ve got different defmaents that have hands in

schools as far as service delivery. And we trytrtieasnline so that it's not 50

million knocks on the school doors or the scho@rbdaloors...our program

coordinates the approval process as far as eachtimwe have a mail out, so

the other programs know they need to get theif sbubur program assistant

and she does the mail out to those...again the figersitendents that meet

with our Medical Officer of Health, they get thaaitrout once a month...the

superintendents will do a sign off and get backdavith the support of a, of

an initiative or resource or whatever it may be...av&lve got an agreement,

you know, ten day turnaround from this day, turnard for them to sign off.”
[Site A, Participant 2, 274-294]

This process ensures that the school boards reakigkthe necessary information.
Futhermore, the process also requires that theotbhoard provide their approval in a
timely manner. Overall, this formal approval pregseems to facilitate information

exchange and coordination of joint initiatives be#w public health and the schools. Once
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there has been formal approval at the board |&weitline staff from Site A can approach

their assigned schools to acquire their buy-insuqport to move forward with an initiative.
“...we prepare a letter with all activities that witle happening. It goes to the
superintendents and they approve it. Then fromethef the strategy has been

approved... [we can] approach the principal to getething to happen in
the school.”[Site A, Participant 4, 236]

Moreover, a component of the formal partnershighas staff from Site A develop standard
processes for sharing information with the schémlsnsure consistency. For example,
frontline staff developed a standard process farisg the school-specific SHAPES data
with individual schools.” ...the process that was set in place was that theddbalth

Nurse associated...with the high school... they wandtdshare the school report [SHAPES
feedback repot} with the principal and then they would do a pretsgion to the school
staff...” [Site A, Participant 2, 332]. This standard preceksharing the SHAPES data with
the schools also demonstrates Site A’'s score ofiRoknowledge use on the KUU scale, as
the uptake and use of the SHAPES was stabilizetl éHal., 1975).

Overall, the formal partnership with the schogipears to facilitate collaboration and
buy-in from the schools. The analysis also reveatame important elements of the formal
partnership, such as school assignments and alfappeoval process, that supported joint
initiatives between Site A and the schools. Calfation between Site A and the schools has
important implications for evidence-informed praetregarding youth physical activity.
While having “access to SHAPES data” was demorestrat be the core factor contributing
to evidence-informed knowledge use concerning yphtfsical activity, the formal

partnership with the schools, further facilitates tiptake and use of SHAPES data. The

% The schools that participated in the SHAPES-Oatproject received a Feedback Report that sumnthrize
their individual school results. The Ontario hiealhits participating in the project received adtmek Report
that summarized the aggregate data across aleafdahools within their service area. The feedlvapkrts also
included suggestion for action based on the resukéncourage the use of the data.
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analysis demonstrated specific instances whertoth@l partnership with the schools really
encouraged the sharing of the SHAPES data, an@gubést uptake and use of the data in
the schools. Such instances also illustrated dheevof the core theme, ‘having access to
SHAPES’, on evidence-informed knowledge use, thinaihg formal partnership with the

schools.

5.4.4 Emergent Theme:Working Groups

Another theme to emerge from the analysis wasdimadtion of working groups among staff
at Site A. In general, these working groups werestl to encourage integration and
coordination across the organisation, which plag@ein evidence-informed knowledge use
at Site A. One patrticipant commented on how tlgawisation is really moving towards
integration and collaboration in order to achieveater coordination among their programs
and services.

“Within the whole division it’s, there’s a real pusowards integration and

working...collaboratively on various projects...so wekvmore closely

together because it's a natural fit...we definitgigu know, we have “all

staff” meetings where people are presenting whay'tle doing to keep

everybody informed. So there’s definitely an attetmpto work
collaboratively and share ideas and suppofSite A, Participant 5, 210-214]

This organisational collaboration ensures thatrmftion is shared across the entire
organisation and that there is adequate suppostdfit Furthermore, staff at Site A became
aware that the different programs across the osgéinn were working on similar efforts, but
independently from each other.

“...we recognize that sometimes people in differeogfmams were doing the

same type of thing and not even realizing it. Soeneally, there’s been

efforts made to really make each other aware oftwliaother programs are

doing and if there’s a chance for integration, wiaktogether... And so we,

we try to, we’re trying more and more to work asnes.” [Site A, Participant
5, 222]
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The formation of working groups or teams is an ingoat catalyst in achieving this
communication and coordination across the varisagnams at Site A. Overall, staff
members at Site A view these working groups asséipe contribution to the organisation
as a whole and their individual work. One par@eipfrom Site A describes the value of
working groups in keeping initiatives on the “fawait”.

“Oh, yes we have working groups all the time and is positive because it

keeps it on the forefront. Whereas if you didniténéhe working group

together sometimes we just gets so tied up dowaiing the daily activities,
things get forgotten.[Site A, Participant 4, 228]

These working groups are fairly common at SiteThey are important for keeping staff
focused and ensuring that specific tasks or ineatare not overlooked.

Staff at Site A formed a specific SHAPES workinmgup that involved all the
individuals from the organisation who had some molthe SHAPES project. This specific
working group emerged frequently across all oftthascripts as an important contribution
to evidence-informed practice regarding youth pteisactivity at Site A. One participant
from Site A described this working group as a stepcommittee, involving staff from
various programs and units.

“Well we had a steering committee with really adigple involved with

SHAPES. You know, the physical activity managerthar®, the XXX

[comprehensive school-based physical activity paogrsupervisor was

there, my supervisor was there in tobacco. Progpdanning was there, like

just basically the key players and we met I'd say. f probably a year or

more on a fairly regular basis, which significantiglped us | think through
the implementation phas¢Site A, Participant 3, 86]

Having the key players across the organisation dogether through the SHAPES working
group facilitated the implementation and applicatid the SHAPES data. The analysis
revealed that the SHAPES working group had martii@tlefining characteristics of a

Community of Practice (CoP). As demonstrated endtevious passage, the SHAPES
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working group met on a regular basis allowing fartmal engagement, to reach their
common goals and objectives throughout the impleatiem of the project (Wenger, 1998).
All decisions with regards to the SHAPES data & 8ioccurred at the working group level,
demonstrating joint enterprise of the working gr@¢Wenger, 1998)."...a lot of the
SHAPES decisions were made at the steering corertettel” [Site A, Participant 3, 188].
Being engaged through joint enterprise allowedgitoelp to make the necessary decisions to
reach their common goals (Wenger, 1998). Furthezntbe working group would meet to
discuss how the SHAPES data could be shared wetsd¢hools, which was a common goal
among the working group members.

| was part of the SHAPES committee, so what wevdglistaff training

sessions on how the documents could best go ¢l &chools and

developed, well in conjunction with XXX, developdtbwerPoint

presentation that, that staff could take out angedp the schools. So

sometimes we did that in conjunction with the X&¥otjprehensive school-

based physical activity program] team and sometimesust did it with the
tobacco results.[Site A, Participant 3, 6]

These negotiations lead to the development of aFEER\presentation that the staff could
use when sharing the SHAPES results with the sshogpresenting the shared repertoire of
the working group (Wenger, 1998). Communitiesaicfice have been recognized as a
mechanism to encourage interaction and efficidfision of knowledge within an
organisation, generating an environment that ipstwe of knowledge use (Robinson,
2006). The SHAPES working group encouraged cohgttaraction among CoP members,
facilitating the use of the SHAPES data and thessgbent development of SHAPES
resources.

“...There’s been a lot of interaction between, likéXXand | have worked

closely together and then this person from physactvity, when she was

involved it was, especially when they trying tothetpamphlet [SHAPES

resource] out, there was a lot of, you know, diseuss about the
implementation phase and for a while we [SHAPESimgrgroup] were
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meeting weekly. But a lot of it was just sort aistant... interaction between
us.” [Site A, Participant 3, 118]

The continuous interaction among members from HARES working group allowed for
continuous mutual engagement around the joint priserthat allowed for the development
of the shared repertoire.

Another benefit of the SHAPES working group is tiha@tivolved staff from all levels
of the organisation, including managers, prograaff,sind frontline staff. One of
management-level staff described her role on th&aFHES working group.

“When we were trying to look for, for some moredung to continue on with

doing the SHAPES survey again, | was sitting atdbée to help coordinate

that, to get senior management buy in. When theyepwhen they helped

support XXX in his submission of a proposal fovsillance and we were
working together on that, those components” [Sit@Articipant 4, 220]

Having management-level representation on the wgrgroup helped to gain management
buy-in to continue supporting the SHAPES projeliis example also demonstrated the
value of leadership to coordinate efforts and feltbrough on specific initiatives. Another
way in which the SHAPES working group was an imaetricontribution to evidence-
informed practice at Site A was the fact that ived as the primary channel for Site A’s
involvement in the KE Extension. It was througlstvorking group that staff at Site A
communicated with the University of Waterloo (UW).

“So we had a small group of staff working togetreggularly on

this...SHAPES knowledge exchange and how we’d likepgiement it within

XXX [Site A]. So they would be communicating redybaith you guys

[University of Waterloo] to get the support that vegjuire. So you've been
more than, than fantastic in helping us with th4Bite A, Participant 4, 48]

This working group would communicate with UW to eresthey had adequate support to
carry out their joint enterprise of utilizing th&l8PES data. Another participant commented

on the working group’s interaction with the Univiegof Waterloo. “Well basically the
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interactions with Waterloo. | think Waterloo wadrernely supportive all the way through. |
think we worked very collaborativelySite A, Participant 3, 26]. The working group was
able to work very collaboratively with UW to geethecessary support. The sustainability
of the SHAPES working group at Site A was partiagpendent on the progress of the
SHAPES project at UW.

“There was some talk yesterday that we [SHAPES wgrfiroup] might get

together again...l would like to see it... | guess ddpg on where we're

deciding to go or where Waterloo is going with tasswell” [Site A,
Participant 3, 110]

This demonstrates the importance of having sugpart UW and the KE Extension on the
success of the SHAPES working group and subsegw@rnce-informed practice regarding
youth physical activity at Site A.

One patrticipant from Site A even mentioned theE&Eension Community of
Practice, as being influential to the uptake atnidzation of the SHAPES data. This
participant described the informal interaction agn@oP members, which was important for
effective information sharing:Well | liked the, more the informal interaction..usit, it
was always interesting to hear where other peomeevat, you know, and just | think
collectively we could do way more than individual[§ite A, Participant 3, 38]. Being able
to hear what other public health organisations wieiag with the SHAPES data through the
CoP was an important form of information sharifidnis participant highlighted the
importance of being able to work towards the jenterprise (e.g., using the SHAPES data)
of the CoP through mutual engagement (e.g., momgdgonferences), rather than each
public health organisation working independently.

Overall, the various working groups that emergedifthe analysis appeared to be an

important interactive process at Site A, facilitgtievidence-informed practice. More
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importantly, the presence of a SHAPES working grallpwved staff at the organisation to
engage in discussion regarding SHAPES initiativest(al engagement and joint enterprise)
that lead to the development of resources tharedilthe SHAPES results (shared
repertoire). The SHAPES working group took advgetaf Site A’'s ‘access to SHAPES
data’, further encouraging the uptake and use AFHES data across the organisation. This
demonstrates the value of having ‘access to SHARRES in combination with the
interaction among working groups on evidence-indrknowledge use regarding youth

physical activity.

5.5 Summary

‘Access to SHAPES data’ emerged as the core themigilouting to evidence-informed
knowledge use around youth physical activity a¢ 3it The other themes to emerge from
the analysis had elements of interactive procasseslso played an important role in the
uptake and use of the SHAPES data. Firstly, ha\dogess to SHAPES data’ was an
effective resource when engaging partners in eciel@émformed practice regarding youth
physical activity. The analysis also revealed thatformal partnership with the schools
really encouraged the sharing of the SHAPES dathsabsequent uptake and use of the
data in the schools. Finally, the formation of king groups also contributed to evidence-
informed practice at Site A regarding youth phylsamdivity, as a result of having Access to
SHAPES Data and being able to share and use theadat group. Overall, the emergent

themes appear to enhance the benefits of havings&do the SHAPES Data.
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5.6 Site B Case Study: Overview of Organisation

Site B is an Ontario Public Health Unit participatin the SHAPES-Ontario Knowledge
Exchange Extension Project. Similar to Site A,dhganisation is situated within a City
Department, with regional and community electedoapees who represent the three
municipalities within the organisation’s servicearserving as the Board of Health. Site B
delivers public health services, including healtbrpotion and disease and injury prevention.
The organisation is divided into five Divisions,eoof which includes school health, which is
of particular relevance to this project. Each Bion of the organisation employs staff at
different levels of the organisation including dit@'s, program managers, and frontline staff.
The staff at Site B consists of over 225 employes 150 volunteers who deliver the
mandatory health programs and services. The sgton provides these services to over
180,000 residents in the community, across a serwiea of approximately 6,500 square
kilometres. The employees are located in eithemnthin office or the three satellite offices.
Similar to Site A, Site B also has an associate®PEf unit, which advances applied
public health research and training in collaboratith local post-secondary institutions.
One of the advantages to the PHRED unit, is thatdgides the organisation with access to
additional resources for research, such as researdance and expertise. As a result of the
PHRED unit, it is assumed that the organisatioa aole and the staff have a greater
history of prior evidence-informed knowledge usanpared to other public health
organisation that do not have partnerships anditiet that resemble the PHRED program

(Manske, 2001). Furthermore, staff at Site B nlag have a greater commitment and

* The Public Health Research, Education & DevelofrflRHRED) program involves boards of health (Health
Unit), health science programs of Ontario univésiaind colleges and the Ministry of Health andd-derm
Care. The program contributes to health promofiootection and prevention in Ontario by conducting
research related to public health practice. Theedive PHRED Health Units across Ontario
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receptiveness to research evidence, as a reghi 6fHRED unit, which would have an
overall influence evidence-informed knowledge ugiw the organisation (Manske, 2001).
All four staff members who were interviewed fronteéSB had some involvement in the
KE Extension Project and worked on the School Hieb#tam at Site B. One of the
participants is the program coordinator of the caghpnsive school health program offered
to the local schools through the School Health Tedmwo of the participants are public
health nurses (PHN) on the School Health Team, wgrik the schools to deliver the
programs and services. The final participanthgsical Activity specialist on the School
Health Team, which is a position unique to Sit@a8ijt is a joint position between public
health and the local school boards. This individves formerly a teacher, who works
within Site B to liaise with the local schools asthool boards on initiatives to increase
students’ physical activity. Another unique elet@rthis position is the fact that her salary
is shared between Site B and their local schoadsdoThe existence of such a position
speaks to the value that both Site B and theid ldaools boards place on joint initiatives
and coordination between these sectors. Thisiponsg of particular relevance to this thesis
project, considering that evidence-informed knowkedse regarding youth physical activity
at Site B largely occurs at the school level. rhportance of such a position that links
public health with local schools around youth phgbkactivity will be discussed further

throughout the analysis of Site B.

5.7 Site B Case Study: Organisational Knowledge Use

Site B received a “moderate” level of knowledge asghe KUU scale, achieving four levels
of knowledge use, including Orientation, Mechanitategration and Renewal. These levels

of knowledge use were further confirmed throughahalysis of the interview transcripts
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from staff members at Site B. Many of the partifs from Site B referred to the SHAPES
data to inform their programs and program develogm#® mean again the [SHAPES}
information has been used to help shape prograrttemour agency’[Site B, Participant 2,
64]. Of particular relevance, the SHAPES data jpled staff at Site B with valuable
research evidence to inform programs within thevstsh “The organization has used the
[SHAPES] results to try and look at programs witeghools with respect to physical activity
and tobacco”[Site B, Participant 2, 8]. Furthermore, staffrfr@ite B would refer to
SHAPES data in their working group with the loceth@ols. These examples reflect the
organisation’s score of integration, as staff aiegithe SHAPES data in their work and in
activities with the schools to achieve a colleciimpact of their work and school-base
programs on youth health (Hall et al., 1975). Assult of sharing the data with their local
schools, it increases awareness of youth healjleneral and encourages school buy-in for
joint initiatives between Site B and the schodkharing SHAPES data with the schools
through presentations, newsletters, posters apthgis encouraged the schools to look at
their data to identify issues specific to their@ahpopulation. Such instances of knowledge
use will be further explored throughout the follogisections to understand the factors that

encourage the use of SHAPES data.

5.8 Site B Case Study: Analysis Results

The following analysis will explore the main themtesemerge from the interviews
conducted with staff from Site B. These themes$ pvidvide further insight into evidence-

informed knowledge use regarding youth physicalegt
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5.8.1 Core Theme:Working Relationship with School Boards

A key factor influencing evidence-informed knowledgse at Site B with regards to youth
physical activity (e.g., SHAPES data) is the pwesitivorking relationship between Site B and
the local schools boards. Site B has establishgabd working relationship with their
boards of education over the years, which facdgatorking with the individual schools.
This working relationship consistently emerged asrihe transcripts as an important
facilitator of their work in general at Site B.

“I think one of the things that helps us achievihongs is our working

relationship with the school board. We have arsgrpartnership with our

school boards so that really allows us to approtdem with a variety of

ideas. And work in conjunction with staff at tlke@ol board to get things
accomplished.’[Site B, Participant 3, 135]

As a result, Site B can easily approach the schoatds with ideas and initiative8. think
it [relationship with school board] is a facilitatdecause you can introduce the evidence
and you can bring it into play[Site A, Participant 1, 835]. This participaneav
commented on the influence of this working relasioip on the use of evidence in their
work. Similar to Site A, evidence-informed knowdeduse at the school-level was the
primary outlet for utilising the SHAPES data amaaff at Site B. In order for staff at Site
B to successfully work with the schools they nedtbs| board approval and buy-in, which
is ultimately facilitated by the positive workinglationship.

Several instances emerged from the analysis tmabstrated the importance of this
ongoing working relationship with the school boafaisjoint initiatives with the schools.

“Yeah | mean the partnership with the board of ¢aication, they’re

ultimately the ones you know when you’re workingahools [who] have to

accept the information, accept the data etcetetsgther they buy in or they
don’t buy in.”[Site B, Participant 2, 164]
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Having buy-in and support from the boards for siieniitiatives (e.g., SHAPES) is
important, considering that education does not gd¥eve the same priorities as that of the
public health system:That’s a big huge factor right now with the boardi&e why is it
important?...Because, basically, they have to undedstvhy it would be important to them
specifically” [Site B, Participant 1, 533-537].

“Well the board of education for sure. We can héhwebest research backing

reasons to do something and if their priorities ast at something different

or they’re focused on something different and tmatld depend on the

staffing there as well, then we don’t, we can’tgeich farther.”[Site B,
Participant 4, 207]

Demonstrating to the school boards why an initeaby information is relevant to them is
essential for gaining their support, which can hiawgortant implications for evidence-
informed practice. Furthermore, individual sclsoate much more likely to take an active
involvement in initiatives with Site B that are gapted by their school board and
administration.”l think the schools are helped when the administraat the school board
supports an idea and | think the administration iegmoates the working relationship they
have with public healthSite B, Participant 3, 411]. The working relaisthip described
above is also something that the school administratppreciates, which seems to influence
their buy-in and support for work at Site B.

A significant factor facilitating this working rdianship and school-board support is
having individuals within the board that value #wtivities of Site B within the schools.
“...And he’s [superintendent at the school board] wext inside the board...was that
champion to sort of promote things. And eventhieeSHAPES studies and things like that,
he and another fellow, they were open to tH&ite B, Participant 1, 341]:But | still think
at that school board level you have to have peuagle are committed as well and who also

value research...[Site B, Participant 4, 215]. Identifying individls within the school
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board that value research was particularly valutdsléheir work with the schools on the
SHAPES project. Even at the individual school lgtree presence of a leader or champion
was an important facilitator of evidence-informeti\dties that utilised the SHAPES data.

“I think from a school perspective if the [SHAPESjormation is trickled

down to the right person it helps with programmmithin the schools. |

think, from the feedback that I've had... was it flegpended on where the

information ended up coming back to as to whetheas filtered down to the
right person.”[Site B, Participant 2, 176]

The presence of a leader was an important compafhéime working relationship and an
important contextual factor influencing knowledgeManske, 2001). Finally, one
participant highlighted the importance of havinglersement of the upper management at
Site B (e.g., the Medical Officer of Health) foetlworking relationship with the board and
gaining their support.

“So when Dr. XXX, our Medical Officer of Health,.caend a memo over you

know identifying the SHAPES data for example analtwias found in the

schools the administration kind of sits up and ®akound and it trickles

down to the school level and how are schools gtingse that information
and address the issuegSite B, Participant 3, 415]

The support from the Medical Officer of Health foe SHAPES project was one of the key
factors encouraging school board buy-in, and subs#quptake and use of the SHAPES data
within the schools.

The analysis for Site B established that havingragoing working relationship with
the schools boards was critical (i.e. core therme)dint initiatives with the schools and
evidence-informed practice that utilizes the SHARE® in the schools. Not only did this
theme emerge consistently throughout the transchipin Site B, participants also placed a
great emphasis on this idea. The analysis alsuifolel some important characteristics of
this relationship (e.g., leader/champions and uppeEnagement support) that facilitated

school board support. The analysis revealed skotrar elements (e.g., emergent themes)
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of the Working Relationship that further encouragedraction and collaboration between
Site B and the local schools and boards. Theseegits of the Working Relationship
emerged so frequently and consistently acrossamsdripts that it was necessary to
distinguish them as a separate emergent themeembegent themes of Working Groups
and Knowledge Brokers are directly related to tleeking relationship and were an

important influence on the uptake and use of thAES data. These emergent themes and
their reciprocal relationship with the core theni# be further discussed throughout the

following sections.

5.8.2 Emergent Theme:Working Groups

An important theme to emerge from Site B was tles@nce of a working group that brought
together key people from Site B and the local sthodhis specific working group
consistently emerged across all of the intervienSit@ B. The analysis revealed that this
working group was a very effective approach foe $Etto involve school boards in evidence-
informed activities regarding youth physical adiivi This working group had a reciprocal
influence on the positive working relationship witte school board. This meant that the
creation of this working group was possible becaigbe working relationship established
between Site B and the local school boards, amarim the working group provided valuable
opportunities to strengthen this relationship. Wpather analysis the working group
demonstrated many of the defining characteristiéGsammunity of practice (CoP). For
example, the participants of the working grouphitbibse from education and public health,
referred to this group as the Secondary Strategy&Gwhich represents the common
language among community members that is charstiteof shared repertoire (Wenger,

1998). The Secondary Strategy Group came togathamresult of having access to the
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SHAPES data. One participant who was involvedven$econdary Strategy Group describes
the evolution of the group.

“It [Secondary Strategy Group] came out of the SHESHproject]. So after

we had the SHAPES studies done...then we had $4)0R6dwledge

Exchange Extension. So then what we did was wa gaiup together...So

we said, you know, we’d like to do something, yawk directly benefiting

the high schools from the high schools’ perspedaiv from the teachers’

perspective...So what they did was they had reprats@mtor every high

school and different types. There was like a W4Befprincipal] and science

and phys-ed...[Site B, Participant 1, 157-161]
The mutual engagement among participants of therfsieey Strategy Group allowed the
group to negotiate their shared purpose and gadaish included identifying ways to use the
SHAPES data and the funding from the SHAPES-Ontaniowledge Exchange Extension
(KE Extension) Project (Wenger, 1998). Furthermtre mutual engagement lead to the
development of the joint enterprise, which involtkd development of initiatives based on
the SHAPES data and the school’s perspective tbhatdabenefit the schools (Wenger,
1998). This working group provided the ideal outte sharing the SHAPES data with
various representatives from different levels witthie schools.

“We have a Secondary Strategy Group...and [SHAPHStnmation is shared

among that committee, from both public health drehtamong

themselves...and then within that committee [Secgr8imategy Group] we

looked for one representative per school. Somstitngas the phys ed

person...it was the principal, sometimes it was ahlieaso we really looked
for a variance in people on that committee” [SiteFRrticipant 2, 188-192].

The fact that the Secondary Strategy Group involadt/iduals with different positions and
perspectives from within the schools is an impdrtdraracteristic of communities of
practice. Considering the wide range of individualolved in the working group, it
provided the ideal opportunity for staff at Sitad3communicate with the school$XXX,

our physical activity specialist for the XXX boasdn that [Secondary Strategy Group]...So

this is also an opportunity for her to connect wstondary’[Site B, Participant 1, 221].
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The physical activity specialist from Site B, whgsk is to work with the schools, even
takes advantage of the opportunities to involvesttiteols through the working group.

The Secondary Strategy Group has remained sabtainver time, which has
important implications for evidence-informed knodde use. One participant described
how the working group is planning to meet againdntinue working towards the original
mutual goals and objectives of the working grotip/ell, we have a Secondary Strategy
Group that’s still ongoing...around the physical &it§i stuff and it's been going for over a
year now. And we look at, you know, trying to poterphysical activity and healthy
eating...”[Site B, Participant 1, 53].

“...So out of that [Secondary Strategy] group it aones to meet and

continues to look at school capacity. Things thatraissing, good things that

are happening, just brainstorming sessions. Sovlzet a good thing.[Site

B, Participant 4, 11]
Continuing to meet over time allows for this mutaaagement and joint enterprise around
youth physical activity and school health capacity.

In addition to being very effective at engaging $ishools, the Secondary Strategy
Group is also very productive in terms of encourgghe uptake and utilisation of the
SHAPES data within the schools. For example,parécipant from Site B illustrates how
members of the working group would meet to distbesSHAPES results and understand
what the results meant at the individual schootllev

“It [Secondary Strategy Group] came about lookifigst to look at the

[SHAPES] data and...the schools came back...and talkedt not so much

who did well and who didn’t, but where the gapsevend where the issues
were and how the money would best be sp¢8ité B, Participant 4, 227]

The joint dialogue between staff at Site B anddtigools lead to a greater understanding of
the SHAPES data, which informed decisions around th@ groups would spend the money

from the KE Extension. Another participant desesilhow the Secondary Strategy Group
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utilises the data to inform the group’s decisiofidost of our focus has been on physical
activity and we have a Secondary Strategy Group..ambddooking at implementing healthy
schools so the information from SHAPES has begninstrumental in directing the
decisions that they’re makingSite B, Participant 3, 15]. This also demonstsahe
important contribution of the working group to estete-informed practice around youth
physical activity within Site B and the schools.

It is apparent that the Secondary Strategy Greaplted in a greater understanding of
the SHAPES data among the group members. Evenimpoatantly, the working group
also encouraged the uptake and use of the SHAP&Swvithain the schools. School
representatives of the Secondary Strategy Grougeslowrith their school to look at their
data and understand what it meant for their studeptlation.

“And again, that was when the schools with theic@elary Strategy Group,

they had to go back and look at their SHAPES resuitl look at the issues

for their school...And then we did a huge brainstogrand kind of a needs

assessment with that group as well. And that'srserteeme of these things
came out.” [Site B, Participant 1, 1031-1035]

This same participant even described the membdtedecondary Strategy Group as being
leaders in gaining schools’ involvement at the shidevel.

“Well, again, the different representatives on tH{&econdary] Strategy

Group and getting involved in different programsnuanber of the high

schools looked at where were the issues...and thexgetive Secondary

Strategy people that really lead the way. And tbeked at what were the

issues at their school. So people did differemg” [Site A, Participant 1,
1108]

Members of the Secondary Strategy Group really thekead in having the schools
understand the needs and priorities of their schibated on the SHAPES data. Finally, the
Secondary Strategy Group was also productive mderf developing resources for the

schools that were based on the SHAPES data to mgmphysical activity among the
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students. One participant provides the examptaeHealthy Active Living Certificate.
“Well, this [Secondary Strategy] group created aatthy Active Living Certificate... And it
was accepted by the board and it's done through thedance. The guidance [counsellors]
are very...on board with it... And we designed witimthide Public Health...[Site B,
Participant 1, 193-205]. The development of thalttheActivity Living Certificate
represents the shared resources and shared repeftthe working group (Wenger, 1998).
This example also illustrates the value of invadythe schools through the working group in
terms of gaining school buy-in and board supparttese evidence-informed resources.
Throughout the analysis it was clear that the SgapnStrategy Group was an
important organisational structure of Site B foratving the schools in mutual engagement
and joint dialogue. There is a reciprocal influehetween the working relationship with the
schools (core theme) and the working groups (enmétheme). The development of a
working group that engages representatives frorh selcool would not have been as
successful without the ongoing working relationstigt Site B has with the school boards.
Furthermore, the working group contributed and &éelfo sustain this working relationship.
As a result of the working group, there was a $igant uptake and use of the SHAPES data
within the schools. The Secondary Strategy Gregplted in both conceptual (e.g., greater
awareness and understanding of the SHAPES datapstndmental (e.g., development of
resources based on the SHAPES data) forms of esed@formed knowledge use. Overall,
the Secondary Strategy Group made an importantibation to evidence-informed practice

regarding youth physical activity.
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5.8.3 Emergent Theme:Knowledge Brokers

Another important theme to emerge was the orgaarsatstructure of knowledge brokers at
Site B. These knowledge brokers were represehtedgh two unique staff positions within
Site B. The first position is a ‘School Health §ram Coordinator’ who acts as a liaison
between Site B and the local school boards. Tberskposition is a Physical Activity
Specialist, who was formerly a teacher, secondguibdic health to work with public health
and education to target youth physical activityhia schools. Both of these positions
demonstrate some of the positive characteristitsioWledge brokers as they provide an
important link between decision makers in publialtteand education, facilitating their
interaction and influencing each other’s work (CHSR003). These positions are formal
structures within Site B to encourage the relatigmbetween Site B and the schools and
facilitate knowledge sharing. The existence oséevo positions further demonstrated the
positive working relationship Site B has with tleligol boards, and these positions
continued to enhance and support this relationshige analysis demonstrated that these two
positions had an important influence on the involeat of schools with staff from Site B
towards evidence-informed knowledge use.

There were many ways in which the role of the $thealth Program Coordinator
supported the working relationship with the scHomdrds and evidence-informed practice
regarding youth physical activity. The most impottcharacteristic of this role for school
involvement is the fact the School Health Programor@inator is a formal position at Site B,
with formal policies regarding the nature of thiatienship with schools.

“Well, we actually have a policy on -- like, | haadormal sort of role as the

coordinator for the school health program and...tkenhave a formal laid

out sort of liaison and direction, you know, how aagryout the relationship
with our boards of education[Site B, Participant 1, 645]
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This position formalizes processes with the sclhoalrds, enhancing the positive working
relationship and encouraging collaboration betw@is B and the individual schools.
Comparable to a knowledge broker, the School Héxdtigram Coordinator is the official
liaison between public health and the schoolsdingl relationships and establishing
partnerships that encourage communication betweblicpghealth and the schools (CHSRF,
2004). The School Health Program Coordinator dessther role as a filter between Site B
and the school boards.

“I'm a filter...because | think you get a handle onll.the teams, like we have

family, adult, school, dental, communicable diseas&ual health, we have a

number of teams. And if you have all those teaynggtto go at the board for

different things then it gets very confusing farth..l keep the whole team in
the loop though.’[Site B, Participant 1, 737-741]

The School Health Program Coordinator acts like@Wkedge broker by coordinating all of
the communication between the schools and Sitadfljthting interaction and sharing of
information with the schools boards. The SchochlHeProgram Coordinator is able to
organise the information and communication frone Sitwith the schools, so that it is less
overwhelming for the schools, while keeping theas teams from Site B informed as to
what is going on in the schools. Overall, the $tttealth Program Coordinator is an
important channel for staff at Site B to share iinfation with the schools and school boards.
“Again, our school health coordinator has relatidngs with the Board[s] and Parent
councils so information then goes through that aeen” [Site B, Participant 2, 252]. As
such, the staff at Site B recognize the value isfplsition in terms of their positive working
relationship with the schools and the subsequeaiyvement of schools‘That’'s a huge
thing. So the relationship that we have here vhimt [the school board] is really important.
And XXX'’s [School Health Program Coordinator] thatordinator, that liaison. So we have

a good relationship...[Site B, Participant 4, 211]. Staff at Site Bagnize that having a
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good relationship (core theme) with the board igantant and that the role of the School
Health Coordinator is an important mediator of tielationship.

The position of the School Health Program Coordinahcouraged the creation of an
equivalent position within the school board, furtbhentributing to this positive working
relationship and school involvement. Having ancadf contact within the school board for
the School Health Program Coordinator further fetés the communication and interaction
between Site B and the school boart&/ell I know XXX [school health program
coordinator] has a liaison with the school board will take specific issues back and forth
to them and look at the issuefSite B, Participant 4, 283]. These two positiatiew for the
back and forth flow of communication that is neeegdor effective knowledge sharing and
interaction, which is an important quality of kn@abe broker (CHSRF 2004). The School
Health Program Coordinator further describes hogvtss been able to facilitate this
interaction between Site B and the schools boaslg, result of the good relationship (core
theme) that she has established with her contdbeagchools board.

“But the person I'm working with at the board level have a good

relationship with all the secretaries as well, besa they’ve gotten to know

me well, so they usually put things through to hextson or I'm able to

connect with the person easily...Because they dtoptrae at the door...”

[Site B, Participant 1, 767-771]

Through her position she has been able to buildadpvith individuals at the school board,
making it easier for her to connect with the kegge at the board. As a result, the School
Health Program Coordinator can easily gain schoallvement and secure buy-in.

“...iIf we want them [schools] to really pay attentitmsomething at the

school level the assistant director, or...the othgresintendent for

secondary, they will send it through with their ranso | send something

electronically with an explanation. And then thail send it through to the

schools because it'll have that person’s name pgsaitthey’ll open it.” [Site
B, Participant 1, 745].
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The School Health Program Coordinator demonstralbede how her role facilitated the
sharing of information. Once the information reaxkthe appropriate individuals within the
school boards, they can in turn communicate wighsithools to raise awareness and solicit
their involvement.

Furthermore, the School Health Program Coordinadsrplayed a very important
role in sharing the SHAPES data with the schodlse School Health Coordinator described
how she prepared a SHAPES presentation for theotbleard when Site B was working to
connect with the schools around the SHAPES datavhen we wanted to get SHAPES
pushed I did a presentation to the principals groigp the secondary, and then | did a
presentation with the vice-principals groufBite B, Participant 1, 759]. Another participant
described the important role of the School Heafttgfam Coordinator in sharing the
SHAPES results with the schools.

“XXX as our [School Health Program] Coordinator...shéeen probably the

most instrumental in highlighting the importancelod [SHAPES] data at a

variety of meetings and levels within the schoalrdd [Site B, Participant 3,
299]

Demonstrating the relevance of the SHAPES dathg®sthools and the school boards is
essential for bringing awareness to the data aminggthe school boards approval for
working with the individual schools to use the dafdne School Health Program Coordinator
played an important role in encouraging the ush®fSHAPES data in decision-making
between the school boards and Site"B.it [SHAPES data] was shared and continues to be
shared | guess and referred to between the schemithhcoordinator and the board when
they’re making decisions with respect to sty8ite B, Participant 2, 224}'Especially

through the influence of XXX [school health progremordinator], she does a great job of

bringing decisions back to what the [SHAPES] ddtaves and keeps it relevant to our
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work” [Site B, Participant 3, 83]. Ensuring that theid®n-makers within the schools had
access and understanding of the SHAPES data walsi@ble contribution of the School
Health Program Coordinator, and knowledge brokeigeneral, towards evidence-informed
practice (Armstrong et al., 2007). These SHAPHSrmed decisions between Site B and
the school boards are an important form of instmtadeevidence-informed knowledge use
(Walter, Davies, & Nutley, 2003).

The Physical Activity Specialist at Site B is thter knowledge brokering position
that emerged as an important facilitator of evideimformed practice regarding youth
physical activity. This position differentiate®ifn the School Health Program Coordinator,
as it is a formal joint position between Site B dinel schools boards. This position has a
reciprocal influence on the positive working rataship (core theme) with the school
boards. A joint position between Site B and theost boards would not have been agreed
upon without the positive working relationship, &hts position continues to support this
positive working relationship. One of the partanmps from Site B captures the nature of this
joint position.

“She’s [Physical Activity Specialist] on our staffve pay her the majority of

her salary and she has a desk that’s two down frone. And but she’s also,

you know, employed by the board to make sure 8hleast her teacher’s

salary. So it’s a joint position.[Site B, Participant 1, 225]

This position is particularly valuable to eviderin&rmed practice regarding youth physical
activity, as her role is to connect education amblip health on the topic of youth physical
activity. The individual who fills the position familiar with both public health and
education sectors'Right and I'm actually a teacher who has been setad to public health

so I've got a fairly good working knowledge of botlganizations”[Site B, Participant 2,

240]. This is a valuable characteristic of a klemlge broker, as she is able to gain insight

91



into the various complexities of public health aatlication, facilitating interaction and
communication between the two sectors (CHSRF, 208#jilar to the School Health
Program Coordinator, the Physical Activity Spesiadilso acts an important liaison between
the schools and public healtifYeah and although I'm not the sole coordinatoméan [I]
do a lot of the liaison and feedback just becaudseyrelationship with the boardSite B,
Participant 2, 244]. The focus on physical agfiat this position is an important
contribution to the working relationship with theheol boards.“Whereas in XXX [physical
activity specialist] case she’s completely comrittethe physical activity piece of it, and
that’'s where, you know, she’s a huge asset, y§aié B, Participant 1, 293]. Having
someone within Site B committed to working on phgbactivity with the schools, greatly
contributes to evidence-informed practice regargiogth physical activity.

Overall, the presence of these two positionsdbate as knowledge brokers between
Site B and the schools is an important result efgbsitive working relationship with the
school boards and they continue to sustain thaiogiship. There are also specific instances
where these positions encouraged the uptake anof tise SHAPES data, contributing to
evidence-informed practice around youth physicalig. Engaging the schools through
these knowledge brokering positions and workingigsoare important organisational

structures and process within Site B.

5.8.4 Emergent Theme:Access to SHAPES Data

Another underlying factor to emerge from the anialylsat further facilitated the working
relationship with the school boards was having Asde SHAPES Data. This emergent
theme also has a reciprocal relationship to the teeme. Having Access to SHAPES Data

was an effective way to engage the schools andibpand in turn, the working relationship
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with the boards facilitated the use of the SHAPBfd Staff at Site B have indicated that
having Access to SHAPES Data has been effectivimfmiving schools, as the data were
relevant to program and activities at both SitenB & the schools. One participant from
Site B highlights the importance of having accesthis research evidence to share with the
school boards.

“Because | know that at a school board level anldosd level, especially

school board...you almost have to have the evidentteeir face...and in our

case specifically we’re looking at the physicality piece and we may need
to revisit it [SHAPES] for the XXX board..[Site B, Participant 1, 505-517]

It is helpful to have research evidence when agriog the school boards, where the
SHAPES data provided an important source of evidevith regards to youth physical
activity in the schools. The SHAPES data were velgvant to the work that Site B was
doing with the schools, which has been identifie@@a important characteristic of
information for knowledge use (Manske, 2001).

“A lot of what we’re working with the schools to @oto increase capacity

within the schools...So it’s kind of reminding thdithe SHAPES data and

keeping that as an important part of the decisi@kimg for what they’re

going to be doing.” [Site B, Participant 3, 403]
Initiatives that Site B is working towards in cditaration with the schools are strongly
supported by the SHAPES data. Being able to tefdre school-specific data throughout
the decision-making process was a primary way\olue the schools in evidence-informed
practice.

Considering that Site B had a positive workingtielaship with the school boards
and the boards had a positive impression of the F¥E\data, the data have proven to be an
effective tool for engaging the individual schoof@ne participant described how their work

carried more weight with the schools boards whenSHAPES data were supporting it.

“The school board listens so when we have SHAPEStdasupport an idea, the idea is
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more credible for sure]Site B, Participant 3, 291]. The school boardgswed SHAPES as a
credible source of information, which has important implicas for the uptake and use of
the data within the schools (Manske, 20093nd the superintendent, | mean, one of the
ones that was big [with] not allowing all the resel in through the board level she
commented on how phenomenal SHAPES \\&ig8 B, Participant 1, 1286]. Even staff
within the school board who were typically not sogprs of research recognized the value
of the SHAPES data.

Staff at Site B commented on how the schools laken an active role in using their
SHAPES data, contributing to evidence-informed ficacvithin the schools!l mean |
know the feedback has been valuable within theatslibat have used it and have actually
got a hold of the information so it’s not sittinga principal’s office”[Site B, Participant 2,
180]. As a result of having access to the SHAP&S,dhe individual schools have worked
with their data to better understand youth heatith ghysical activity.

“And I, I know it's [SHAPES] initiated thought arwiork toward developing

how to get the kids more involved in reaching thgau know, their, their

highest capacity that they can...So we built ofhefresults, identifying where

the need is especially and then looking at programgraround that.”[Site B,
Participant 4, 15]

The schools, in collaborations with staff at SiteuBed the SHAPES data as a starting point
for activities and programming within the schoaisntributing to evidence-informed
practice and the working relationship.

“...s0 it [SHAPES] gave us data to say this scho@slbave an identified

need...So we take, take that back to the school btteedoard of health and

use that to back the programs that we are doingd.then to promote for new
programs.”[Site B, Participant 4, 103]
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The SHAPES data identified the need for school-tb@segramming from Site B, further
encouraging their working relationship with the @shboards and evidence-informed
knowledge use.

Overall, the analysis revealed that Access to SHAPBta was an important tool for
staff at Site B to engage the schools through thikivwg relationship with the school boards.
The analysis also identified some characteristithke SHAPES data (e.g., relevance and
credibility) that made having access particuladyuable when engaging the schools. The
reciprocal influence to the core theme was furttemonstrated, as the working relationship
with the schools boards encouraged the uptake smdfithe SHAPES data among the

individual schools.

5.9 Site B: Summary

In summary, the analysis demonstrated that theéipesvorking relationship with the school
boards was the most important factor encouragimg joitiatives with the schools and
evidence-informed practice that utilised the SHARB®&. The analysis further identified
organisational structures and interactive procetbeddhad a reciprocal influence on this
working relationship, while contributing to evidenmformed practice related to the
SHAPES data. These emergent themes further engapedls and school boards. The
creation of the working group involving staff froite B and the local schools was possible
because of the working relationship (core them®g,ia turn, the working group provided
valuable opportunities to strengthen this relatigms The existence of the two knowledge
brokering positions between Site B and the schiooésds further demonstrated the positive
working relationship (core theme), and these passticontinued to enhance and support this

relationship. Finally, having Access to SHAPES&ats an effective way to engage the
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schools and boards through the working relationgtope theme), and in turn, the working
relationship with the boards facilitated the uptake use of the SHAPES data among the
individual schools. These three emerging themss l@hd an important influence on

evidence-informed practice regarding youth physacaivity, as they provided an effective

means for engaging the schools, encouraging treke@nd use of the SHAPES data.

5.10 Site C Case Study: Overview of Organisation

Site C is an Ontario Public Health Unit that calést SHAPES-Ontario data as part of the
SHES project with the University of Waterloo in 200Site C did not participate in the
original SHAPES-Ontario project and therefore, daubt be involved in the SHAPES-
Ontario Knowledge Exchanged Extension. As sudie, Siserves as an ideal comparison
organisation for this project. This public headtiganisation is comparable to Site A and B,
as their board of health is guided by the same Mtorg Health Programs and Services
outlined by Minister of Health and Long-Term Camghe Ontario Public Health Standards.
As a result, Site C delivers similar public heaémnvices, including health promotion and
disease and injury prevention. The organisatiahvigled into three departments, including
Health Promotion, Health Protection, and Administra& Finance, employing
approximately 180 administrative and professiotedfs The three departments are further
organised into various program areas. Site C sapproximately 158,000 residents, of
which, 26 per cent are youth (19 years of age anger). The organisation serves two
counties spanning approximately 8,581 square kitese The employees of Site C are
spread across two office locations, one of whidiéshead office.

The four participants from Site C who were inteweel for this project are all

employed within the Department of Health Promotiamgler the Chronic Disease
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Prevention, Early Detection Cancer, Heart HealttgfRams (a.k.a. the Chronic Disease
Prevention team). All four participants were inxad in the collection or dissemination of
the SHAPES data. One of the participants is ar@rogManager, two are public health
nurses, and the remaining participant is a puldalth dietician. The public health nurses
and dietician work directly with the schools toidet the programs and services of Site C.
It is important to note that Site C collected tH&HAPES data in 2007, whereas Site A
and B collected their data in 2005 as part of tHABES-Ontario project. The number of
students who completed the SHAPES survey in Ssa€jion (approximately 2,500
students) was significantly less than the othexdhpublic health organisations involved in
this study. Staff at Site C recently focused tlerk on sharing and utilizing the SHAPES
data. Therefore, many of the instances of evidémicemed knowledge use captured in the
interviews involve planning and partnership deveiept, as opposed to more concrete and
instrumental uses of the data. The staff intere@or this project had a very positive
impression of the SHAPES data, in terms of theibriy, which has important influences
on knowledge use (Manske, 2001). At the time efittterviews, Site C was in the process
of completing the TEIP (Towards Evidence-Informeddéice) program offered through the
Ontario Public Health Association. This demonsisahat Site C views evidence-informed
practice as a priority, which has important imgiicas for the uptake and use of the

SHAPES data (Manske, 2001).

5.11 Site C Case Study: Organisational Knowledge Use

Site C received a “low” level of knowledge use ba KUU scale, achieving Orientation,
Mechanical and Integration. This low score is é&yattributable to the fact that Site C

recently collected their SHAPES data and they mmtéhad as much time as the other public
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health organisations involved in this study to iempént strategies regarding the data.
Analysis of the interview transcripts also reflettts limited use of the SHAPES data across
the organisation. Orientation to the SHAPES datarged strongly across the transcripts.
Much of their work around the SHAPES data has fedum gaining additional information
about the SHAPES data, familiarizing themselves wie data and how they can be used,
and identifying the necessary resources. Theieaement of Integration was largely
demonstrated through Site C’s efforts to partneéhwie schools to begin planning how the
SHAPES data can be used to achieve a collectivadgtrgn the students and school
environment. Much of the analysis revealed plangbtbped by Site C to use the data and

engage the schools in the SHAPES data, contribttiegidence-informed knowledge use.

5.12 Site C Case Study: Analysis Results

The analysis identified several main themes thargenfrom the interviews conducted with
staff from Site C. The following section will ingegate these themes and their relationship

to evidence-informed knowledge, providing greatsight to their score on the KUU scale.

5.12.1 Core Theme:Access to SHAPES Data

The core theme to emerge from the analysis wasigpaicess to SHAPES Data. Simply
having access to the data was the most prominetarfeontributing to evidence-informed
practice regarding youth physical activity at Site Staff at Site C have a very positive
impression of the SHAPES data. In particular oatigipant highlighted the credibility of
the data, which was partly related to the fact thatSHAPES survey came from the
University of Waterloo.“Well | think the fact that it's [SHAPES] coming bof the

University of Waterloo helps it right there. | tkifends itself to a lot of credibility...it's
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credible, it's applicable and it’s certainly timélySite C, Participant 3, 90]. Furthermore,
this participant commented on the relevancy andicgiplity of the SHAPES data to their
work. Credibility, TimelinessandRelevanceare three characteristics of the source and
information that have been identified as imporfactors for evidence-informed knowledge
use (Manske, 2001).

There are several characteristics of the SHAPEStHat makes them valuable to
staff at Site C. The fact that the SHAPES dataewelevant and applicable to their local
student population makes the data particularly irigw for evidence-informed practice at
Site C. Due to the dearth of local research detdlable, the staff at Site C largely referred
to provincial-level surveillance data.

“...we try to look local. There’s just not a wholé tf local stuff. So

something like SHAPES is, is wonderful for us bseawve’re, often when we

are looking at evidence-based stuff it's more pmoial...we don't often get

local information so something like SHAPES is reagjfor us to work with.”

[Site C, Participant 1, 206]
The staff value local due to its relevance to tpejpulation and work, giving SHAPES a
Relative Advantage over many sources of provirdéh. The Relative Advantage of the
SHAPES data was an important characteristic ofrtftemation for knowledge use
(Manske, 2001). One of the participants valued thecess to the SHAPES data, as they
provided a link to the local community, allowing faction research (Participant 2). Having
Access to SHAPES Data allowed Site C and the ledabol boards to better understand
each individual school population that participatethe SHAPES projectit’s nice to
hear, it's nice to reinforce it in our own...So josthear that this is what, you know, this is
real for us...”[Site C, Participant 1, 166].

“...the fact of being so localized and individualizedhat exact school

because we’ve got some tiny rural schools, wetesgme big city type
schools. You know, one size does not fit all andvgagot to make sure that
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it's specific to their capabilities and their nee®o | think it's a brilliant way
to come at it.”[Site C, Participant 3, 408]

The SHAPES data were particularly valuable for usidading the specific priorities of each
school, especially when there is such variancesadite schools in terms of their size and
capacity. Overall, the fact that the SHAPES datasaecific to their region carries a lot of
weight for the staff at Site C.

“Well I think people like, | mean | think when ybear information, say

provincially, you just think oh yeah, well that'agpening in Toronto or that's

happening wherever...but when you hear informatiatigspecifically been

given back from your students, that, that has amstionger impact.[Site

C, Participant 1, 444]

This illustrates the impact of local evidence tisagpecific to students in their region, such as
the SHAPES data.

Having Access to SHAPES Data and the fact that #neyocal to their student
population was further valued because the dataliraatly inform the programs and services
of Site C. "...1 think it's [SHAPES data] a great thing...it's gug to give us some, you
know, individualized data that, local data thatMaiélp us in our programming[Site C,
Participant 1, 114]. The SHAPES data were a wapoirtant source of evidence to focus
Site C’s planning and programming...it may, may not be something that we wouldn’téhav
even thought of or known, but it, it's [SHAPES]mgpto help pinpoint where we should
focus our energies[Site C, Participant 3, 102]. According to the Mger of the Chronic
Disease Prevention, the SHAPES data were also poriamt source of evidence to support
the programs and strategies, especially to thedBoflHealth and the Board of Trustees

(Participant 2). She also mentioned that the SHA\B&ta were the ideal source of evidence

to inform program planning around the Healthy Egq#wctive Living Initiative put forth by
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the Ontario Ministry of Health Promotion. Anothmrticipant also commented on the
relevance of the SHAPES data to Ontario’s acti@m pbr Healthy Eating Active Living.

“Relevant to the needs and that whole healthy gatative living strategy

that is coming down the line from the provincialgmment. | mean we, this

is the areas, or the area we need to work on ngiw and our school boards

are looking for assistance, so it’s just going todveat if we can deliver

something back to them that is applicable and, getific to their school...”

[Site C, Participant 3, 94]

Furthermore, the Ontario Ministry of Health Promoatrequires that Ontario Public Health
Units collect local surveillance data. The SHAREES, which are specific to the student
population that Site C serves, helps to fulfilsthieed (Participant 2). Having Access to
SHAPES Data is valued by Site C for its abilitystgpport the requirements of the Ministry
of Health Promotion, greatly contributing to eviderinformed practice regarding youth
physical activity at Site C.

The SHAPES data provided a comprehensive assessifriéweir local schools and
have encouraged staff at Site C to critically assiesir schools:'Well | thought it
[SHAPES] was very comprehensive and it certainlgengou look at that school setting a
little differently” [Site C, Participant 3, 82]. The SHAPES data hgreat relevance for
work at the school level, and collaborative workween public health and the local schools.
“...iI's going to give us [Site C] a place to starthig data will really give schools and
ourselves a good direction and how we can help thest...”[Site C, Participant 3, 542].
“Future planning | would think...there’s probably $to gain from it [SHAPES] and lots of
movement that we can make in terms of physicaligcin the schoolsTSite C, Participant
4, 294]. Staff from Site C anticipated that theAFHES data will provide direction for their

planning in the schools, particularly related tggibal activity. Using the SHAPES data to

inform their programs and strategies for the sclpagiulation is an important form of
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evidence-informed knowledge use. The SHAPES datlyrassisted the school
administration, teachers, and even students inratadeling the realities of youth physical
activity at their school.

“I think it [SHAPES] really makes the teachers ahe principal and the, and

the school employees sort of, and even the studengsthey started

answering the questions, | think it made them yeiahlize what it all entails,

physical activity and nutrition. How broad encomgiag that whole concept

is.” [Site C, Participant 4, 174]
Another participant commented that having accessedGHAPES data is so important,
simply because it increases the schools’ awaresfdbge issues reported in the datd’s
positive...l think everyone agrees that it [SHAPESp&d the schools sort of move in the
direction of at least awarenes$Site C, Participant 4, 206]. Increasing awarermésguth
physical activity in their schools is an importéortm of conceptual knowledge use. In
general, staff at Site C feel that the SHAPES da&ig encourage the schools to take an
active role in making the necessary changes tofibéineir student population‘Use of
SHAPES results, | think it would again...encouragmrthand perhaps even support them to
make the necessary changes within their, withiir 8@hools” [Site C, Participant 4, 624].
One participant from Site C had spoken to a praloigho had simply read the SHAPES
survey questions and had already begun to crijyithlhk about these topics in her school,
motivating her to act on the results of the SHARES.

“Because | know the one principal when | went itlte school she said oh

XXX we're, we're going to get right on this, | knexg’re not really good at

some of these things, but we’re certainly goingtéot in the next year getting

a lot better. Like she had read the [SHAPES] suamy of course realized

some of her short, or some of the school’s shortegsd’ [Site C, Participant
4, 182].
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This further demonstrates the value of having AstesSHAPES Data at the school level in
terms of raising awareness and encouraging theokctmtake action based on the SHAPES
data.

Based on the analysis, it appears that having Adcethe SHAPES Data has
important implications for evidence-informed knodgde use at Site C. The SHAPES data
have such potential to influence evidence-informpettice for many reasons, such as: the
demand in public health for local surveillance ¢#te fact that the data directly apply to Site
C’s local youth population; and the data providection and support for the programs and
services offered by Site C. There are additioaeldrs that emerged from the data that
further take advantage of Site C's Access to SHAPB® and support the use of the data.
Organisational support is one of the strongesbfaatontributing to their Access to SHAPES

Data and encouraging evidence-informed practice.

5.12.2 Emergent Theme:Organisational Support for Evidence-Informed Prace

An important theme to emerge from the analysis tivasupport that Site C provides
for evidence-informed practice. As an organisatiite C is trying to promote a culture of
evidence-informed practice in their work environmevhich has important implications for
the uptake and use of the SHAPES data (Particjan®taff at Site C commented that there
is an expectation within the organisation to brewglence to planning and programming,
which demonstrates this organisational shift towaddence-informed practice (Participant
2).

“...it's all this towards evidence informed practinew that's sort of guiding

us... our manager is very big on that evidence inéafipractice, so that’s the

direction we're all supposed to be going. Thatfstts probably our biggest
guide | would say.[Site C, Participant 3, 138]
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In fact, this participant commented that evidernde+imed practice is currently one of the
strongest guidelines informing their work. Duriting time of the interviews, Site C was in
the process of completing the TEIP (Towards Evideinformed Practice) Program, which
is offered through the Heart Health Research Carittiee Ontario Public Health Association
(Participant 2). Approximately 50 staff memberSae C had participated in workshops
with program managers of the TEIP program (Padici2). The Manager of the Chronic
Disease Prevention team repeatedly mentioned tie piegram in her interview and how
important it was to the work at Site C. Staff ae& have even begun to incorporate
concepts and strategies from the TEIP Programeim finoject planning (Participant 2).

“I look for stuff that's evidence-based. And lodKklze research articles and

the, or the research that’'s been done that's bégmfscant. Not, definitely

not, you know, one, one study here or there, bogghthat have been very,

you know, repeated over and over and have the mstdeehind them. And

definitely research-based, not something that cooné$rom some

pharmaceutical company who’ve done one study parhad you know, all of
a sudden that’s the hype[Site C, Participant 4, 286]

As a result of these efforts, the staff are indreglg using research-based evidence in their
work and have become more critical when asseses®arch information.

The organisational support for evidence-informeatpce is also illustrated through
Site C’s efforts to coordinate information sharagyoss the organisation, to ensure that all of
the staff have access to the necessary informatidrresearch evidence. One of the staff
members interviewed commented on how communicatahinformation sharing is an area
that Site C, as an organisation, needs to improve.

“I think communication is a big area for improveniéor our organisation.

Because it does tend to be by word of mouth arttisart of a trickling

through effect instead of a everybody knows eviexytdt the same time. And

even within our team sometimes people directlylu@ebwith that, you know,

if it's your working group that’s working on it ydanow more and for, for a

longer period of time than before the rest of g finds out. So it, that, that
can be challenging and sometimes frustrating[Site C, Participant 3, 276]
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The informality and lack of coordination of commeatiion and information sharing has been
recognized as an overall weakness of the orgaoisatCurrently, there are various initiatives
to encourage this integration and coordinatione @articipant mentioned how the
organisation is starting to enforce regularly sched meeting times for the various teams
within the organisation.

“...the whole vision is that we have regular meetiaggegular times so if

anyone wants to teleconference in and ask questiohave, need support on

something that they’re doing within their geographrea, that's an

opportunity.” [Site C, Participant 1, 286]
These consistent meeting times provide opportuniteindividuals who are not involved in
the team to benefit from the meetings when relet@titeir work. Eventually the
organisation would like to encourage other progreom@mmunicate through these
scheduled meetings to coordinate their work.

“...this is kind of a new concept for us, we’'d al lto see other programs

joining in...because... that program is dealing withtjoand we're dealing

with youth as well only, you know, in a differemtywSo just even having

crossed the, you know, different programs withenttealth unit, sharing and

working together to make things more fluid and, angportive of our
clientele.” [Site C, Participant 1, 294]

The Manager of the Chronic Disease Prevention wasaribed how the organisation is
trying to move toward inter-departmental plannimggess to ensure greater coordination of
efforts across the organisation (Participant 2hother way in which the organisation is
attempting to streamline information sharing toemage evidence-informed practice is by
integrating staff into working groups external heit assigned department.

“And then as | say, that next step will be to bringeven our, our partner, like

our, our other teams in the health unit like tobacsexual health,

reproductive health, bring them in, you know, aresgntative to sit on one of

these small working groups...they are going to therehhat input and, and

get that knowledge exchange between the teamd) wigig not happen so
well right now.” [Site C, Participant 3, 192]
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“... they're actually working on that...if | have infaation | could go to
another team, health promotion team, you know, thigiit be dealing with
just youth or another team might be just dealinthwexual health and |
would pass along my information there or we wowdtitggether, like I'm
going to a meeting next week and it's on commumnigagement and capacity
building with the youth team. So in, in that wag.ithealthy, sort of the
integration.” [Site C, Participant 4, 500]

The benefit of this integration is the increas&nowledge exchange across the organisation,
thereby encouraging evidence-informed knowledge U$es has important implications for
the dissemination and knowledge exchange aroun8H#APES data. One of the
participants commented on how these integrated inmgiggroups encourages communication
and collaboration work together with staff beyohd silos of the organisatiori... the
health unit is starting to do this a little more #®re’s not so many silogSite C, Participant
4, 516].
This integration has important implications for therk Site C does with the schools, as
there are many different teams and programs thet with the schools.

“...what they [Site C] hope to do too then is takattexpertise and link it to

the other programs like sexual health that worksadfwall the schools, right,

or the tobacco program that has peer leaders irttadse schools. And so if

we, if we start within our own team and then palpeople from other teams

who are also working in that same school then wegst that message out in

all different ways, not just from our team...But tigbw we all kind of do our

thing in a silo. And, and so we’re really tryinghioeak those walls down and

say hey, sexual health nurse why can’t you be spgai physical activity

and healthy eating while you're in that school tagght? And doing things to
promote it.” [Site C, Participant 3, 162-166]

This communication across the organisation to doatd information sharing and initiatives
with the schools is very important for Site C. §hiso has particular relevance and
implications for the sharing, uptake, and use efSHAPES data with the schools.

Most importantly, the organisational support fordewmce-informed practice is

reflected in the value that Site C placed on thé&BES data, which has direct implications
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for the uptake and use of the data. The stafftatGGemphasized how important it is to gain
support from upper management in order for initegito move forward within the
organisation.

“So if our director decides that that’s just a bkawt crazy thing, it may not, it

may not get the nod...you know, if, if there isnit it will get stalled and
ignored and not funded...” [Site C, Participant 3,639

The Manager of the Chronic Disease Prevention teahto get approval from her director
of the organisation (e.g., the MOH) for the SHARES§ject.

“She needs to go to our director for sure first...tBe director of health

promotion would have to OK the time of staff, Bkaff usage and, and

resources being put towards that [SHAPES]. So,thatl and then the

director of health promotion reports up to the MediOfficer of Health.”

[Site C, Participant 3, 268].
The manager was successful in gaining organisdtapgaoval for the dedication of staff
time and resources to the SHAPES project. Thasgeeat indication of the organisational
support for SHAPES (Participant 2). The Mangethef Chronic Disease Prevention team
was really the leader in attaining Site C’s invohent in the SHAPES project. She
mentioned on several occasions throughout henietgrhow supportive the Board of Health
and the Medical Officer of Health had been of het the SHAPES project (Participant 2).
She further described how she would be presentie@HAPES results at the next
Management Meeting to the Board of Health, as aefaharing the data with the
organisation and demonstrating the value of tha ftattheir work (Participant 2). She also
led her team in the development of an action ptarsharing and utilising the SHAPES data
(Participant 2). Overall, staff at Site C had aipwe impression of the SHAPES data and

the organisation was very supportivithink the other thing that I, like | would sayip

organization as a whole, the XXX Health Unit isypleased with the, with the [SHAPES]
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data and the research projeciSite C, Participant 1, 130]. Such support for BAPES
project is important for potential uptake and ukthe data.

At the time of the interviews, Site C was partaoty focused on making evidence-
informed practice a priority. This organisatiosapport for evidence-informed practice was
illustrated through Site C’s involvement in the PHIrogram and through the attempts to
facilitate information sharing and communicationoss the organisation. Finally,
organisational support for evidence-informed pactipecific to SHAPES was reflected
through the overall positive impression of the datd the dedication of staff, time and
resources to the project. The support of SiterGhfe SHAPES project and evidence-
informed practice in general has important implaag for future efforts of staff at Site C,
towards the uptake and use of the SHAPES dataleWfte integration of staff into working
groups has been identified as an important wayippasrting evidence-informed practice, the
following section further illustrates the role obrwking groups related their access to the

SHAPES data.

5.12.3 Emergent Theme:Working Groups

Working groups emerged as an important organisaltisinucture for encouraging
information sharing and evidence-informed knowledge. This was particularly the case
for the Chronic Disease Prevention team, who haa besponsible for the SHAPES project
at Site C. One patrticipant described how the GbrDisease Prevention team has been
organised into smaller working groups. These smaitoups allow for greater focus and
group consensus that was not always possible witleimarger team setting.

“And that's what we’ve found to have all of us wiackon all those big issues

was too much. Like it, it was just, you didn’t gaywhere, right, cause you
were too many people involved and not enough ceasern how to move
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forward and that's what then spurred on these senallorking groups that
we just formed this year...So now that you get paomesmaller setting, in a
smaller group, in a more focused topic, we seebetmaking some progress
that way.” [Site A, Participant 3, 192]

These smaller working groups seem to facilitatentioging forward of initiatives, which has
important implications for the uptake and use ef 8HAPES data. In general, these
working groups bring greater focus to evidence+imied practice as the organisation is
increasingly emphasizing the use of evidence iir therk. “...that whole evidence-
informed practice area that it's, it's going to me@se it just constantly more. | think it may
not used to have been thought about as much, battainly is now. So | think working in
that group brings in all the, more of that focySite C, Participant 3, 256]. Another
advantage to these smaller working groups is teatgr sense of responsibility to follow
through with the tasks of the grouf¥eah, just for more accountability and so you kngw
if you didn’t do it it really wasn't going to happewhereas sitting on that bigger team well if
you didn’t do it well, you know, there were eigtitey people that should have done
something.”[Site C, Participant 3, 196]. This increased actakbility ensures that projects
move forward.

Working groups provide an ideal forum for stafietitectively and efficiently share
relevant information with the rest of the staff..we have regular team meetings and then
we have our regular...working group meetings and ¢statonferences...as well for
information sharing”[Site C, Participant 1, 366]. Working groups ae3t have regular
meetings that structure in time for information rég

“So, | would say probably like lots of informatiand evidence base that

comes...then | would say then it would go to the iwgrgroup...for instance

if someone even sat in on a web, webinar or somgththen they might share

it at a team meeting. So I, | would say that, thatild be the, the best way
that information is shared.[Site C, Participant 1, 382]
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The opportunities provided through working groupsdndemonstrated to be one of the most
effective forums for sharing information and reséabased evidence with the rest of the
staff. This is particularly valuable to evidencéermed knowledge use at Site C,
considering the stage they are at for the SHAP B¢t

Furthermore, working groups typically involve staffm varying research
backgrounds and expertise. By bringing togetheioua staff members, working groups can
encourage the use of evidence, as these indivithaglks greater access to a variety of sources
(Participant 2).

“And we each have a lead in a certain area, likedgample, mine would be

early, early detection and screening of cancerw®en the latest research

comes out on that then | pass that on. And you kpbysical activity is

certainly in there in terms of decreasing the dlcancer. So that’s all

disseminated from me. Someone else might havel ateautrition and how

that fits with physical activity. So you know...wogktogether that way we
each have our little areas..[Site C, Participant 4, 456]

“...if I get something from Cancer Care Ontario themould send it off to
everyone in our [working] group ...And, and thenafreone is, you know,
they often come to me and say you know XXX I’'mgdoiproject...and we
want to talk about healthy living and can you gine your stuff? Can you
give me your material...so I'd send it off to them.p&aple are pretty clear
on who’s, who’s working on, in what aredSite C, Participant 4, 492].

Working groups provide staff with direction and yascess to a wide variety of information
that they can tap into and use in their own wddkeerall, it appears that working groups
provide the ideal social forum at Site C for stafShare and access various sources of
information and research evidence. Providing iilials with relevant and credible sources
of information has been found to be a very impdrtaator contributing to evidence-
informed knowledge use (Manske, 2001).

Most importantly, the analysis revealed that wogkgroups at Site C played an

important role in the SHAPES project. Many of benefits of working groups previously
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identified are also relevant to the sharing andkgbf the SHAPES data across Site C. The
Manager of the Chronic Disease Prevention tearodoted the SHAPES project to Site C at
a team meetingIt was my supervisor XXX who brought it [SHAPEShe table and had
shared with us the research that was going on witbpulation health research, PHR [UW
research groups responsible for SHAPEite C, Participant 1, 74].

“...she [the supervisor] sort of agreed to do thi$jSPES] project...with the

university...And then brought the material to us &am meeting. And we

looked it over and we were sort of given our rolghis, in this research

study, which was to assist the schools or work thighschools...]Site C,
Participant 4. 134]

Since then, the Chronic Disease Prevention teantekas the lead at Site C for the SHAPES
project, and works together to share the workload.

“...the chronic disease prevention team consistaubfip health nurses, a

dietician and health promoters...we’re all split igeographic areas, so

depending on where the school was, whose geograpsicit was, that’s the
person who collected the [SHAPES] datfSite C, Participant 1, 54]

“Well for our team certainly that's [SHAPES] somgtt) that our manager at
one of our team meetings, you know, told everybedguse you worked at
assigned schools...we’ll all shared that workload. ttH&d was a pretty clear
directive at a team meeting where, where thesgshséhmould, should be talked
about.” [Site C, Participant 3, 288]

This working group provided the ideal setting torkvoollaboratively on the SHAPES
project to coordinate the SHAPES data collectiothwheir assigned schools. The working
group allowed all of the staff to be aware of tlagadand work collaboratively to encourage
the use of the resultseverybody can sort of be not only privy to the [SPES] information,
but also work towards advocating for the researebults” [Site C, Participant 4, 540]. In
fact, the SHAPES project was influential on theelepment of a specific working group for
schools.

“Well | think part of it [SHAPES] has prompted thevelopment of a small
working group for schools...I think it really is ggito help and focus that
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group. Because what we’'ve done is broken up ogelaream into three or
four members sitting on these smaller working geoimpeach of these specific
areas.” [Site C, Participant 3, 150]

This smaller working group is referred to as thehtsol committee’ and has really taken the
lead in working with the SHAPES data. Considetimgg staff were in the early stages of
orienting themselves to the SHAPES data, muchef thork has simply focused on getting
together as a working group to discuss the datseatablish a working plan to determine
specific goals for utilising the data.

“...we have specific committees that we’ve brokencbwonic disease team

into. So the school committee consists of a fesuofeam members...But as

far as taking that [SHAPES] information and usihgwe have not, we just

really decided that in our work plan...that we wéke, you know, what we

know and what our mandate is and, and really jusdgd connect with those

key people in the schools.[Site C, Participant 1, 210]

The members of the working group were trying tonidg strategies to align the use of the
SHAPES data with their mandate, and identify ingdiinls within the schools to collaborate
with.

The manager of the Chronic Disease Prevention teantioned that the ‘school
committee’ was in the process of developing astpato share the SHAPES data with the
individual schools (Participant 2).

“So for the school work group, they are going tothe ones putting

together...compiling this [SHAPES] data and theniotd each one in their

geographic area and saying OK, these are the nfaigs to work at in your

school area. You know, for your geographic area,gbhool there. So I'm

hoping that they, they will be able to do that] aay, it hasn’t happened yet

but that’s the goal... The small working group vhkh be able to pinpoint

what needs to happen where in each of the schioaiddok part [in the

SHAPES project]{Site C, Participant 3, 150-154]

One of the goals of the school committee is to waitk the SHAPES data to understand the

priorities for each school, which encourages theettgpment of school-based initiatives that
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are informed by the SHAPES data. Such efforthef$chool committee’ encourage
evidence-informed knowledge use of the SHAPES wétan Site C and the schools.

The establishment of this ‘school committee’ wotkgroup was similar to that of the
naturally evolving Community of Practice (CoP). eliegotiation among working group
members to establish the goals and action plassnrieled the mutual engagement
characteristics of Communities of Practice (Wen@888). Due to its relevant infancy, the
‘school committee’ working group has not had theanunity for the joint enterprise that
addresses the goals and work plans establishedgthtbeir mutual engagement.
Furthermore, there has not been adequate oppgrfonithe development of shared
repertoire among the working group members. Theeeft this point in time, the ‘school
committee’ working group cannot be labelled as & @athout future investigation.

Overall, the analysis revealed that working gropyms/ide an important social
environment for interaction and collaboration ametaff at Site C. Specifically, working
groups were found to focus initiatives, increassaatability and ownership of work among
staff, and provide an opportunity for staff to shand access a wide variety of information
and research evidence. These all have importarafitefor the uptake and use of the
SHAPES data, and evidence-informed practice inigén&@he SHAPES project encouraged
the development of a specific working group that taken the lead on planning various
initiatives around the use of the SHAPES data.s Wuorking group has facilitated
conceptual forms of evidence-informed knowledge sseh as sharing the SHAPES data
with the organisation and raising awareness. VMgrigroups in general encourage evidence-

informed practice at Site C, as a result of theieht benefits identified above.
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5.12.4 Emergent Theme:SHAPES Supports Partnership with Schools

The final theme to emerge from the analysis wasrthry opportunities to build
partnerships as result of having Access to SHAPR@A.D...I think there’s a real potential
to build partnerships... and work on whatever the APHS] results are that need to be
addressed[Site C, Participant 4, 568]. These partnershipsraportant for working on the
priorities identified from the SHAPES data. Haviexgress to the SHAPES data is
particularly relevant to collaborative opporturstieith the local schools, which is something
that Site C has begun to focus dn..we’ve talked about working with...the schools that
participated in SHAPES...hearing from them what tteeséady to work on...So I think the
[SHAPES] information is great and I think it'lllitbe helpful in us supporting them
[schools]...” [Site C, Participant 1, 114]. The SHAPES data pled staff at Site C with the
ideal opportunity to connect with the schools.

“It [SHAPES] gave us an in to the schools in terofhgoing in there with our

message because we were associated, even thougbnit our material, but

through, through the researcher it was a venuaifoto approach the schools

and, and work with them or at least create that emass and education.”
[Site C, Participant 4, 242]

The SHAPES data also help the schools understaattivy should be focusing on in terms
of youth physical activity.l think it's [SHAPES] really going to help themduos their
energies and, and get them up to spe8ite C, Participant 3, 542]. In general, the
SHAPES data were effective at engaging the schaasncreasing their awareness and
understanding of youth physical activity.

“I sometimes feel they kind of glaze over and dayng gosh, not something

else. But, in general, but when we come with oysgal activity issues, you

know, they know. Because of the [SHAPES] evidémmause, you know, it's

really up there...l mean it's something they carrftage and, and they don’t
ignore it. So that's on the positive. We have #search and the [SHAPES]
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evidence on our side in terms of the, the magnitidieis issue.[Site C,
Participant 4, 688]

The schools pay attention to the SHAPES data bedhey demonstrate the magnitude of
the problem within their own student population.

“...1 think when they [schools] receive their [SHARESedback reports
especially if there’s been some shockers, likeefd's been some information
that they weren’t anticipating, that that would dbwd hope create a
momentum that they want to move forward on cedasas and that they're
willing to partner for support.” [Site C, Participa 1, 444]

Not only can the data capture the schools’ atterdiod increase their awareness, but they
may even motivate them to take an active role irkimg towards the issues identified in the
data and partnering with Site C for support. Femtiore, schools are receiving increasing
pressure to make physical activity a priority.

“I think the, the increased focus and just the ntet, we need, we can see
that there needs to be action... because all the séetors are now, they're
all aware of, you know, the physical activity, ttteg healthy eating, the
schools are really getting hit with, you know, waugot to, you've got to look
after all the kids in these departments and theythnking what are we going
to do. So I think the time is right for us to getn& things in order and help
them out because you know, their, their main jajukhstill be the
academics... And that's where we can help them {Bité C, Participant 3,
216]

“It's not like we’re coming with some great big néunky initiative that no
one’s heard of and we’re trying to, you know, cogeithem to do something
that’s totally out there. This has kind of been ti@vement for quite some
time and just especially with all the, the thing®at childhood obesity and all
that, we're just, you know, we’re just supportingdence-based stuff that
people already know about[Site C, Participant 1, 496]

Schools have been increasingly involved in iniiési that address childhood obesity and

youth physical activity. Working with schools tddaess issues like youth physical activity

® The schools that participate in the SHAPES-Ontpraject received a Feedback Report that summatiesd
individual school results. The Ontario health sipiarticipating in the project received a Feedliegort that
summarized the aggregate data across all of thekctvithin their service area. The feedback repalso
included suggestion for action based on the resukéncourage the use of the data.
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through the use of the SHAPE data is an importayt tvat Site C can support the schools,
while greatly contributing to evidence-informed giree.

Having Access to SHAPES Data also provides an dppity for Site C to build their
relationship with the schools.

“I think any, any time that the more we commurecannd do things
collaboratively with the schools the more, the sgrer the relationship
becomes and the more comfortable in, in, you ksbering information and,
and supporting them in their own, in their own g8oSo | think that SHAPES
provides them with more information about theirtgardar school and then
also provides an opportunity for us to, to devedtpnger relationships with
them.” [Site C, Participant 1, 492]

Developing relationships with decision-makers atotss levels within the schools is
important for increasing awareness and encourapmagse of SHAPES data at the school-
level (Participant 2).

“Well I think anything, you know, anytime that ydevelop a face to face

relationship with anybody who has decision-makiogigrs, | think it's really

important. I, | mean that’s of course influencesjrnn a positive way. And the
other thing I think | mentioned, we go in our gesgmic areas, we often go in,

go into the schools for other things and you knmweeting the teachers,

meeting the principal, that all has a, has a stramiguence, meeting the

parent council has a strong relational influencemake physical activity one

of the headlines.[Site C, Participant 4, 668]

Building relationships with principals, teachemdaarent council will further facilitate
collaboration regarding SHAPES, thereby encourathegiptake and use of the SHAPES
data.

Involving the schools throughout the process ofSRAPES project is important for
developing the relationship with the schools arfldiéncing the use and uptake of the
SHAPES data.

“I think including them from the get go...So | thimkving them there at the

table...the hindrance would come if public healthksaway with that

[SHAPES] data, comes up with a plan, you knowelgmall working groups
for schools all on their own and said isn’t thibtdous, this is what we're
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going to tell the schools to do...That would hindher progress...So we need

to have the, the schools involved, we need thesekgal health nurses or the

tobacco peer leaders, whoever else is going to delthis in the end and, and

get it out there right at ground level in the sclsoeeds to be a part of that”

[Site C, Participant 3, 530-534]
Involving the schools right from the outset is venyportant for collaborative work around
the SHAPES data. Another participant expressethtpertance of working collaboratively
with the schools to help them understand the SHA®&S presented in the feedback report
and the implications for their schodl...we’re not just dropping the feedback form on thei
lap hopefully, but we’re offering ourselves to sopphem. | think that’s, you know, very
positive.. we're here to help you, what would you like to woni?” [Site C, Participant 1,
500]. Itis particularly important that staff ate&SC work to also understand what the schools
are ready and willing to work on based on the SH3RI&ta.

“...with these particular issues [identified in theetiback report] when you

look at them, how, what do you prioritize?...So jushg to meet them where

they're at and walking alongside them instead ohfiiog a finger and saying

this is what you should be doind3ite C, Participant 1, 118]

“So taking that [SHAPES] data and transformingrito something that's an

action plan. But | think really it just needs to d&gout the school and the

students and meeting them once again, where thay/ 'r¢Site C, Participant

1,174]
This approach encourages collaboration and thefuse SHAPES data, while addressing
areas that the school also views as a priorityecBipally, Site C is planning to have staff
meet with the schools in their assigned geographiea to look at the SHAPES data and
determine together what the schools want to work on

“So that the geographic rep for that area couldriieok at this [SHAPES

data] and say OK, this school really needed, or tedrto work on this topic.

So that’s the area that they will help them withhaffs in theory what's
supposed to happen[Site C, Participant 3, 74]
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The SHAPES data can also demonstrate to the schoaiSite C can support them and help
them address the issues, such as youth physieatyactThis is going to be wow, this is
what your [SHAPES] survey told us about your scleanlironment and look at what we can
do to help improve.[Site C, Participant 3, 94]. Demonstrating to $lsbools what actions
can be taken based on the SHAPES data is an impaedatribution to evidence informed
practice.

In order for successful collaboration and the sqbeat uptake and use of the
SHAPES data, it is very important to have buy-id anpport from the school boards.

“...that relationship with the board I'm thinking ttia the biggest one that’s

going to make it [SHAPES] fly or not. That if theheol board just said we've

got no time, money or desire to put any effort this, then I'm thinking we

would be beating our head against a wall to keegmwihg. So, unless

something really changed with our school board uldamagine there would
be support for us.Site C, Participant 3, 400]

Fortunately, the relationship that Site C has distadd with the school boards through the
SHAPES project thus far has been positive. Somtgcjpants at Site C draw on their
experiences from collecting the SHAPES data to aetnate the importance of school buy-
in for moving forward on joint initiatives with thechools.”...if you had really keen
students and keen administration at a school itABHS data collection] went smoother.
And when you didn’t have quite the same buy inbeawt quite so smooth and, and, and
maybe not as large a respongd&ite C, Participant 3, 110].

“But, so yeah | think and, you know, you just hevéind a champion within

the school. So you'd find the phys ed teacher, wdrogas willing to take this

on and they were the coordinator. And as long asprovide them with the

packaging and the, the basic information, they @ ethan willing to

participate in things.”[Site C, Participant 1, 488]

There is also great value in having a championiwitie school who will support the

partnership and take responsibility for the neagssark.
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An important way in which Site C has engaged thmwats in the SHAPES data was
through a meeting with the schools boards (Pa#diti2). Site C hosted a meeting with the
two school boards and asked researchers from thestdity of Waterloo to present the
SHAPES results for their region at the meetingt{fipant 2). Staff from the Chronic
Disease Prevention team, who have been largelpmnegge for the SHAPES project at Site
C, took the lead in organising this meeting wita ithool boards.

“They did have a big meeting with our school boaxthen was that, earlier

this month on the 6th of June and | was not at theg¢ting. Some of our other

health promoters and our manager certainly was...|Baow they were

releasing some of the [SHAPES] information and...tiieas to focus on.”

[Site C, Participant 3, 74]

This meeting provided a forum for both the stafSaé C and the schools boards to become
familiar with the SHAPES data and key messagesetma&trged from the data. As a result of
the meeting, Site C was successful at gaining stigpaol buy-in from the schools to work
collaboratively to share the SHAPES results witieotrelevant partners (Participant 2).
Specifically, Site C and the school boards deciddibst a community forum where they
will present their regional SHAPES results to thdew community and other important
stakeholders, such as municipal leaders (Partit@anThis forum will allow for a greater
dissemination of the SHAPES data and recommendaf@raction based on the data,
contributing to evidence-informed practice.

Having Access to SHAPES Data presented many ajptes to work
collaboratively with the schools to address thenties identified from the data. These
partnerships have many important benefits sucmdsrstanding the schools’ perspective,
increasing the schools’ awareness and understaofling SHAPES data, identifying

opportunities for Site C to support the schoolsl ancouraging the schools to take an active

role in utilising the SHAPES data. These bendfitaorking collaboratively with the
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schools ultimately encourage the uptake and uisedbHAPES data and contribute to

evidence-informed practice at Site C and the school

5.13 Summary

Overall it appears that having Access to SHAPES& Dats the strongest factor influencing
evidence-informed knowledge use regarding youttsiglay activity. The analysis also
revealed that organisational support for evideméerined knowledge use further
encouraged the uptake and use of the SHAPES datagastaff. Working groups were

found to provide an important social forum withineSC to take advantage of their Access to
SHAPES Data, and in general they encouraged infowmmaharing and knowledge exchange
across the organisation. Finally, having AccesSHAPES Data presented many
opportunities to collaborate with the schools, amtlirn, these opportunities, facilitated the

uptake and use of the SHAPES data.

5.14 Site D Case Study: Overview of Organisation

Site D is a Regional Health Authority from Manitaibet collected data using similar
surveys as those from the SHAPES project. Site&dhave access to “SHAPES-type”
data, but by not being involved in the SHAPES-Ont&inowledge Exchange Extension
(KE Extension), makes this organisation an ideatgarison for this study. The participants
at Site D refer to their “SHAPES-type” data as Ytoaith Health Survey (YHS) data. Both
the SHAPES and YHS data involve the collectionogtl surveillance data at the individual
school level from secondary school students. To@i@unity Health Assessment Unit from
the Planning Department at Site D took the leagbifecting the YHS data. The YHS data

were collected from all schools (grade 6 to 1Zhmregion that Site D serves, except for the
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First Nations schools and Hutterite communitiem@snany of the validated questions from
the SHAPES physical activity and tobacco use madulkhe data was collected in the fall of
2005 and was compiled into a feedback répbat was comparable to those created for the
SHAPES project. Each school that participatedivecean individualized feedback report,
summarizing the data from their schools. A regioaport was also developed that
summarized the data across all of the schoolseimdgion.

Similar to the other three public health organtadi Site D is responsible for the
operation and administration of health programsserdices within a regional district. Site
D differs from the other three public health orgations, as it exists within a different
provincial context. While the other three publealth organisations were guided by the
Ontario Public Health Standard, Site D follows anitoba Regional Health Authorities
Act from 1997, which defines the duties and resfimiitses of the RHA'’s to ensure effective
health planning and delivery. The strategic ptiesi of the RHA include: Integration
Primary Health Care Model; Population Wellness &d2ise Prevention; Appropriate,
Accessible and Sustainable Resources; Engaged Cuoityrand Stakeholders; Provide a
Safe Healthcare Environment. Site D has a Boafireictors, whose members are
appointed by the Minister of Health. The Boardafectors is the governing body of Site D
and is responsible for determining the policies activities that the organisation is
accountable to. The Board of Directors is conreetdethe organisation through the Chief

Executive Officer (CEO), which is equivalent to @md’s Medical Officer of Health. The

® Similar to the SHAPES project, all of the schdbiat participated in the YHS received a FeedbagioRehat
summarized their individual school results. SitalSb compiled a general Feedback Report that suizeda
the aggregate YHS data across all of the schoolsmtheir service area that participated in theSYH he
purpose of this general Feedback Report was tinuseir work at the organisation, and to shareddg with
the community and their partners. Staff at SiterBheir partners could gain access to the indiafidghool
data by receiving permission from the schools. fEeelback reports also included suggestion fooadiased
on the results, to encourage the use of the data.
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CEO is the sole employee of the Board of Directod is responsible for carrying out the
strategic plans and policies established by thedoa

The organisation consists of approximately 1,80plegees across 22 programs and
services. The Region that Site D serves is anrestypa geographical area encompassing
approximately 26,000 square kilometres with appr@tely 76,000 residents. The five
individuals from Site D who participated in thisidy included the Data Analyst, who took
the lead in collecting the YHS data, the Vice Rtest of Planning, two Health Promotion
Coordinators and a Public Health Nurse. All of plagticipants had a significant
involvement in the YHS data collection process emwtinue to work with the data in various

capacities.

5.15 Site D Case Study: Organisational Knowledge Use

Site D received an overall “high” score on the Kistale, achieving Orientation,
Mechanical, Routine, Refinement, Integration andd®@l. The staff at Site D reported a
wide range of use of the YHS data, from simply méfg to the YHS feedback report in their
daily work (Mechanical and Routine), to utilisifgetdata to inform their Strategic Planning.
Many instances of evidence-informed knowledge etsed to the YHS have occurred
within the working groups and partnerships (Intégrg that staff at Site D have established.
The achievement of Renewal was demonstrated thritnegéfforts to modify and add
guestions to the Youth Health Survey in preparafiorihe second round of data collection
in spring 2009. The analysis of the interview senpts reflects the levels of use achieved

by Site D on the KUU scale and will be exploredurther detail.
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5.16 Site D Case Study: Analysis Results

The analysis revealed several key themes thatindled evidence-informed practice related
to youth physical activity at Site D. The followirsection summarizes these themes and

their influence on the uptake and use of the YHt&.da

5.16.1 Core Theme:Access to YHS Data

The analysis of Site D transcripts revealed the toeme of having ‘access to the Youth
Health Survey (YHS) data’. This theme consisteathyerged across all of the interview
transcripts as the primary factor encouraging ewsdenformed practice regarding youth
physical activity at Site D. Within this core theramerged specific characteristics of the
YHS data that further illustrates why the datassreralued and widely utilised among staff at
Site D and their various partners. The most premircharacteristic of the YHS data that
emerged from the analysis was the fact that thegpecific to the local communities. The
Youth Health Survey was largely driven by the dediram local community groups and
various initiatives going on within the region ti&ite D serves.

“Our whole Youth Health Survey Process was drivercdimmunity need and

what they needed in order to do their part in pliswgn | think we all used the
data but that was the main reason was for thef8ite D, Participant 2, 175]

“We had another initiative going on in the regidmat required local level
risk factor information that we couldn’t glean frasther sources like our
Comprehensive Community Health Assessment or thadizan Community
Health survey or other provincial data sourcesv&bpset about trying to find
a mechanism where we could collect local area ddtaite D, Participant 1,
33]

Several participants also explained that thereamdasmand for local surveillance data, as the
current sources were not ‘hitting close enoughamé& for the staff and community partners.

“...because you can provide national data, provindata, regional data but then to say in
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the community of XXX, in XXX our youth have tolthiss do you know what | mean{Site
D, Participant 3, 429].

“I mean I'm just absolutely amazed with the [YH&formation that we

received and especially because one of the reasertid it in the first place

was you know the CCHSS | think data was just ntingeclose to home for

our communities and our communities were sayingjtval might be the

regional rate but what about XXX, what about XXXd &o this actually gave

people that local information and it spurred thesrattion... You know the

physical activity you know we learned a lot abobatis required and it's

really led to a lot of community action and schaction.” [Site D, Participant

2, 95]
The YHS data provided the local data necessamyftom the various initiatives among the
community groups. Because the YHS data provideddtal specificity that the community
groups were after, it gave the YHS daRedative Advantagever other sources of data,
further facilitating its use (Manske, 200TAnd because it's innovative and new and local
area we’ve never had local level data like thisobef So | think that caught a lot of people’s
attention” [Site D, Participant 1, 557l think the difference was that it was local data”
[Site D, Participant 2, 99]. Some of the particifsaeven commented that the high uptake
and use of the YHS data is largely attributablth&ofact that the data is local.

The YHS data have been very timely to the workit B and their partners, given
the current focus on childhood obesity and physacélity.

“especially with all the um information about cHildod obesity and lack of

exercise, all of that, it's very timely to everydike us in myself and my job,

recreation, the schools, kind of everybody, sankiiit’'s very very timely.”

[Site D, Participant 5, 155]
Timeliness of the data has also been identifieahasnportant facilitator of evidence-
informed knowledge use (Manske, 2001). Relatatiedimeliness of the data is the

relevance of the YHS data to the programs and &es\at Site D, which is another important

characteristic contributing to evidence-informedwiedge use (Manske, 2001).think it
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[YHS data] gives a very good baseline. For physamivity... there ‘is’ things in there that
are very relevant to our recreation directors inthh@ommunities’[Site D, Participant 5,
101]

“Our three main pillars are healthy eating, physieetivity, and tobacco.
And those were three areas that were looked atedlsas some of the other
areas, based on other partners or other areas.. wee using the [YHS]
data.” [Site D, Participant 4, 155]

The three main pillars of health that guide theknadrSite D are addressed within the Youth
Health Survey. In general, the YHS data provithesavidence-base necessary to support the
work at Site D.

“Well | mean you have to have something real th &bout. | think that's

probably the biggest thing. You know, | mean yanusit around and talk

about well we think this is a problem and maybenesd to work on this.

This provides us the evidence to know that we’dresbing the right things.”
[Site D, Participant 2, 315]

“...it's provided some information to our managerteimally that they’ve

been able to successfully go ahead with some prnagtéke an

implementation of a new teen clinic in XXX...And thiem higher level, for

sort of overall regional programming we’re goinglie able to...well we've

presented this [YHS] information to our board afeditors as well and we’re

going to be able to use this information as we'oang through through some

strategic planning exercises[Site D, Participant 1, 163]

The YHS data have also informed the developmeneuwf initiatives and will provide
direction to the strategic planning at Site D omgnievels. Having access to the YHS data
to inform the organisation’s planning and programgns a very important contribution to
evidence-informed practice at Site D.

Having access to YHS data was particularly relet@athe work that Site D does
with their local partners, particularly the schodisther contributing to evidence-informed
practice.

“...Public Health Nurses are involved in our schodals,it’s it's [YHS data] a

very important tool to look at when we’re doing gramming in the
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schools...I guess to share it with others who arelied um like
recreation...the Youth Health Survey...it's sometherg good to know about
and then review from time to time so that you csgsome teaching or use
some of this when we’re in in the schools and wveaith them.’[Site D,
Participant 5, 485]

The YHS data are an important source of evidenaefdom school-based programming and
to share with other stakeholders who may work withschools. Having access to the YHS
data has increased awareness among the schoohpopun the topics reported through the
YHS, which is an important form of conceptual knedge use.

“...but looking back at it [YHS data] and just seeimgw the physical activity
declines in girls when they get to senior yearst how few fruits and
vegetables our kids are eating and how high ourksngprates are, for me
myself, yeah, it was very eye openiriite D, Participant 4, 163]

“...knowing about the information from the Youth He&urvey...like if the
high school is using that information...it’s a det@nbenefit to know that you
know um half of your females are not physicallyvacby the time they reach
grade ten...what are the activities that they warddoSo um sharing that
information or being aware of it and looking assitlefinite benefit to use the
information...” [Site D, Participant 5, 655]

The YHS data also increased their understandinigeophysical activity levels within each
individual school, and reported the types of atigithat students enjoy participating in.
Taking what the youth reported on the YHS to infginysical activity planning within the
schools is an important contribution to evidendesimed practice. Furthermore, one of the
participants from Site D had received feedback ftbeir community partners regarding the
usefulness of the YHS data for directing their work

“In our community groups we’re hearing back fronemh that they...better
understand some of their their more urgent needs respect to healthy
living programming in their communities so theythdy saw that the
physical activity rate in their community was rgdibw but the healthy eating
rate was not so bad they knew that they were abiarget their their
programs on the areas of need...focusing on whatthldssues were.
Although they do want to get to all of the risktéss. They do want to make
sure that they’re touching the highest priority srist.” [Site D, Participant
1, 163]
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The YHS data brought some focus to their work aediified issues that were a high
priority in their community.

Another important characteristic of the YHS datawee format in which the data
was summarized and disseminated. Each schooVegtaifeedback report summarizing
their school-specific results, which the particifgidentified as one of the strongest factors
influencing the uptake and use of the YHS data.

“Yes | mean that’s one of the reasons for the uptadu know, the way it has

[been] developed is somewhat similar | think to 8#APES reports where it

actually, it gives you also information about wigati can do about a result.”
[Site D, Participant 2, 123]

The feedback reports also included suggestionadibon based on the results, further
facilitating evidence-informed knowledge use. Bgwyding suggestions for action, the YHS
feedback reports go beyond simple disseminatidhefesults. The feedback reports
present the YHS data in a user-friendly formatiHfeir encouraging the uptake and use of the
data among various stakeholdetthe way we rolled it up -- we used fairly simpialicators
to report the [YHS] data...... we wanted to make sunag in a format that community
groups would be...able to use easily as well as¢heds so.”[Site D, Participant 1, 117-
129]

“...many of us went to other groups like parent admiiscommittees,

parenting, parent groups or um community groupsetay the [YHS]

information... there was summary pages of all thermétion like with

everything on one page...from each area or you cgaltb the physical

activity area and get the results. There was graphso written out

information so each area then had a separate ura afet compiled. So very

easy for anyone really to read through it or lodktaand relay information.”

[Site D, Participant 5, 135]
The user-friendly feedback reports made it easgtaif at Site D to share the data with

various stakeholders and partners, increasing timeierstanding of the YHS data and

contributing to evidence-informed practice.
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The collection of YHS data at Site D and the valtithe data to their work provided
a model for other regions in the province to cdltee data.”...the Youth Health Survey was
a powerful tool...it has been a model for other regitn the province to follow[Site D,
Participant 3, 173]. In fact, the YHS tool is ggito be used as baseline surveillance data
across the province for the new Physical Educdtiealth Education curriculum in grades 11
and 12 from the Department of Educatidn..in our province also this mandated physical
education piece has come in and that's why nowyeweris going to use that [YHS] tool to
get their baseline informationSite D, Participant 2, 323].

“And right now the province, through a partnershygh education and

health, are using this survey to find baseline datsids in grades nine to

twelve. because we’ve just had a curriculum charege about mandatory

phys ed credits for grade eleven and twelve stisdémtd they are using our

[Youth Health] survey as a baseline data gathetimg for schools in every
school in Manitoba'Site D, Participant 4, 83]

The schools in Site D’s region have used the YHS& ttainform school planning in
preparation for the new policy.
“They can use it [YHS data] for their school plangi..And here
provincially...we now have like healthy food choiceschools and, this fall
we will have a change in the physical activity ppliSo they were able to use

that [YHS] information in getting ready -- gettitigeir programming ready
for these two new policy change§Site D, Participant 1, 171]

Utilising the data to inform school-based programgrand policy development for youth
physical activity is an important form of instruntelhknowledge use.

Based on the analysis it is evident that havirggss to YHS data is the primary
facilitator (i.e. core theme) of evidence-informatwledge use regarding youth physical
activity. As such, access to YHS data was idesttiis the core theme. It also consistently
emerged across all of the transcripts as a valishlece of evidence for their work at Site D.

Furthermore, staff identified characteristics ad ¥HS data that made it particularly
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valuable to their work. The YHS data has been lyideed among staff at Site D and their
local partners to identify priorities and to deyeknd support action plans in their daily
work. Having access to local data that is relewauat timely to their work is the most
important factor contributing to evidence-informawwledge use concerning youth physical
activity at Site D. This core theme is interrethte all of the other themes to emerge from

the data, which will be explored further in theldaling sections.

5.16.2 Emergent Theme:Support from Partners

Another important theme to emerge from the anaklysis the many external partners that
Site D collaborated with throughout the procesthefYHS project. These external
partnerships have been essential in supportingdhection of the YHS data and subsequent
initiatives that utilize the data, as they alsosalee in having access to the YHS data. Site
D is a founding member of a partnership network ithiially came together as a response to
the need for surveillance data.

“It came about because of this whole surveillarsesai, who is doing

surveillance, are we duplicating effort, is thendormation? So once we

talked to Cancer Care and they said you know howautd help...by doing

your analysis of your data...Then the Canadian CaSwaiety...We also had

the Heart and Stroke Foundation who...became a partAayways we

developed...based on this experience with our Yoe#itiHSurvey, this

group that is now, it started out with only fourrpreers, ourselves and those

three others that | just mentioned, and now it'ewgn to an organization

that’s really looking at trying to coordinate thiagn our province around risk
factor surveillance.[Site D, Participant 2, 303]

The collection and analysis of the YHS data wasibts because of the support that each
partner of this network contributed. The Canadiamcer Society and Site D worked
together to compile the YHS data into the feedlyaglorts, making the data accessible to the
staff at Site D, the various local partners, aredldbmmunity at large®...the surveys were

done by the teachers in the school. And then...we &acanner that scanned the results.
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And then through Cancer Care. Their statisticiaefpkd us to compile the datdSite D,
Participant 4, 25]
“...was all compiled by um someone within the XXX RHw works on that,
and...someone from the Cancer Society helped...th&y @ompile it into

their computer and they helped out a lot with iitssas when we got it [YHS
data] it was done as a report already[Site D, Participant 5, 87]

Another participant mentioned their relationshiphaa specific group from the Manitoba
Division of the Canadian Cancer Society that plaggarticularly important role in
contributing to evidence-informed practice relatethe YHS data. This specific group will
be referred to as the CCS Working Grauh..because we have a close relationship they
are a sounding board you know for any new plantiegause that’s their whole basis is they
do that research of evidence based, like what woj&&e D, Participant 3, 373]. The CCS
Working Group provided much support to Site D tlgloout the process of the YHS project
and has been helpful for evidence-informed planain§ite D. One initiative with the CCS
Working Group that has been very successful in eragng evidence-informed knowledge
use of the YHS data was a Knowledge Exchange Wogksh..we brought together
various community groups and gave them kind ofdikeactice exercise where they had the
[YHS] information...we were able to work through sateps with them and actually getting
them to use the data in some of their planniri§ite D, Participant 1, 61]

“...some people have the [YHS] evidence and thenmdtion and think it's

great but they may not be aware or have the silt® use this information to

put into practice. And | know what happened tst tane there were some

sessions on evidence based workshops that allatieges were invited to

and we had people come out and explain this ignfleemation and this is

what you can do with it, this is how you use ito3ékind of -- the tools were
brought to the partners.[Site D, Participant 4, 391]

" The CCS working group refers to a group basetiénManitoba Division of the Canadian Cancer Society
The overall goal of this group is to bridge the gapveen research and research users and buildityapa
among community groups to use evidence for decisiaking through the development of information
packages that summarize effective practices innibrdisease prevention and healthy living.

130



“There were facilitators that basically provided amderstanding of how to
use...that evidence...It was a workshop where groupshveken up into
their community organizations and then they woubdkvthrough the [YHS]
data and...there were [YHS] reports and then...to lzawdole planning
process basically. So you know according to tleatmunity what struck
them about the report, what do they want to workish. Then based on
what they’re working on you know was there enougtiemce to say there
was a need there. And then they worked through istsmme of the research
telling us about how to address that factor behygical activity or whatever.
So it was really done in a workshop componeni{Site D, Participant 2, 187]

This workshop was very effective at supportingebemunity groups in understanding the
YHS, the implications of the data for them, and hbe data could be used to inform their
planning. “So that's probably been the biggest uptake...whieeektnowledge Exchange
Workshops have helped the community members ilimysthat information and looking at
what’s most important to them and...what could thetyally do in a community that’s
evidence basedSite D, Participant 2, 167]it was just very positive...they gave people the
skills or the tools they need and how to look & [¥HS] information, and why to look at
it...” [Site D, Participant 4, 407] This workshop greabntributed to evidence-informed
practice, as it built capacity among other groups @rganisations to understand the YHS
data and utilise the data in their work.

Currently Site D is building partnerships with thiest Nations communities to
prepare for YHS data collection in 2009, as theygreat value in having access to the YHS
data that is specific to their communities.

“We are right now establishing partnerships withr ¢tirst Nations

communities because the [Youth Health] survey iisgogone there. It wasn't

being done there previously but they see the \ahdethey want the data as
well for their planning purposes and evideng8ite D, Participant 4, 367]

Similarly, the schools were very cooperative anfling to participate in the YHS data
collection, as they also could see the value infgaaccess to the datédwell if they

[schools] wouldn’t have thought it [YHS] was impemt they would have never cooperated
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to the extent they did..[Site D, Participant 2, 323J...this whole school division itself you
know approved the youth health survey and were imégyested...[Site D, Participant 5,
539].

“We have four major school divisions in our area..'Véeestablished strong
partnerships with those groups. And through theufriddealth] survey | think
we’ve established trust. This is the first surveigokind being done so they
were a little bit apprehensive about what we wenwaying, what we were
going to do with the survey[Site D, Participant 4, 359]

The local schools were particularly important pargnfor the YHS project, considering that

the data collection would not have been possibthaut the support and involvement of the
schools. As a result of this partnership withgbkools throughout the YHS data collection,
the schools have had a greater uptake and use dHB data.

“And | think because, you know, if you have a iielaghip with an
organization and they’re more likely to look at theport than if it's
something that comes in the mail you know. So Isecte report came from
me and they know me and they have this relatiorafpthey were involved
in the actual, you know, implementation of the sythey’re more likely to
use... those results than just some kind of natisunaley that comes in the
mail kind of unsolicited across their deskSite D, Participant 1, 687]

Some of the schools have even been willing to stiegie individual school results with the
public health nurses from Site D, further contribgtto evidence-informed practice.
“Some of the public health nurses who have beeolvied in various
initiatives at local school levels will also havecass to their local school
reports through their relationships with the schpdhcipals. But we as a
region did not specifically hand out those schewkl reports. We wanted to
build relationships between our staff and the sth&nd so the public health
nurses had to go to the school and ask for thesh&oe their information on
an individual school basis[Site D, Participant 1, 69]
Having access to the YHS data that is specifiathendividual school environment is
particularly valuable for evidence-informed plarmend programming in the schools.
Finally, the schools are providing support to $itby taking an active role in the

development of the survey tools for YHS data caoitecin 2009.
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“And not only are they keen to let us do it agdiaytre keen to participate in
the development of the new tool. We've alreadyagoorking group set up to
re-look at our tool and methodology in preparation next spring. And we've
got members of education sitting on our committg&ite D, Participant 1,
603]

The cooperation and support from the schools iessary for Site D to be able to collect the
YHS data. As an external partner, the schools\atee having Access to YHS Data and
contribute to evidence-informed practice througkirtinvolvement with the YHS.

Overall, the analysis revealed that having supfpont the external partners was an
important factor influencing evidence-informed knedge use of the YHS data. The
support from the external partners was necessamwglkect and analyze the YHS data.
Furthermore, this support also encouraged the aall use of the YHS data and supported
initiatives that were informed by the data. Maiyh® partners provided the necessary
support to Site D for the YHS project, as they aaw the value in having Access to YHS
Data (i.e. core theme) and making use of the dakeerefore, there is a reciprocal
relationship between the core theme of having ace¥HS data and the emergent theme of

Support from Partners.

5.16.3 Emergent Theme:Working Groups

Working groups that involved staff from Site D waasother theme to emerge from the
analysis. These working groups were found to biengortant mechanism for staff at Site D
to connect with local schools and members of teranity. The YHS data are particularly
relevant to the activities of local schools and nmmity; therefore there were many valuable
opportunities through these working groups foruptake and use of the YHS data. There
were many instances where staff at Site D have te¥HS data through the activities of

their working groups:“It [YHS data] is still referred to all the time nmatter what
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committee I'm sitting with...[Site D, Participant 3, 237]. There was a widggeof use
among these working groups, from simply referringhte YHS data, such as the example
above, to directly utilising the data to informisittes of the working group.

“| also sit on healthy schools committees, theyised that [YHS] data quite

a bit within their schools for helping their schqoénning. Whether it be

planning...because the kids identified physical ereation activities they’d

like to do, so some of those activities that wdeniified have been
incorporated into the phys ed prograrf8ite D, Participant 4, 199]

This participant worked with a school through tHealthy schools committee, where the
YHS physical activity data had been used to diyaafiorm the physical education program.
In general, the working groups that Site D has beeolved in provided a unique
opportunity to share experiences and examplesidépee-informed practice.
“...absolutely | think it increases. Especially whggople are sharing their
experiences and they refer to the evidence ouétthet you know we use this
program and we based it on this evidence and #hghiat we did and this is

successful and we never thought to do this bugvigence told us. You know
| think it validates.”[Site D, Participant 4, 291]

This sharing of successful instances of evidentmimed practice validated the evidence
and the process, further encouraging the use deage among working group members.
The analysis revealed one particularly active waglkgroup, the Health Promotion
Working Group (HPWG), which demonstrated many efdlefining characteristics of a
Community of Practice (CoP). Staff members frome 8 have been involved in this
working group for numerous years, providing an ingat connection between Site D and
many of their regional partners...it's a very broad based group of regional empleyeand
partners. And their mandate was just to promoteotes things related to healthy living
whether it be through us, through our own programgor things in the community[Site

D, Participant 1, 401].
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“...Health Promotion Working Group...has been estalglisfor a number of
years, before we did any surveys, did any dataecbilg. And they represent
geographic areas of our region as well as diffengattners...such as
education, culture, heritage, tourism and sports.emtve’re looking at
planning for health promotion...all those partnerssitedown and plan
together and work together and support one ancth@&ite D, Participant 2,
243]

The HPWG has been established for many years. slisisined and collaborative nature of
these relationships through the HPWG representsithieal engagement of the group,
fostering a positive and productive work environtn@denger, 1998):...because there is a
long history to it [HPWG]...and it's a cooperativeayp and so it really does work very
well...there has not been a problem getting peopleaid together in that group[Site D,
Participant 2, 259]. Furthermore, this workingup@rovided many opportunities to learn
about initiatives of various community partnersrghinformation (e.g., mutual
engagement), and gain support from other group reesnbbho may have related expertise or
evidence (e.g., joint enterprise).

“There is sharing of each group’s activities whethiedbe a success or a

challenge, and there’s a lot of support from thieens, or if someone

identifies a program or an area that they’d likewwork on people share

knowledge, share experiences, share informaticerestools, and also offer

support.” [Site D, Participant 4, 271]

“They [HPWG] help inform some of the program andrpiing for our

regional level. Kind of help steer us in the rigltection when it comes to

healthy initiatives. It keeps us connected withtfisé...going on in other

jurisdictions with respect to healthy communitiesduse we have very

limited resources when it comes to healthy livimgatives and we don’t want

to be duplicating what other people are doing...Amehtsupport each other

in different initiatives that are happening in #ile different jurisdictions”

[Site D, Participant 1, 429-433]
Through the mutual engagement and joint enterpfitee HPWG, staff at Site D were able

to gain valuable knowledge about the programs dexahmg occurring in their region,

allowing for the coordination of these variousiatives. This sharing and understanding of
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each others’ knowledge and experiences, and igargifvhat each group member can
contribute to the HPWG, captures the mutual engagéend joint enterprise of a
Community of Practice (Wenger, 1998). Being endabeough the joint enterprise of the
Health Promotion Working Group, which was to proenbéalthy living in their community
through various initiatives, had important implioats for evidence-informed practice related
to the YHS (Wenger, 1998). In fact, The HealthrRotion Working Group was a
particularly influential group for raising awareses the need for local surveillance data and
motivating the development of the YHS and dataemibn, representing the joint enterprise
of the working groups (Wenger, 1998)..the health promotion working group that |
referred to has been [around] a long time, it adtya.took a lead role in planning out the
Youth Health Survey..[Site D, Participant 3, 641].

“...I'm involved with the health promotion [workingjroup in the XXX

Regional Health Authority. Um, so | was kind of kWwog with them and our

Health Promotion coordinator who wanted to comewifh a um | guess a

baseline of looking at these things amongst oursbudents, because some of

the activities we are looking at doing are with #tedents so we kind of
wanted to get a baseline[Site D, Participant 5, 51]

Staff from Site D and other members of the worlgngup found that local data, specific to
the youth in their region, would be a helpful sauof evidence for directing the activities of
the group. Through the mutual engagements amomngoers, the HPWG provided valuable
input and support to the development of the surtlegswere used to collect the YHS data.
“...part of our health promotion working group helpedthe development of the survey tools
so that had multidisciplinary different health paets on it from our region...[Site D,
Participant 2, 31]. The involvement from the HPW@&s an important contribution to the
development of the YHS tools, as there was inparhfvarious partners and background,

contributing to a very comprehensive survey that bx@ad relevance and applicability. The
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HPWG has been very sustainable and productivetbeeyears, and the YHS has been an
important contribution to their work.

“And just to let you know how successful it's beenHealth Promotion

Working Group is still in tact, still working, veproductive, and we heard

there is another Youth Health Survey and they ag&kedblunteers. The entire

committee had volunteered to help. Everyone seegane...everyone wants
to be part of it because it's so valuabl¢Site D, Participant 3, 243]

The YHS data have been so valued by the HPWG leagroup members have all
committed to supporting the next round of YHS datkection.

The working groups that were developed in resptm#iee Chronic Disease
Prevention Initiative (CDPI) pilot project also emerged as importanesxl working
groups for evidence-informed practice related ®YRS data. Site D is an important
partner in this initiative and provides supporttiese working groups. Several staff
members from Site D actively participate in the kitog groups. Similar to the Health
Promotion Work groups, the Chronic Disease Prewarititiative (CDPI) Communities
(e.g., CDPI working groups) were very influentialraising awareness of the need for local
surveillance data.

“I think it [CDPI working group] has a huge impaon the use of the

evidence. Partly because it was one of those grthais..requested we get

local area evidence. And then partly | think be@we’ve seen one [CDPI

working] group use it [YHS data] so extensivelyttbt#ner groups are just
starting to follow suit. So they see...how one giiswsing it for their
programming and so they think oh it must be goodecan use it too.[Site

D, Participant 1, 579]

The greatest contribution of Chronic Disease Preoernitiative (CDPI) Communities

(e.g., CDPI working groups) to evidence-informedgpice has been the significant uptake

8 The Chronic Disease Prevention Initiative (CDBIjiésigned to help communities address the thrg@ ma
risk factors for chronic diseases, including smgkiphysical inactivity, and unhealthy eating. Twerarching
goal of the initiative is to reduce the rate ofafic diseases in Manitoba through local partnesstijtizen
engagement, and community development. The rebatrSite D serves has four pilot CDPI communities,
which are referred to as CDPI working groups fa plurposes of this project. Site D is a CDPI gartn
contributing significant resources through fundorgn-kind resource support.
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and use of the YHS data to inform their action pldn..the [YHS] information...has helped
inform the plan for our chronic disease preventt@mmunities, which is a pilot
project...they need to develop plans of what thegctaally going to do in their local
community based on the risk factofSite D, Participant 2, 163].

“...when we were starting our plans with CDPI, Chroblisease Prevention
Initiative... we looked at our youth [health] surviey plans for what we
wanted to do in each of these communities arouagdoith. And we used that
data to help us see gaps, see areas that we coydcbive on.”[Site D,
Participant 4, 45]

One of the participants described how a CDPI waykjroup had used the YHS data to
inform activities in their community that addressith physical activity.

“...one of our Chronic Disease Prevention Initiatitesy looked at the fact
that girls activity declines when they enter seryiears. And so what that
group has done is they have planned a girl’s nighits only. No boys, no
parents, it's just girls with some supervision. Awine of the activities that
they’re planning was based on activities identifiedhe Youth Health
Survey.”[Site D, Participant 4, 299]

The CDPI working groups have further contribute@vaence-informed practice related to
the YHS data by engaging the local schools in ds/related to the YHS data.

“...the principals at both schools got the Youth Hle&urvey, but we've
talked about them at our CDPI [meetings] so we hawveteacher from the
elementary and a teacher from the high school cantleose meetings. So
they [YHS data] were shared initially and then frdme to time we talk about
them or we look at some initiative that has to daiwhe youth health
survey...”[Site D, Participant 5, 597]

“The CDPI [through Site D] provided money. And #ehool came onboard
and they were just looking at at-risk kids who lkdadreases in physical
activity, decrease in nutritional status and it apd the gym there after hours
and on weekends to give kids a safe place to ba&qatily active and then
providing nutrition, snacks for these kids. So thegd their [YHS] data
where the kids were at, what was or wasn’t happeaimd these...partners
had come together to form form this program ang’theall brought a little

bit of money or...space from the school to develogrgamming.”[Site D,
Participant 4, 443]
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One of the CDPI working groups even collaboratetthailocal school to develop
programming that was based on the needs identifidte YHS data.

It was not possible from the information providedhe interviews to determine the
exact nature and evolution of these CDPI workirgugs. It was unclear how the CDPI
working groups engaged their members and workeetieg to address the goals of the
CDPI project. Furthermore, these groups did nainadly evolve; they were purposefully
created as a result of the CDPI project in Manitobae to these limitations, determining
whether or not these working groups can be laba@ommunities of Practice cannot be
established with any confidence.

Overall, the working groups that emerged from thalysis appeared to be an
important facilitator of evidence-informed practiegated to the YHS data. The working
groups provided an important mechanism for sta8itg D to connect with the local schools
and members of the community, providing valuablpasfunities to share and utilise the data
among groups where the YHS data was particulalyvamt. The emergent theme of
working groups was fairly interconnected to theecitreme of ‘access to YHS data’, as the
working groups raised awareness for the need of Hi® data, and in turn, the data was
extensively shared and utilised among these worfiiogps. This demonstrates the value of
having ‘access YHS data’ with the interactive suppbthe working groups on evidence-

informed knowledge use regarding youth physicalegt

5.16.4 Emergent Theme:Organisational Support for Evidence-Informed Prace

A final theme to emerge from the analysis as aromant facilitator of evidence-
informed practice at Site D was the organisatisnglport for the use of evidence in their

work. This support from the organisation emergedfthe analysis in many different
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forms. One of the most basic forms of this supp@s$ the expectation among staff to use
evidence in their organisational planning.

“...you can’'t go ahead and plan without having somielence, some
knowledge of the population you're planning for..c&ejust kind of a
common understanding across the organization tceuggence to support
what you're doing in order to ensure that you'rerggeffective. And I think
it's proven it's worth because prior to having tim$ormation people were
planning and just based on gut feeling or provih@i&ormation, but now
when you have local data you can streamline orgieaiprogram for the
target population based on what they're telling yoisite D, Participant 4,
227-231]

‘Having access to the YHS’ data is a valuable sewifcevidence for meeting this
requirement and successfully planning for theiryaton.

Organisational support for evidence-informed practargely emerged from the
analysis as the dedication of staff time and resesir For example, one of the positions at
Site D has evolved into making research evidenedable to staff to meet the increasing
demand for relevant research.

“Well, well we're really on sort of the cusp as arganization for really using

evidence in planning. It's really only been thetlesuple of years that my job

[health information analysis manager] has kind@tused on providing

evidence...when managers are are planning or readtirtgings they will

both use quantitative and qualitative informationy. job is to have enough

data there so that at least its on the table win&y'te making decisions.”

[Site D, Participant 1, 231]

“Well we have a health information analysis manageand all of that

information, | mean she is the one who really daat [YHS] process from

beginning to end and she is kind of the collectalbinformation and

analysis within our region; that’s her job.” [Sit@, Participant 2, 211]

This position also provided the necessary suppotiie successful collection and

compilation of the YHS data. Overall, Site D hagi very supportive of the YHS project.

One of the Managers commented on how she had madéHS project a priority for her
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portfolio, and committed the necessary resourcesaie data collection and analysis
possible.

“...I'm the vice president of a portfolio, | look #te resources | have within

that and it [YHS] was done all within my portfoli&o | decided that for

example [the YHS] was going to be a priority foattgear and so we would

put a lot of focus on that, then | would discus thith my senior

management team and then the whole process alengdi was trying to

find people to help us to do that externallfSite D, Participant 2, 243]

“...s0 there’s got to be money to pay for the pedpleut in the time to find

that right tool and tweak it and then implement. naetings with the staff to

sell it. You know what | mean, like with the sdbddSite D, Participant 3,

741]
Another participant commented on how the orgarosgtirovided the funding necessary to
support the YHS process, from developing the prgaperey tools to meeting with the
necessary partners to gain their support. Thsddsnonstrates the interconnection between
this emergent theme and the theme of Support frarmérs and the role they play in
supporting evidence-informed practice related ®©YHS data. Site D has also provided
funding to support their external partners in theake and use of the YHS data and feedback
reports. “Yes and we’ve spent a lot of time in you knowedéiht parts of our group on
funding those you know those ‘action itehikat help students[Site D, Participant 2, 127].

“...our health promotion budget we have a little ditdollars to use in

communities so they apply to us like with planwludére they you know we

would subsidize their, whether it's in physicaliaity...to read their

proposals, they quote, they’ll quote parts of taitd Health Survey.[Site

D, Participant 3, 249-253]
This additional funding has encouraged communiougs and local schools to use the YHS

data to inform their proposals and planning, furttentributing to evidence-informed

practice related to youth physical activity.

° The term ‘action items’ refers to the recommerutatithat are included in the YHS Feedback Repbats t
suggest potential activities based on the needifidg in the data.
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The support that Site D provides for evidence-imfed practice is further
demonstrated by the extensive use of the YHS datsathe organisatiorfWell | work in
health promotion and it's [YHS] one of the basiolsowe do for planning and, yeah,
planning and just doing like a temperature chegkiéss of our communitie§Site D,
Participant 4, 37]. The YHS feedback report istowrously accessed and utilised by the
staff at many different levels within Site DWe use it [YHS feedback report] all the time.
Like it's a document that doesn’t sit on the sHEl.on our desk and we refer to it...all the
time...we’'ve used that data to help us establiskea ¢éinic in one of our communities...open
gym nights..."[Site D, Participant 4, 215]....it's [YHS data] provided some information to
our managers internally that they’ve been ableuocgssfully go ahead with some
programs...”[Site D, Participant 1, 163]. It has even beehsetil by the managers of Site D
to support the development of their programs amdaes. Furthermore, the YHS data has
become one of the organisation’s basic tools fanping and monitoring the health of their
youth population, also demonstrating the valueha¥ing access to the YHS data’ (core
theme). The staff at Site D have shared the dalatiae Board of Directors, which lead to
the use of the YHS data to inform their StratedanRing. “...well we’'ve presented this
[YHS] information to our Board of Directors as walhd we’re going to be able to use this
information as we’re going through through someatggic planning exercises|Site D,
Participant 1, 163]

“...organisational [use] is with our Board, Strategilanning, we develop a

five year Strategic Plan but each year it is revaevand updated and that

[YHS] data is presented to the board, and theythatin helping plan where
the organisation is going.[Site D, Participant 4, 199]
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The use of the YHS data to inform the overall dicecof Site D, further illustrates the
organisational support for evidence informed pracéind the importance of *having access
to the YHS data’ (core theme) at Site D.

Finally, organisational support for evidence-infeghpractice, and the value of
having access to the YHS data, is demonstratedghr8ite D’s current plans to conduct
another round of data collection.

“Widely useful. We had used it [YHS data] time &énte and time again.
And we’re actually in a process of planning to me®y in the spring of 09, so
that we will not only have baseline data but alsme time trend data to
include in our next comprehensive community hesdessment which is due
in September of 09[Site D, Participant 5, 83]

“... the XXX Regional Health...I think they view itaagery valuable tool. It's
supported the request to redo the survey and disgyto be redone in 2009.
The XXX uses this data for our strategic plannimp wur board. And XXX
[Site D] has also been a leader in the province... &mfact that our
organisation shared this with other RHASs.” [Site Participant 4, 83]

This also illustrates the importance of using thdSydata in their work. As a result of this
opportunity for future data collection, Site D lestinued to dedicate staff time to the YHS
project to identify potential gaps in the YHS datal survey tools.

“I think right now because we're redoing it so we’just started to meet, and

we’re looking at what happened last time, | thin&ttthere’s a number of

other questions that we need, or answers that \wd e get at to help us.

For example physical activity declines in senioange Is it because kids have

jobs, have other responsibilities, transportatiorget to activities, more of the

after school activities, is that the issue or ipigt kids don’t want to do it? So

you see the decline but we can’t get at the reasdns” [Site D, Participant

4,171]
Utilising organisational resources to ensure mo+dapth data collection will further support
evidence-informed practice at Site D. This algopsuits Site D’s achievement of Renewal
on the KUU scale, where staff have modified the YBi@s to achieve a greater impact on

their programs, services and local population (ldgil., 1975).
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This emergent theme of Organisational SupporEfadence-Informed Practice is a
very important factor influencing evidence-informatbwledge use regarding youth
physical activity at Site D. This organisationapport emerged in many forms, including
the expectation to utilise evidence, the dedicatiborganisational resource to YHS, and the
extensive use of the YHS data on many levels obthanisation. This emergent theme is
significantly interrelated with the core theme avmg Access to YHS Data. In order for
Site D to have access to YHS data, the organisageded to provide the necessary support
to collect that data. The wide uptake and usé®MHS data throughout Site D
demonstrates the organisation support for evidémoemed practice and the value that Site
D places on having access to YHS data. HavingsadoeYHS data along with
organisational support to utilize the data are irtgpa factors contributing to evidence-

informed practice regarding youth physical actiatySite D.

5.17 Summary

Having access to YHS data is the most importaribfge.g., the core theme) contributing to
evidence-informed practice at Site D. Support ftbevarious partners at Site D have been
important for the collection and analysis of the Y Hata, and for subsequent initiatives that
encourage the uptake and use of the data. Siyitad various working groups that staff
from Site D are involved in have also been instmitaleto the collection and subsequent use
of the YHS data. Finally, the organisational supfpom Site D for evidence-informed
practice provided the necessary resources to toatleHS data and support work that
utilises the data. The three emergent themesgedwsupport in order to have access to the

YHS data, and they also encouraged the uptake sadfuhe data. The themes to emerge
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from the analysis are highly interrelated, greatimtributing to evidence-informed practice

regarding youth physical activity at Site D.

5.18 Cross Case Comparison

The analysis for each public health organisati@mified many themes that played an
important role in evidence-informed practice regagd/outh physical activity. In order to
further understand these themes and how they emealated, a cross case comparison was
conducted. The cross case analysis examined thandot similarities and divergences of
the themes across the four public health organisain this study. There were varying
levels of knowledge use across the four publictheaiganisations, which provide further
insight to the role of these themes on evidencerméd knowledge use. The table below
summarizes the core and emergent themes of theédnlic health organisations, along with
the corresponding number of knowledge use levéiseaed on the Knowledge Uptake and

Utilisation Scale.

Table 3: Summary of Core and Emergent Themes by Site (with évels of Knowledge

Use)
Site A Site B Site C Site D
(6 Levels of KU) (4 Levels of KU) (3 Levels of KU) (6 Levels of KU)
Access to SHAPES | Access to SHAPES | Access to SHAPES | Access to YHS
Data* Data Data* Data*
SHAPES Engages | Working SHAPES Supports | Support from
Relevant Partners | Relationship with Partnerships with Partners
School Boards* Schools
Working Groups Working Groups Working Groups WaorkiGroups
Formal Partnerships| Knowledge Brokers | Organisational Organisational
with Schools Support for Support for
Evidence-Informed | Evidence-Informed
Practice practice

*Bolded themes were identified as the Core Themes
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It is important to note that the there is no hiengrin the arrangement of the core and
emergent themes in the table. The themes havedrganised to highlight the similarities
that emerged across the Sites. There are threarolieng themes that consistently emerged
across all four of the Sites, including Access HABES/YHS Data, the role of Partnerships,
and the presence of Working Groups. There is tcpéarly strong consistency of Access to

SHAPES/YHS Data, as it emerged as the core thentariee of the four Sites.

5.18.1 Relating Themes to a Framework of Knowledge Use

As previously discussed, the guiding frameworkthis thesis project has been Manske and
Leithwood’s Knowledge Utilisation Conceptual Franmelu This framework identifies three
domains that either directly or indirectly influenmstrumental and conceptual forms of
knowledge use, includinGharacteristics of the Source and InformatiQinaracteristics of

the Context for Useandinteractive ProcessegManske, 2001). Despite the grounded nature
of the analysis, each of the core and emergentabedentified can be situated within one or
more of Manske’s Framework domains.

More specifically, Access to SHAPES/YHS Data caiesidy emerged across four
different contexts of use, and was identified @&sdbre theme for three of the four Sites.
This theme falls within th€haracteristics of the Source and Informatgemain of the
Framework. It is important to note that the SHARES YHS data are very comparable
sources of evidence. Both are considered locakdlance data that have been collected
from secondary school students regarding theiripalactivity and tobacco use behaviours.
Across all four of the Sites, staff commented anlttal nature of the SHAPES/YHS data to

their youth population. The local nature of théadamerged as a very important
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characteristic, which made it particularly valuatdeheir work in public health. The
analysis of this theme further revealed many ingurelements of the SHAPES/YHS data
that have been identified in Manske’s FrameworkrgsortantCharacteristics of the
Informationfor knowledge use. Participants across all fatesSonsidered the
SHAPES/YHS data to be veRelevantandTimelyto their work. There was also sense of
Credibility among Sites A, B and C, as the SHAPES data comesWniversity of

Waterloo. The strength and consistency of thishacross the different contexts indicates
the fundamental role that the Characteristics fafrination and Source domain for
knowledge use.

Another strong consistency across the four pulgalth organisations was the role of
Partners. The particular nature and influencéne$é¢ partners varied across the different
contexts, but were found to be an important fatiit of evidence-informed knowledge use
of the SHAPES/YHS data. In general, these partigssallowed for collaboration,
information, and joint initiatives that facilitatéde uptake and use of the SHAPES/YHS
data. Considering these interactive elementseop#rtnerships, this theme is most
appropriately situated within tHeteractive Processesomain of Manske’s Framework.

The final consistent theme to emerge across fothietontexts was the presence of
Working Groups. Once again, the structure and lefvievolvement of the participants in
these working groups varied across the Sites,rbe&ch context, working groups provided
an important social environment that encouragedihiake and use of the SHAPES/YHS
data. In some of the cases these working group®astrated many of the characteristics of

Communities of Practice, which have been previoidedntified as an importamtteractive
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Procesdor knowledge use (Manske, 2001). As such, tes&ing groups are most
appropriately placed within tHateractive Processedomain of Manske’s Framework.

Despite the grounded nature of the analysis, there very few themes that were
unique to individual Sites. The theme of Orgamiset! Support for Evidence-Informed
Practice emerged at Site C and D. This emergemeélcaptured many of the
Characteristics of Context for Useom Manske’s Framework, including the dedicatidn
Resourcesnd an organisatioBommitmento utilise evidence in their worfManske, 2001).
Only one emergent theme was unique to an indiviButalthat did not capture similar
elements to the other themes. This emergent tioéidaowledge Brokers from Site B
provided an important social link that encourageidence-informed knowledge use of the
SHAPES/YHS data. As such, this emerging themeoist@ppropriate in thimteractive
Processeslomain of the Framework (Manske, 2001).

Through this process of examining the core and gemthemes within the
Framework, it became apparent the value of haviements from each of the three domains
for evidence-informed knowledge use. All threghsd domains in Manske’s Framework
were represented in some capacity through oneeoéitiiergent or core themes, particularly
Characteristics of the Source and Informatenmdinteractive ProcessesThe core and

emergent themes will be discussed in further detédlection 5.18.3 and 5.18.4.

5.18.2 Comparing KUU Scores across Sites and Themes

As demonstrated by the Table above, Site A andCsdehieved six levels of
knowledge use on the KUU scales, while Site B aratiieved four and three level of
knowledge use respectively. Sites A and D everegell the same six levels of knowledge

use on the KUU scale, which will be further exptbtbroughout this section. A comparison
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across the organisations revealed that Site A,dCDahad fairly consistent themes. Most
notably, all three Sites had Access to SHAPES/YH&Rs their core theme. Considering
the consistency across these three Sites in tefrthgio themes related to evidence-informed
knowledge use, it is interesting to observe th& tdfaconsistency in their overall KUU scale
scores. Exploration beyond the interview trangsnpas necessary to attempt to understand
and explain this disconnect. Through personal emsations with Steve Manske, who has
had extensive experience working with each of tloeganisations, and an understanding of
knowledge use, it was possible to glean potenkiplamations for these conflicting
observations.

Firstly, while all three Sites had Access to SHAPHES data, staff at Site A and D
had extensiv®revious ExperiencandHistory of Prior Knowledge Useith the data
compared to the staff at Site @revious ExperiencandHistory of Prior Knowledge Use
have been identified as important personal chanatits of the user for knowledge use
(Manske, 2001). Site A collected SHAPES data,rgadhe SHAPES-Ontario project, in
2004 to evaluate their comprehensive school based tobamgram. Not only does this
indicate Site A’s extensiveérevious ExperiencandHistory of Prior Knowledge Usdut it
also demonstrates the ambitiousness of the st&it@tA to identify a means to collect local
evidence, necessary to inform the programs anditesi of the organisation. Site D has
similar Previous ExperiencandHistory of Prior Knowledge Uses the staff at Site D also
took the initiative to identify the resources andls necessary to collect local youth
surveillance data, in order to address an idedtifieed for surveillance data in their region.

Through collaboration with external partners, $itevas able to develop surveys comparable

19 site A collected SHAPES data in 2004, using ohiytobacco modules of SHAPES, in order to evaluate
their comprehensive school-based tobacco cesgatgnam.

149



to SHAPES (using many of the validated questioosfthe SHAPES physical activity and
tobacco use modules), collect, analyze and contipglelata. Site D collected the data in
2005 and is currently preparing to collect a seaamochd of data in 2009. Compared to Sites
A and D, the staff at Site C have had very limBrdvious Experiencer History of Prior
Knowledge Use Site C had only begun to work with the SHAPE&aduaonths prior to their
interviews for this project, as their SHAPES datswollected in 2007. Considering that
staff at Sites A and D had more experience andriete comfortable utilising the
SHAPES/YHS data compared to staff at Site C, pewidrther insight into the higher
number of knowledge use levels achieved on the kstéle (Manske, 2001).

Another factor to consider is that staff at Sitear&l D have greater access to
resources for conducting, interpreting, and utilisiesearch. Availability dResources
considers the capacity of the organisation in tesfrisne, money and staff, and has been
identified as an important characteristic of thateat for knowledge use (Manske, 2001).
Site A is a PHRED Health Unift As a result, Site A collaborates with post seicoyn
institutions in the area to conduct research, pliog the organisation with additional
resources and support for evidence-informed pract®ite D has access to significant
research resources and support through a groupwiitd Manitoba Division of the
Canadian Cancer Society (CCS). For example, the §i@ported the collection and
analysis of the YHS data. Site C is a very sm@haisation compared to Sites A and D.
Furthermore, Site C does not have the organisadtgapecity of a PHRED health unit nor

the comparable support from external partners. ddais Framework (2001) stipulates that

™ The Public Health Research, Education & DevelogrfleHRED) program involves boards of health (Health
Unit), health science programs of Ontario univésiaind colleges and the Ministry of Health andd-derm
Care. The program contributes to health promofiootection and prevention in Ontario by conducting
research related to public health practice.
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if an organisation has limited resources, instruiadimowledge use is often hindered. This
provides support for the above speculation, wheeggteater levels of knowledge use
achieved by Sites A and D can be attributed tddbethat they have greater resources for
evidence-informed knowledge use compared to Site C.

Sites B and C have fairly similar scores on the K&dldle, scoring four levels of
knowledge use and three levels of knowledge ugeeotisely. While not definitive,
potential explanations for why Sites B and C mayehlaad lower scores on the KUU scale
compared to Sites A and D are as follows. FirgsSB and C are much smaller
organisations, with approximately half the numbleeraployees compared to Sites A and D.
As a result, they had fewer positions with the etipe to interpret the data and work
collaboratively to identify initiatives or activés that utilise the data. Furthermore,
compared to Sites A and D, Sites B and C haveihatet Previous ExperiencandHistory
of Prior Knowledge Uswith the SHAPES data, as Sites A and D were thedes and
initiators to collect SHAPES/YHS data. Where SBeand C differ is in the themes that
emerged from the analysis at each Site, whichheiltiscussed in further detail in section
5.18.3, and their achievement of Renewal on the Kd&le. Site B achieved Renewal on
the KUU Scale, where Site C did not. Renewal éshtighest level of knowledge use on the
KUU scale, where users re-evaluate the qualithefSHAPES data and seek modifications
to have an increased impact on the target cli@kmger, 2007). Site C likely did not
achieve Renewal, as the staff had access to thHAPES data for a much shorter period of
time leading up to their interviews compared tostadf at Site B. As previously discussed,
Site C collected their SHAPES data in 2007 anddwaess to the data only months before

their interviews, where Site B had collected thiita in 2005. Once Site C has had more
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time and experience working with the data they lik#ly begin to evaluate the SHAPES

data and its ability to have an impact on theerus.

5.18.3 Comparison of Core Themes across Sites

As previously discussed there was a striking coeisty of the core theme, Access to
SHAPES/YHS Data, across three of the four orgaimisat Within this core theme emerged
specific characteristics of the SHAEPS/YHS data tindher elucidated why the data were
so valued and widely used among the staff acrassetthree contexts. The most prominent
characteristic of the SHAPES/YHS data across adielsites was thRelevancyf the data.
The data were relevant on many different levelstandany different stakeholders. Staff
from all three contexts mentioned the relevanchefSHAPES/YHS data to their student
population and the programs and services offeretthédprganisation, particularly school-
based programming. At an even broader level thaFSES/YHS data had relevance across
two Provincial contexts. In Ontario, staff fronte&SC mentioned the relevance of the
SHAPES data to the Healthy Eating Active Livinga#tgy, and staff from Site D
highlighted the relevance of the YHS data to thedtlpillars of health and the Manitoba
Physical Education Policy. The data were alsovegieto staff at many levels within each of
the organisations, including frontline and managestaff. Related to the relevance was
theTimelinesof the SHAPES/YHS data due to the current glolsalés concerning
childhood obesity and physical activity.

Another important characteristic of the SHAPES/Yt#a that emerged across all
three transcripts was the unique, local naturéefdata. It was often the local nature that
gave SHAPES/YHS Relative Advantagever other sources of evidence that were not as

specific to their regions. Having Access to SHAPESES Data was patrticularly valuable, as
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there was demand for local evidence in their wortk @among their partners for local data.
Staff from all three Sites demonstrateRealative Advantag®wards the SHAPES/YHS
data, which is an importa@tharacteristic of the Informatiofor knowledge use (Manske,
2001).

Unlike these three Sites, having Access to SHAPE®& Was not the most important
factor contributing to evidence-informed knowledge related to youth physical activity at
Site B. Rather, the core theme to emerge was thidg Relationship with the School
Boards. Itis important to acknowledge this diéfiece and explore potential explanations.
Firstly, the primary outlet for utilising the SHABHKlata at Site B was with the local schools.
In order to engage the schools throughout the SF\BBject, Site B needed to receive
school board approval and support. The positivking relationship with the board
facilitated Site B in approaching the school baalodut the SHAPES project, allowing staff
to demonstrate the relevance and importance ddH®PES data to board work and their
schools. Considering that board buy-in was essigioti the success of the SHAPES project
and use of the data, staff at all levels of Sitel® were involved in the SHAPES project
valued this working relationship. Finally, evedgh Access to SHAPES Data was not the
core theme at Site B, the SHAPES data still emeagemh important theme for facilitating
evidence-informed practice, as it was found tomeféective way to engage the schools and
further support the Working Relationship with treh8ol Boards. Access to SHAPES Data
was valuable for engaging the schools for manjefsame reasons identified at the other
three Sites, including the relevance to school-th@segramming, and the fact that the school

boards view the SHAPES data aSradiblesource of information.
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The Working Relationship with the Schools Boardsilddave had similar
implications at Sites A and C. However, the pred®swhich each public health
organisation engages their boards of educatioriaad schools differs. As such, the nature
of this relationship and the value placed on ited&}s on the context and the process of
engagement. This may explain why the Working Ratahip with the School Board was
more important to evidence-informed knowledge us®ite B, compared to Sites A and C.
Also, two of the participants interviewed from S8ere required to work with the schools
and school boards in their position; thereforey teuld particularly value the Working
Relationship with the School Boards. The engagewietne school boards and/or the
schools did emerge an important factor contributsthe uptake and use of the SHAPES
data at Site A (e.g., SHAPES Engages Relevant &ajtand Site C (e.g., SHAPES Supports
Partnerships with Schools). This was not the éas8ite D, which could be related to the
fact that public health is not mandated to workhwétlucation in Manitoba. Furthermore,
much of their work related to the YHS data and emk-informed practice related to youth

physical activity was in collaboration with localramunity groups, rather than the schools.

5.18.4 Consistency and Contrast among Emergent Themes

As previously discussed, all four Sites had emdrgeames related to Partnerships and
Working Groups. While these were not core thertiesconsistency of these themes across
four different public health contexts is notewortmd warrants further exploration and
interpretation. The particular nature and charattes of these Partnerships and Working
Groups varied across the contexts. Thereforeaimainder of this chapter will focus on the
role of partnerships and working groups on evident@med knowledge use related to

youth physical activity.
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Firstly, the partnerships that emerged across Bit&and C were specific to their
local schools and school boards. This is largeky @ the fact that in each of these contexts,
evidence-informed knowledge use at the school sl the primary outlet for utilising the
SHAPES data. These partnerships were uniquehactaaized within each Site, but overall,
the partnerships were valuable to evidence-inforpradtice, as they ensured collaboration
and information sharing with their local schoolslaghool boards. Site A has a formal
partnership established with one of their schoalrde and engages the other three schools
boards through their school liaison. Site B hassitive working relationship with their
school boards (e.g., core theme) and also hasgusivithin the organisation that provide a
similar link to their school boards as the liaigdrSite A (e.g., Knowledge Brokers theme).
Both Site A and B have some form of an establiské&tionship or process to engage their
school boards, which has been very valuable to teely work, and particularly to the
SHAPES project.

Unlike Sites A and B, the relationship between Sitend their local schools boards
did not have this same formalized or establishédraa Rather, the SHAPES project
provided an important opportunity to engage anddleilationships with their local school
boards and schools. Site C was able to connelsttingt decision-makers of the schools
boards, as a result of the SHAPES data. Thisd¢oint dialogue between public health and
education to better understand each other’s peeritvhich is an important characteristic of
collaborative partnerships. The opportunity toagegthe school board through the SHAPES
project also emerged at Site A, but consideringetablished nature of that partnership, the
extent to which they engaged the schools regatti@SHAPES data was much greater and

broader (e.g., superintendents, principals ancestisdl than that of Site C. Site C also has
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school assignments (e.g., public health nurseassigned to schools based on geographic
location), which provide a comparable link to tisb@ols, as the liaisons and knowledge
brokers of Sites A and B respectively. These slshassignments emerged as an important
link between Site C and the individual schoolsdaring the SHAPES data.

Both Site A and C found that engaging the schoatsschool boards through the
SHAPES data had a direct impact on the uptake aediithe SHAPES data. Not only did it
increase their awareness and understanding, aisbitencouraged the schools to take an
active role in addressing the SHAPES data. Ircse of Sites A and C, the SHAPES data
(e.g.,Information)provided an important way of engaging their refévzartners (e.g.,
Interactive Processgswhich ultimately encouraged the uptake and GsbeoSHAPES data
(e.g.,Knowledge Utilisation This demonstrates the reciprocal influencenfidrmationand
Interactive Processeasf the partnerships dinowledge UtilisationManske, 2001).
Specifically, the SHAPES data have been an impbsaurce of information to engage the
school boards and schools, as Relevanto the priorities of both public health and
education.

Finally, the theme of Partnerships at Site D ddtefrom the other three Sites, as the
partners involved were not limited to those in edion and the role that these partners
played throughout the YHS project was much morelwed and broader. This is largely
related to the fact that Site D took the lead dapielg a system to collect YHS data, whereas
the other three Sites were given the opportunigoliect SHAPES data through a system
that was already created by the University of Water The partners of Site D were essential
for the entire process of the YHS project, from ¢heation of the survey tools to the uptake

and use of the YHS data. The involvement of tipestners (e.ginteractive Processgsvas
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largely driven by the value they saw in having asd®e local data (e.gnformatior). In

turn, these partnerships were important to thekepséad use of the YHS data (e.qg.,
Knowledge Utilisation) Once again, there is a reciprocal influenceénetnformationand
thelnteractive Processed the partnerships adnowledge Utilisationsimilar to what was
found in the partnerships of Sites A and C (Mangk®1). Finally, another explanation for
why there was less of a focus on education pattiEgst Site D could be related to the fact
that Manitoba Regional Health Authorities (e.gte$) are not mandat&do do school-
based programming like Ontario public health.

While there were some differences in the natuthese partnerships and the
processes of engagement, there were some sineiaaitiross the contexts that are
worthwhile noting. The following table summarizese most salient characteristics of
partnerships that facilitated evidence-informedwdealge use related to the SHAPES/YHS
data. The characteristics included in the tableewigose that emerged across more than one

Site.

12 Manitoba Regional Health Authorities are not gmeet by a mandate that specifically requires thedpto
school-based programming, but they are mandateatk with relevant stakeholders, which would in@ud
education.
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Table 4: Characteristics of Partnerships Across Sites

Characteristics of Partnerships Across Sites

» Regular and efficient interactiom{eractive Processg¢Site A, Site B).

» Access and interaction with other important pasrerg., individual schools and
students) loteractive Processgg¢Site A, Site B).

* Upper-management involvement and buy-in from bathlip health and
education Ipteractive processggSite A, Site B).

» Formalized positions that provided a link betweabljg health and education
(Characteristics of Contex({Site A, Site C).

» Champions within the school€ljaracteristic of Contex{Site B, Site C)

» Joint initiatives [nteractive Processg¢Site B, Site C, Site D)

The ultimate outcome of these partnerships wasipiteke and use of the SHAPES/YHS data
(Knowledge Utilisationh As the table demonstrates, many of the chaiatits of the
partnership that emerged encouraged interactidmtivé schools through many outlets and
on many levels. Considering that the many comniamacteristics were related to
connecting public health and education, Site D m@gepresented in the table. As
previously discussed, the partnerships that emdrgedSite D were not specific to those in
education and the activities that they engagedarewnuch broader than those from the
other three Sites. The characteristics of thenpaships from Site D that made them
particularly important to evidence-informed knowdeduse related to the YHS data largely
involved joint initiatives around the different g&s of the YHS project. Finally, the table
also categorizes the characteristic into the dosnairManske’s Framework. These
partnerships demonstrate characteristics thatedaited tdnteractive ProcesseandContext
for Use confirming their importance and reciprocal infige onKnowledge Utilisation

(Manske, 2001).
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Working Groups was the other common theme to eenacgoss all four of the Sites.
The primary characteristic that differentiated wwrking groups across the four public
health organisations was whether or not they wetegnal or external to the organisation.
For the purposes of this discussion, working grabps simply involve individual staff
members from one specific Site are consideredriatavorking groups, and working groups
that involve individuals from that Site and extdnwathat Site are considered external
working groups. Both Site A and C have internatkiry groups that were found to be an
important interactive process for evidence-inforrpeattice related to youth physical
activity. Site A developed a working group thatsvepecific to the SHAPES project that
involved all the staff at Site A that had some iaISHAPES. Initially, Site C did not have a
SHAPES specific working group, but an internal @shcommittee’ working group
(Interactive Processg$ias been recently developed at Site C as a m&fslitving Access to
SHAPES Datalformation). This is similar to Site B, where having Accésshe SHAPES
Data (nformation) encouraged the development of an external wormogp (nteractive
Processeswith their school boards. This working group baen an effective way for Site
B to involve the school boards in evidence-informeaktice related to youth physical
activity. The working groups at Site B and C destaate the reciprocal influence of the
Informationandinteractive Processasn knowledge use (Manske, 2001). Finally, Site D
has several external working groups, two of whigrevfound to be particularly valuable for
engaging their local schools and communities.

Comparing across the internal and external worgmogips at each Site identified
many common benefits of these working groups. foHewing table highlights the most

characteristics of working groups that facilitaeaddence-informed knowledge use related to
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the SHAPPES/YHS data. The characteristics includékle table were those that emerged

across more than one Site.

Table 5: Characteristics of Working Groups Across Sites

Characteristics of Working Groups Across Sites

. Information sharingl(teractive ProcessggSite A, Site C, Site D)

. Awareness of other relevant initiativéstéractive ProcessggSite A, Site D)

. Sustained interaction over timteractive ProcessggSite D, Site B)

. Engage and gain support from relevant stakehokleigartnersiiiteractive Processgs
(Site A, Site B, Site D)

. Involving all relevant stakeholders and key playsoss the organisatiom{eractive

Processes(Site A, Site B)

. Constant and informal interactioim{eractive Processes/Mutual Engagemé€Bite A,
Site C)

. Decision-making capacityriteractive Processes/Joint Enterpig8ite A, Site B)

. Focus on joint goaldrfteractive Process/Joint EnterprisgSite A, Site B, Site C)

. Focuses initiativedrfteractive Processgg¢Site A, Site C, Site D)

. Ensure that they follow through with initiativdateractive Processg$Site A, Site C,
Site B)

Similar to the partnership, the ultimate outcoméhese working groups was the uptake and
use of the SHAPES data. The table categorizediteacteristics into the domains of
Manske’s Framework. It is clear from the table tha characteristics of the Working
Groups across the four contexts are lardgieigractive Processeslemonstrating the value of
this domain of Manske’s Framework (2001) for evickeeinformed knowledge use. In many
of the cases, the working groups allowed stafhatSites to engage in discussions and joint
initiatives regarding the SHAPES/YHS data. Thesekimg groups would often take

advantage of their access to SHAPES/YHS data,dughcouraging the uptake and use of
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the data across the organisation. Similar to drénprship that emerged, these working
groups demonstrate the value of the SHAPES/YHS (iafiarmation) in combination with
the interaction of working groupinferactive Processg¢®n evidence-informed knowledge
use regarding youth physical activity (Manske, 2000he many common characteristics of
working groups across the four contexts may impét there are no significant differences
of internal versus external working groups in teohgheir influence on evidence-informed
knowledge use. Overall, it appears that it is ingo@t to engage all relevant stakeholders,
throughinteractive Processe$o address the joint goals of the working group.

The analysis also distinguished some of the worgnogips as Communities of
Practice. Due to the limited information providadhe interviews, it was not always
possible to understand how some of the working ggaame together and how they evolved
to engage members in joint enterprise and shapettmre. As such, it was not always
possible to identify whether or not a working grougs a Community of Practice. Working
groups were found to be an important influencevadence-informed practice related to
youth physical activity, whether or not they dentosted the defining characteristics of a
CoP.

Overall, the underlying elements of the Partneishipd Working Groups across the
contexts were thimteractive ProcessesThrough the interactive processes of the working
groups and partnership, the Sites were able talmothte and engage with important
stakeholders for the uptake and use of the SHAPHS/¥ata. The comparison and
consistency across Sites reveals that Partnerahgb¥Vorking Groups are important

Interactive Processdscilitating evidence-informed knowledge use (Man<2001).
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6 Discussion

6.0 Overview

The increasing prevalence of childhood obesitytaeduture implications on the health care
system have resulted in the dedication of signiigpovernment dollars for public health
initiatives that address these concerns (Merrifi2@D7). Considering this, and the increased
accountability, public health practitioners mustaide to acquire and utilise the best
available research evidence to inform effective eiffidient initiatives to increase physical
activity and reduce childhood obesity (Naylor, Macdld, Reed, & McKay, 2006;
Intersectoral Healthy Living Network, 2005; Loma®00). While there is a large body of
research that has increased our understanding dathors influencing the knowledge use
process (e.g., Bonin, 2007; Manske, 2001), thesélisa need for greater support with
respect to the implementation of evidence-inforipelicies and practices in public health
(Medlar et al., 2006; Mendelson, 2007; Morrisolet2007). The findings of this thesis
project have contributed to our understanding efkhowledge utilisation process in public
health, the value of interactive processes, and itbeiprocal relationship with other factors
in the knowledge utilisation process. This stughytfer provides valuable implications for
practice and interventions designed to encourageptake and use of evidence among

public health practitioners.

6.1 Revisiting the Research Question

The research question guiding this thesis projigetgted to explore and build
understanding of the interactive support providedugh the SHAPES-Ontario Knowledge

Exchange Extension (KE Extension) on evidence-mém knowledge use concerning youth
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physical activity in public health. The overalladof the KE Extension is to establish
relationships among researchers from the Univeditaterloo (UW) and participating
Ontario Public Health Units to capitalize on thgoogunities provided by the SHAPES-
Ontario Project to translate the research findings practice. The research question further
defined interactive support of the KE Extensiortassisting of three components: a)
Collaborative Partnership (e.qg., relationship betw&W and each individual Ontario Public
Health Unit), b) Community of Practice (e.g., irteion among public health practitioners
from all of the Ontario Public Health Units andeaschers from UW), and, c¢) presence of a
Knowledge Broker (e.g., facilitates communicati@tvireen public health staff and
researchers from UW). The analysis of the tworugetion public health organisations
(Sites A and B) that are involved in the KE Extensirevealed only minimal influence of
the KE Extension. While participants from Site AdaB were asked questions that directly
probed at the influence of the KE Extension on enat-informed practice (e.¢dpw has

the CoP facilitated your use of SHAPES evidence® Has the KE Extension/CoP
contributed to evidence-informed practice in thaltfeunit?, their responses did not reflect
much of an influence. In many cases, participaeie unable to comment on the influence
of the KE Extension, which was largely relatedheit lack of personal involvement with the
KE Extension (i.e., CoP teleconferences, facete faeetings).

While the interactive support specific to the KEé&nsion did not emerge as a theme
from either Site A or B, all four of the Sites hli@mes wherénteractive Processesere the
underlying element. In fact, those themes wheeractive processes were central, often
resembled those of a collaborative partnership,(pagtnerships between schools and public

health), communities of practice (e.g., workingups), and knowledge brokers, but were not
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specific to the KE Extension. It is important tkaowledge the emergence of these themes
in terms of the research question, as they allova fgreater understanding of the role of
interactive processes for evidence-informed knogdease. These themes can also provide
insight as to why the support of the KE Extensiaymot have had a visible influence.
Furthermore, they can offer suggestions for futnterventions that also aim to establish
relationships for evidence-informed knowledge use.

The Collaborative Partnership of the KE Extensi@hribt emerge from the analysis;
however, partnerships did emerge as an importamehacross all four Sites. A common
characteristic of these partnerships was the ireroknt of the intended users of the
SHAPES/YHS data. In the case of Sites A, B andeXpartnerships often involved the local
school boards, as this was the primary outlet fitisung the SHAPES data. At Site D, the
partnerships involved many of their local commumpiytners plus the schools. This implies
that partnerships that focus on involving stakeddrom the intended user population are
particularly important for evidence-informed knoddg use related to the SHAPES/YHS
data. This is understandable considering thalitdrature largely identifies partnerships and
interaction with the end users as being particulafluential for the translation of research
into practice (Davis, Nutley & Walter, 2005; LaviRpss, McLeod et al., 2005; Weiss, 1979).
This was also the intent of the Collaborative Ramthip of the KE Extension but this was not
necessarily achieved. Furthermore, many of thenpeships that emerged from the analysis
at Sites A and B were focused on specific initiegivo utilise the SHAPES data, and
subsequently involved activities that lead to krexdge use (e.g., relevance to both partner

and appropriately resourced).
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Considering that the literature has frequently reggbthat the most common barriers
to research use is the limited resources for ditig@nd evaluating research and being able
to access high-quality evidence, it is interesthg the Collaborative Partnership with UW
really did not emerge from interviews with Site AdaSite B (Jewell & Bero, 2008). It was
through this partnership that Site A and B were @ablhave Access to the SHAPES data that
they valued and the literature supports the vafuhis access (Jewell & Bero, 2008). A
potential explanation for why the partnership betw&W and Site A and B did not emerge
from the analysis may be related to the fact ti#h ISite A and B have large organisational
capacities for research, as both Sites have PHR@EDpartments. As such, staff at these
Sites have quick and easy access to relevant obsaad resources for research. In public
health organisations that do not have access ¢ares and statistical expertise internal to
their organisation, the partnership with UW mayédaeen more influential on evidence-
informed practice related to youth physical acyivit

Similar to the Collaborative Partnership, the asiglylid not indicate an influence of
the KE Extension Community of Practice on evideimdermed knowledge use at Site A and
B. Working groups did emerge across all four Sitesin important influence. In some of
the cases, the working groups that did emerge e/ of the defining characteristics of a
Community of Practice. The analysis indicated thia¢ther or not a working group could be
characterized as a Community of Practice (e.g.uatingagement, joint enterprise, shared
repertoire) did not influence their effectivenessavidence-informed knowledge use. This
is congruent to findings from other studies, whteeresearchers have argued that a CoP is

comparable to networks or multidisciplinary teaf@alfbay, LeMay, Jefferson, et al., 2003;

13 The Public Health Research, Education & DevelogrfeRHRED) program involves boards of health (Health
Unit), health science programs of Ontario univésiaind colleges and the Ministry of Health andd-derm
Care. The program conducts research related ticghwalth practice.
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ledema, Meyerkort & White, 2005; Norman & Huert@0P8). Furthermore, the elusiveness
and lack of consistency in the CoP literature makelsallenging to identify, implement and
evaluate communities of practice. Therefore, iy i@ worthwhile to focus on supporting
the positive characteristics of working groups #naierged from the analysis, such as
information sharing and constant and informal iat&on, rather than trying to achieve
mutual engagement, joint enterprise and sharedtoeme

Considering that many of the characteristics ofvtlheking groups from the analysis
are also true of the KE Extension CoP begs thetquesf why the KE Extension CoP may
not have emerged from the analysis of Site A and Bere are some characteristics unique
to the KE Extension CoP that may explain the minhimiguence of the KE Extension CoP
on evidence-informed practice at Site A and B.sthir the CoP was purposefully formed by
the University of Waterloo for the purposes of Kie Extension. According to Lave and
Wenger (1991) a Community of Practice cannot begaefully formed by an organisation.
This was contradicted in future work (e.g., WengdecDermott & Snyder, 2002), which
found that organisations can cultivate CoPs to eodgheir productivity. Based on this, it is
unclear from the literature whether this purposetrhing together of the KE Extension CoP
is truly a limitation.

The KE Extension CoP was able to successfully meet monthly basis for
approximately one hour over the phone from Febr@@fé to October 2008. Although, a
major limitation was the fact that between thesectnferences there was minimal
communication, if any, across the participatingltheanits and with UW. This lack of
informal interaction among the members of the KEeBgion CoP is a significant hindrance

to the success of the KE Extension CoP, as the ¢onemt to informal interactions and
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social environment is critical for advancing ideasl skills for knowledge use (Lave &
Wenger, 1991; Brown & Duguid, 1991; Conklin, Stgleaesby, Sharratt & Chambers,
2007). Furthermore, one of the key characteristidthe Working Groups that emerged from
this thesis analysis of the four Sites was the teortisand informal interaction.

The level of involvement from each health unithe KE Extension CoP may also
provide insight into the lack of influence of thefCon evidence-informed practice at Site A
and B. Typically only one staff member from eaelalth unit would participate in the CoP
teleconferences. It was often the primary cofitdmm each health unit that participated in
the CoP teleconferences, but even this was noistensover time. As a result, any benefits
of the KE Extension CoP, such as learning about wtheer health units were doing with the
SHAPES data, may not have necessarily transfeaekl to the other secondary contacts at
the health unit involved in the KE Extension. Tbifters further understanding as to why the
staff members at Site A and B were not able to centran the influence of the KE
Extension CoP. Furthermore, there had been turnotbe KE Extension Knowledge
Broker on two occasions since the beginning ofkBeExtension. While the involvement of
new members into a community of practice has beend to facilitate the development and
productivity of the CoP, the KE Extension CoP did provide the necessary support to
newcomers, such as documentation of CoP actiwti@sentoring from experts, necessary
for these individuals to feel apart of the commuiWenger, 1996; Wenger & Snyder,
2000). Due to the high levels of inconsistency i of members in the KE Extension

CoP, both from the individual health units and frow, there did not seem to be adequate

14 Each Health Unit participating in the KE Extenstmas an assigned primary contact. The primaryamont
essentially serves as the link for the secondanyamts within each health unit to the KE Extensidine main
distinction between a primary contact and secondanyact for the KE Extension is that a primarytech
agreed to be interviewed four times over 18 moatitssecondary contacts agreed to be intervieweditmes
over 18 months.
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opportunity to build strong relationships among rbers that are essential for a CoP to
evolve and be productive (Wenger, 1996; Wenger §d8n 2000). Furthermore, these
conditions also question whether labelling thisupmas a CoP is appropriate. The KE
Extension Knowledge Broker took on the role of filglitator of the CoP, but considering
the majority of the other members of the CoP wetenmutually committed and engaged in
the activities questions whether the group is teulyoP.

As previously mentioned, the KE Extension Knowle&geker was responsible for
organising the activities of the CoP, bringing thembers together, and leading the
teleconference. The role of the Knowledge Brokihiw the CoP resembled that of a
facilitator (Wenger et al., 2002). While the role and extdrgupport that these facilitators
provided varied across studies, one study fountféicditator fatigue resulted in the
breakdown of Communities of Practice (Pereles, kecl& Fidler, 2002). The changeover
in the KE Extension Knowledge Broker may have hadvalar effect on the CoP in terms of
the loss of momentum of the group. The interviguth staff from Site A and B occurred
during this period of time where the CoP did noenfer the monthly teleconferences, which
may further explain the lack of observable influent the KE Extension CoP at Site A and
B. The literature has not yet identified the capusnces of changeover in a CoP
leader/facilitator and the influence this has aaphoductivity and effectiveness of the CoP.

Similar to the Collaborative Partnership and Comityuof Practice, the KE
Extension Knowledge Broker (KB) did not emerge msnaportant factor influencing the
uptake and use of the SHAPES data at Sites A anOrie of the emergent themes at Site B
was the role of Knowledge Brokers within the orgation who were intended to provide a

link between Site B and the local school boardser& were specific characteristics that
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differentiated the Knowledge Brokers at Site B fritra KE Extension KB. Firstly, the
Knowledge Brokers at Site B were internal to tleeganisation, whereas the KE Extension
KB was external to their organisation. In fact afi¢he KB positions was a joint position
(i.e., financially supported) between Site B and ohthe school boards. The other KB
position has an education counterpart within theetboard, which allowed for consistent
interaction, resulting in trust and rapport. Gitkat the Knowledge Brokers at Site B were
integrated into the functioning of both organisasiothese positions had formal policies that
governed the interaction between public healthehetation. This was not the case for the
KE Extension KB, who was not integrated into thera functioning of Sites A and B. As
a result, the extent to which staff utilised aneiacted with the KE Extension KB was only
minimal compared to the Knowledge Brokers inteto&bite B.

Another important difference between the KB posisits the extent to which staff at
Site B interacted and accessed them, thereby mding their ability to facilitate evidence-
informed practice. The Knowledge Brokers at Sited3e highly utilised by the staff, as
working in collaboration with the schools boardsa isigh priority for staff across the entire
organisation. In contrast, collaboration with thaiversity of Waterloo is not a priority of
Site B and it would have only been relevant to ¢hstsiff working on the SHAPES project.
The infrequent interaction between the KE ExtengiB@nand the public health staff at Sites
A and B is one of the major limitations of the KEténsion KB. Furthermore, unlike the
Knowledge Brokers from Site B, the KE Extension &fly worked on the project part time
and the KB role was only one component of the jo&ition. Once again this did not allow
for sufficient interaction with the public healttaf. Finally, the fact that there was staff

turnover in the individual fulfilling the positioof the KE Extension KB may also explain the
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minimal influence on evidence-informed practic&aé A and B. This did not allow for the
relationship building and trust that makes knowktgpkering effective (CHSRF, 2004;
Kramer et al., 2004). Overall, this component & KE Extension Intervention was too weak
compared to the other activities at Site A and Bdwe had a noticeable influence on
evidence-informed practice. This is confirmed byne of the literatures that suggestion the
need for intensive and sustained interaction ireotd effectively facilitate information
sharing and evidence-informed knowledge use (Hangat998; Kramer et al., 2004,

Kramer & Wells, 2005).

6.2 Contribution to Manske’s Framework

This study confirmed the important role of interaetprocesses in the knowledge
utilisation process. The findings identified inmstas of a reciprocal influence between the
Interactive Processdg®.g., partnerships or working groups) andltiiermation(e.g.,
SHAPES/YHS data) an@haracteristics of Contexe.g., leaders/champions) on evidence-
informed knowledge use. Meaning that the uptakkusme of research through interaction
and social processes is further mediated by the@af the evidence and the context in
which the information is being disseminated. Tdasfirms the value of each domain
identified in Manske’s Framework and the compleeiiplay of these characteristics. These
findings and the three domains of Manske’s Framkware been further confirmed by
other research for their role in the knowledgesdtion process and their reciprocal
influence throughout the process (Rycroft-Malongséh, Harvey, McCormack, Seers,
Titchen et al., 2002)

An important contribution of this study to the M&as Framework is the

differentiation between mechanisms that facilitateraction, specifically, collaborative
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partnership, Communities of Practice and knowldatgé&ering. To date, the literature has
not examined the collective influence of theseratdve mechanisms of the KE Extension
within a public health context. The study idewrtifithe value of comparable interactive
processes across four distinct public health casten evidence-informed knowledge use
related to youth physical activity. The study eidentified the specific characteristics of
these interactive processes that make them ariewarly valuable for evidence-informed
knowledge use. This study has provided initialghsinto the role of these interactive
processes and potential implications for such vetetions. These specific interactive
processes should be further examined in othengst{e.g.Characteristics of Contejt
utilising a different types of research data (drggrmation to confirm their value and
inclusion in the Framework. The more we know andarstand about the role of interactive
processes and their interplay with other elemehtseoFramework, the greater
understanding we will have of the complex procddsrowledge utilisation to inform public

health programming and decision-making.

6.3 Implications for Practice and Comparable Interventions

Given the findings of this study and the relatiorctirrent body of literature, there are some
important implications for future interventions cpanable to the KE Extension. The
discussion noted two potential limitations of theeractive support of the KE Extension,
including lack of integration in the overall furmting of the organisation (e.g., Sites A and
B), and the lack of intensity and consistency efititeractive support. Specific to the
Knowledge Broker component of the interventiompgpeared that the lack of influence was
partially related to the fact that the Knowledg®IBar was not integrated into the functioning

of the organisation. Establishing organisationtggration and compatibility of the
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interactive mechanisms will ensure greater evidenfogmed practice, as the user’s context
is one of the most important considerations foeaesh use (Estabrooks, 2003; Landry,
Amara & Lamari, 2001).

Another important implication that can be drawmirthis discussion is that the
specific interactive processes of the KE Extensimaty have been more effective if the
intervention was more intensive. This is espegialle for the Community of Practice and
Knowledge Broker. 1t is difficult to quantify thidose, as this goes against the qualitative
nature of this study and the underlying elementsoafal learning. Furthermore, it is
difficult to understand the level of intensity réiga, as this will vary depending on the
context and the recipients of the intervention (€os & Leithwood, 2003; Kraemer, Cole,
Hepburn et al., 2005; Conklin & Stolee, 2008). &uzing the intensity of dissemination
and the influence on the uptake and use of resemres all the way back to the work of
Huberman (1989). In order to be effective theredseo be “sustained interaction”, meaning
the interaction should occur over a long duratind be frequent and intense (Huberman,
1989). The dynamic nature inherent within collabwe partnerships and communities of
practice require constant nurturing through inteesind sustained interactions (Kramer &
Wells, 2005). Based on this discussion, futurerirgntions that aim to facilitate the uptake
and use of research evidence in public health isettirough interactive mechanisms should
be integrated at the organisational-level and ensustained and intensive interaction that is
appropriate for the context.

As previously discussed, due to the consideralgarosational capacity for research
at both Sites A and B, the KE Extension may noehaad an influence on evidence-

informed practice regarding youth physical activityiven this, it may be worthwhile to
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assess the capacity of the organisation in terniseofesources, history of prior knowledge
use and previous experience with research, andg fibeuintervention within organisations

that have smaller capacities for research use.

6.4 Implications for Future Research

There are several important extensions of thisystio@t may further increase our
understanding of the role of the interactive preessand evidence-informed knowledge use
related to youth physical activity in public healtRirstly, the extent to which the research
guestion could be addressed was dependent on pleeiexces of Site A and B. Future
research that attempts to evaluate the KE Extenmay consider gaining insight from
across all of the public health organisations imgdlin the project. The data set used for this
study captured an in-depth picture from only twahaf public health organisations
participating in the KE Extension. This study fduthat many participants could not
comment on the influence of the KE Extension duthéar lack of personal involvement.
Therefore, it may be most valuable to examine ortevo individuals within each
organisation, focusing on interviews with the prigneontacts at each Site. The primary
contacts have the greatest potential for involvenrethe KE Extension and may provide
further insight into the influence or shortcomirajgshe KE Extension.

Based on the findings and the discussion aroundn@onities of Practice it is clear
that there is still a need for research that furtlegines the necessary conditions for creating
an effective CoP (Chronic Disease Prevention Atleanf Canada, 2008). This will help
with the identification, implementation and evaloatof effective Communities of Practice
(Gabbay, LeMay, Jefferson, et al., 2003; ledemayevieort & White, 2005; Norman &

Huerta, 2006). Furthermore, this thesis invesogadentified the need to explore the
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consequences of changeover in a CoP leader/familaad the influence this has on the
productivity and effectiveness of the CoP. Als@ Community of Practice does undergo
drastic changes, such as turnover of the facilitatbat actions can be taken to avoid any
negatives effects on the Community of Practiceitschembers?

Finally, the Knowledge Utilisation Uptake (KUU) sedhat was used as part of the
interview process for this study and the KE Extensiould use further testing, development
and refinement. A previous study validated the K&dldle for measuring several levels of
knowledge use (Bonin, 2007). Further validity tegtivould be ideal, such as construct,
concurrent criterion related validity, Inter-coagbns or Principals Components Analysis,
for further establishment of the effectiveness aalde of the scale. Due the small sample
size used for this thesis and the correspondingolower, it was not possible to do any
further validity or reliability testing. Anotherea that requires future investigation is the
criterion outlined by Bonin (2007) that categoripeganisations into “low”, “moderate” and
“high” levels of use, which was describe in detaiSection 4.3. This categorization fails to
consider the actual levels of knowledge use acli&éyethe organisation, and therefore may
inaccurately categorize an organisation, misleathegnterpretation and comparisons to
other organisations. Without further testing tofyethe ability of the criterion to accurately

capture an organisations level of knowledge uselabels of high, moderate and low, should

not carry too much weight in the interpretatiorknbwledge use.

6.5 Strengths and Limitations

There were several strengths of this study. Kirtite thesis investigator conducted all of the
interviews that were included in the data set s project. Also, the thesis investigator has

worked with the KE Extension project since May 2@bugh Research Assistantships at
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the University of Waterloo. As a result, the invgator has a strong background and
understanding of the health units participatinthe KE Extension (e.g., Sites A and B),
which facilitated the analysis of the contextudluances that may have come into play for
evidence-informed knowledge use. The methodolbdgicangths of this study included the
use of member checking and inter-coder reliabiltMdember checking ensured a credible
data, as each participant was asked to review titagiscribed interview for appropriate
representation. Finally, the use of multiple cadsnfirmed the reliability of the analysis
and corresponding methodology (Lincoln & Guba, 1985

There were also some limitations to the study destrve some attention. The
interview guide used for Sites A and B was origindesigned for the KE Extension and not
for the purposes of this thesis project. Whileititerview guide directly probed at the
influence of the interactive support of the KE Exd®n on evidence-informed knowledge
use, the level of detail of this influence may haeen limited. Therefore, this may have
limited our insight into the role of the interaaigupport of the KE Extension for knowledge
use.

Another limitation was the study design. The iniews included in this data set may
have occurred too long after the Health Units enKiE Extension received their SHAPES
data. SHAPES-Ontario data collection occurredd@32and the interviews with participants
from the KE Extension occurred in spring, 2008.erBfiore, the interviews may not have
captured some of the important influences of theBgEension on evidence-informed
knowledge use when the data was new and the ittergrocesses of the KE Extension

may have been more intensive. Similarly, the inésvs only captured a “one time”
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experience and do not provide an overall picturthefinteractive processes of the KE
Extension and knowledge use over time.

There were also some limitations of the data sed @isr this thesis project. Due to a
lack of response or scheduling conflicts for intewwtimes, not all of the KE Extension
contacts from Sites A and B were able to be indudehe data set. Due to technical
problems with the digital recorder, the interviewhaParticipant 2 at Site C was not
recorded. An extensive summary of the intervievg daveloped, analysed and coded with
the other interview transcripts. Compared to therview transcripts, the summary could
not possibly capture the same level of detail.er&fore, instances of evidence-informed
knowledge use and the role of interactive processgsnot have been captured accurately
and may have even been overlooked.

Finally, individuals interviewed for this projectane purposefully selected, and
therefore, not necessarily representative of thieeeorganisation. These individuals were
either participants of the KE Extension at Siteam8l B, or had been identified as being
appropriate for this project by primary contactSaes C and D. As a result, the analysis
and findings described for each Site may not beeggmtative of the organisation and cannot
be generalized to the experiences of each org@msas a whole.

While, there are some limitations regarding thelgtilesign and data set used for this
study, the impact on the results are likely limitéthe overall methodology and measures
taken to ensure valid and reliable findings, si&mamber checking and inter-coder

reliability, overcome some of these limitations auldl to the strength of the study.
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6.6 Overall Influence of the KE Extension

The overall picture painted by the interview trainss is somewhat bleak in terms of the KE
Extension project and its ability to influence eande-informed practice regarding youth
physical activity. Through personal involvementhwthe KE Extension Project and upon
reflection of the research question, emerged sarysitiye representations of the KE
Extension that could not be captured through tterviews. Through anecdotal observation,
there was at least one case where the sustainaditment of one of the participants (Site
B, Participant 1) throughout the course of the K&eBsion project resulted in a recognized
value for the interactive support. Participans thie primary contact at Site B, who has
stayed committed to their role as the primary corfiar the KE Extension throughout the
course of the project, regularly attending thedetderences. Most important, this individual
has established ongoing, informal interaction wahious KE Extension staff at the
University of Waterloo, resulting in a trusting asusstained relationship (Conklin et al.,
2007). In this case, the proper intensity andorecity was achieved in order for interactive
support of the KE Extension to have a positiveuiafice on evidence-informed knowledge
use related to the SHAPES data.

Furthermore, the definition of the KE Extensioed s this study is relatively
narrow. Recent literature has referenced thd faentegrated systems of data collection
(e.g., surveillance, SHAPES) in combination witpgort in planning, decision making and
action (Cameron, Manske, Brown, Jolin, Murnaghadto, 2007). Having access to
SHAPES/YHS data was a core theme throughout thdysh terms of its positive
contribution to evidence-informed practice. Prawidthe participating health units with

access to the SHAPES data was an integral compohérg KE Extension and the support
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for action to address youth physical activity. Tadinition of KE Extension for this study
essentially eliminated that contribution, as it vaas an interactive process. Therefore, the
influence of the KE Extension on evidence-infornpedctice related to youth physical

activity may be stronger than what the data presknt
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7 Conclusion

The study was designed to explore the influendeé®interactive support of the SHAPES-
Ontario Knowledge Exchange Extension on evidentm+imed knowledge use related to
youth physical activity in public health. To datiee literature had not examined the
collective influence of the interactive supportloé KE Extension (e.g., Collaborative
Partnership, Community of Practice, and KnowledgekBr) within a public health context.
The qualitative analysis indicated that having asde local youth physical activity
surveillance data (e.g., SHAPES data) was oneeoffrtbst important facilitators of evidence-
informed practice. Interactive processes, spediyieeorking groups, partnerships, and
knowledge brokers, were found to be an importactbfaacross the four Sites. These
interactive processes were also found to haveipromal relationship with the Information
(e.g., SHAPES data) and the Characteristics o€Cthatext, further facilitating evidence-
informed knowledge use (Manske, 2001). The speriferactive mechanisms of the KE
Extension did not emerge from the data, as thevetgion was not intensive enough
compared to the other activities within the Intemven Sites (e.g., Sites A and B).

Overall, the findings of this thesis study indicttat providing public health practitioners
with access to local and relevant research coupittdintensive, sustained, and consistent
interactive support for planning and decision-mgkamay be effective at encouraging
evidence-informed practice related to youth physacévity. Further research is needed to
understand the necessary considerations and sésfeg developing an appropriate
intervention that utilises interactive processea agans to encourage evidence-informed

practice within public health.
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APPENDIX A: Knowledge Utilisation Conceptual Framework

190



Characteristics of the
Source & Information:
Source:CREDIBILITY
Sophistication
Communication Quality

Information:
RELEVANCE
TIMELINESS
CONTENT
- Relative Advantage
- Complexity
- Trialability
- Observability

1 §

Characteristics of Context
for Use:
(Organisations,COPs,Individuals)

*COMMITMENT— RECEPTIVENESS
PRIORITIES

‘RESOURCES

*USER PERSONAL
CHARACTERISTICS

«History of Prior Knowledge Use
-Previous Experience

«Leadership

«Information Needs

191

Knowledge Utilisation Conceptual Framework
(Manske, 2001, adapted from Cousins & Leithwoo®3)9

Instrumental

Interactive Pr e isi
e Processes (e.g. Decision)

COMMUNITY OF

PRACTICE

Mutual Engagement
Joint Enterprise
Shared Repertoire

!

Conceptual
(e.g. Learning)

Involvement with Change
Ongoing Contact
Engagement

Buissasoid uonew.oju|




APPENDIX B: SHAPES-Ontario and KE Extension Backgraind and Project
Materials
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SHAPES-Ontario: Background

The School Health Action, Planning and Evaluatigat&m (SHAPES) is a local data collection
and feedback system for monitoring health-relagtbliours among youth. The SHAPES
system involves: 1) administration of school-bastedient questionnaires to assess youth
smoking and physical activity, 2) a school-levetamistrator survey on school policies and
programs for tobacco and physical activity, and&)eration of school-level feedback reports
which can be used by schools and local health agete plan and evaluate programs and
interventions.

The SHAPES-Ontario project used two modules of SH8R measure and provide school-
level feedback on youth smoking and physical aigtivi Ontario secondary schools served by
eight public health units. Students in gradesr@ugh 12 at participating secondary schools
completed either a tobacco-focused questionnaiegepirysical activity-focused questionnaire.
In addition, up to two administrators/staff memba&treach school were asked to complete a
survey regarding school policies and programs amivog smoking or physical activity. Within
six to eight weeks of survey administration, sceqahd with permission, their health units)
received a feedback report describing the physicivity levels and smoking rates of students
in the school, and linking survey results to imations for activities. Boards and health units
also received feedback reports after all schodisimtheir area were surveyed.

With the goal of collecting more meaningful locala, the health units sampled were invited to
become partners. Health units were involved imowar aspects of the project implementation.
With school’s permission, they were given accessctwmol survey data to enable them to make
evidence-based decisions about their programming.

The data from SHAPES-Ontario serves at least twpgaes:
» Target and plan school-based tobacco control agsigdl activity promotion activities; and
* Help evaluate new or ongoing activities at schools.

SHAPES may be repeated to measure the outcomeswnh@al tobacco control and physical
activity strategies. This study has the abilitptovide stakeholders and the research community
with a better understanding of how school environtsean influence student behaviour, and
may guide the development of new prevention invés to improve the health of the Ontario
student population.

SHAPES-Ontario was funded by the Ontario MinistiyHealth and Long-Term Care under the
Smoke-Free Ontario Strategy, and Cancer Care Ontari

*Citation: Report on the SHAPES-Ontario ProjectlyJA006 (updated September 2006)

* Bonin, E. (2007). How context influences knowledge in public health units. Unpublished
master’s thesis, University of Waterloo, Waterl@mtario, Canada.
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SHAPES-Ontario Knowledge Exchange Extension: Backgund

The Knowledge Exchange ExtensiddE Extensiohbuilds on the SHAPES-Ontario project by
facilitating and studying knowledge exchange preessntended to enhance evidence-based
practice in public health. The original SHAPES-&rit project presented two key knowledge
exchange opportunities: (1) it provided school-ldgedback reports to participating high
schools (for planning and evaluating school-bastidiges), and (2) it combined school data at
the public health district level (making it usefat health units in planning, targeting and
evaluating their programs - i.e., facilitating estte-based practice. SHAPES-Ontario funds
allowed the collection of school data, but did paivide technical support to assist the health
units to translate the research findings into peact The KE Extension attempts to fill this void
and aims to establish relationships to capitaliz¢he knowledge exchange opportunities
provided by the SHAPES-Ontario Project.

The KE Extension has three core objectives inclydie following;

« To build public health unit capacity for evidencdermed practice (i.e., make the best use of
the SHAPES-Ontario findings, both at the schooéleand the health unit level.)

« To facilitate the development of Communities ofd®i@ consisting of decision-makers
(public health unit staff) and knowledge produgeesearch unit-UW) that leads to
sustainable knowledge exchange.

« To study the process of formation of a Community?dctice as a model for knowledge
exchange.

From the eight health units participating in theAFHES-Ontario project, six agreed to
participates in the KE Extension. The two othalteunits chose not to participate in the KE
Extension due to their much smaller volume of SH&RAta, which was a result of recruitment
issues.

As part of the relationship process, public healtlis and University of Waterloo researchers
jointly determine the best application of the loB&’lAPES data, facilitated by interaction with a
knowledge broker who has experience in both rebemnd public health. The Knowledge
Broker (also Project Manager) is responsible fapsuting health units with the exchange and
use of the SHAPES-Ontario results in program plagaind evaluation. Other responsibilities
include development of tools and resources, ddtaation and day-to-day management of the
KE Extension project. Participating health unitslidate in-kind staff time for thKE Extension
to the SHAPES-Ontario project, including activitegh as reflective practice groups, working
with schools to determine suitable responses tet¢heol-feedback report, incorporating
SHAPES data into their planning cycle, and othewikedge exchange activities.

Moreover, designated health unit staff membersqjpate in interviews with the Knowledge
Broker. Each health unit had to identify staff wiiere involved in the SHAPES-Ontario
project, or at least familiar with the project,farticipate in the KE Extension. With assistance
from the KE Extension knowledge broker, the MoH@®=sd staff to be either a primary or
secondary contact. Each primary contact agreée faterviewed four times over 18 months
and secondary contacts agreed to be intervieweditmes over 18 months. The goal of
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conducting multiple interviews with individual p&ipants over an extended period of time was
to capture and examine any changes in the uptakesmof the SHAPES-Ontario data.

The purpose of the interviews is to collect datdlenknowledge exchange processes occurring
within health units.

The SHAPES-Ontario Knowledge Exchange Extensidarided by the Canadian Institute of
Health Research and the National Cancer Institu@aoada’s Sociobehavioural Cancer
Research Network, with in-kind contributions frorrficipating health units.

*Citation: Adapted from the Knowledge Exchange Esien Project Summary 2006-2007.
* Bonin, E. (2007). How context influences knowledge in public health units. Unpublished
master’s thesis, University of Waterloo, Waterl@mtario, Canada.
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Medical Officer of Health Consent Form

[date]

[address]

[Name]
SHAPES-Ontario Knowledge Exchange Project

Your health unit is participating in the SHAPES-@n Project, which measures youth smoking
and physical activity. [name],[title],[departmertths been our main contact for this project. Data
collection in high schools in your area occurrefdiate]. These surveillance data are being fed
back to individual schools and we are seeking pesioin to release the raw data to your health
unit.

As an extension to the current project, we haveived funding to conduct tfeHAPES-

Ontario Knowledge Exchange Projethe research project will facilitate and study the
knowledge exchange processes intended to enhaitusmeg-based practice in public health and
to study the process of formation of a communitpraictice as a model for knowledge
exchange. We would like to invite your health uniparticipate in the project.

Over the next two years, we hope to continue waykith your health unit to facilitate and
support the use of SHAPES-Ontario data. Khewledge Exchange Projesill allow us to
provide participating health units with supporatmalyze and interpret the data. Health units will
have access to a Ph.D. Statistician familiar vith$HAPES data system, access to a
Knowledge Broker, who is a MHSc prepared with tearg of health unit experience, and
ongoing contact with project activities through@uritario through the reflective practice group
and electronic communication. In addition, eachthaait will receive $4000 to help support
additional activities associated with knowledgeletgye. Potential expenses include training
staff, hosting meetings/presentations, as wellaaget expenses for conferences or meetings. By
participating in this project, we hope to extend oaderstanding of the processes and structures
within and between organizations that contributewiolence based practice.

Attached is a detailed list of both the knowledgehange and research components of the
project. Participation is voluntary and your orgaation can choose to participate in as many or
as few components as you wish. We respect youresistour participation in this aspect of the
project will not influence the support given to uke SHAPES-Ontario data.

We will hold all information provided in strict cdence. Information collected via paper and
tapes during this study will be retained for seyears in a secure area at the University of
Waterloo to which only researchers associated thihproject have access. Electronic data will
be retained on a secure server for seven yearthandlestroyed. If you choose to participate in
any aspect of the research, you/your organizatorvdathdraw at any point by contacting me at
the number below.
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We expect that participation in this knowledge edde research will involve only minimal
organizational and individual risk. Due to the #mamber of health units participating and the
variability in size and capacity, special considierawill be put in place to protect organizations
and individual participants. Safeguards to pro&acinymity will include locked storage of all
data (including password protected electronic fitasd replacement of identifying information
with code numbers to protect participant identifi@a in all interviews, observations and reports
produced. Furthermore, investigators and statfwat share or discuss information they obtain
during interviews and observation, beyond the mebetizam. Prior to making any results public,
we will consult with each participating health urkealth units will be given the opportunity to
review the findings for their own health units agrdnt written permission to UW/PHR to
release. In any case, where individual health wnitgtaff could be identified, the health unit or
staff will have the option of removing those data.

This project has been reviewed by, and has receitheds clearance through the Office of
Research Ethics at the University of Waterloo.dfiyhave any concerns about the study, you can
call Dr, Susan Sykes, Director of Research Ethi¢ceeaUniversity of Waterloo at (519) 888-

4567 ext. 6005.

We will follow this letter up by telephone to clarfy any outstanding issues within two
weeks.

We thank you for taking the time to consider thigjgct. If you have any questions about this
study, you may contact Elissa Bonin, Project Managie(519) 888-4567 ext 3354 or
enbonin@healthy.uwaterloo.ca

Sincerely,

Dr. Steve Manske Elissa Bonin

Scientist Project Manager

University of Waterloo Population Health ReséaBroup

Attachments: Knowledge Exchange Project Compon€@ussent Form for Health Unit
Participation

Study Investigators

Dr. Steve Manske Dr. Scott Leatherdale Dr. Roy Cameron
CBRPE Cancer Care Ontario CBRPE
University of Waterloo University of Waterloo

Study Collaborators
City of Hamilton Department of Public Health andm@aunity Services
Kingston, Frontenac, Lennox and Addington Publialte
Ottawa Public Health
Simcoe-Muskoka District Health Unit
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Knowledge Exchange Project Components

The Knowledge Exchange Project consists of sepacatgonents: Knowledge Exchange
component and the Research component. You may &agrgeur organization to participate in
any of the following waysver the next two years.

Knowledge Exchange Project
- Various staff to participate in joint UW/health timeeting to identify planning and

evaluation questions and appropriate analysisq@pttours for meeting with identified
HU personnel — this could be Chronic Disease Mandg®acco and Physical Activity
Staff, Epidemiologist, or others)
Various staff to make use of the data through ptamand action with schools (internal
meetings or school meetings)
Primary contact to attend a central meeting on SE&®ntario Project
Primary contact to participate in a small refleetpractice group which meets every 2
months by audio or web conference.
Health unit will receive $4000 to support knowledgehange. Potential expenses may
include training staff, hosting meetings/presentatj as well as travel expenses for
conferences or meetings.

Research Component
- Primary health unit contact would be asked to pigoaite in four 60 minute audio-taped

interviews (in 1,6,12 and 18 months) that desckib@vledge use with respect to the
SHAPES-data within the health unit (meetings, placsivities, evaluations)
Up to 5health unit staff would be asked to participaténn 60 minute audio-taped
interviews (in 1 and 18 months) that describe Kedge use with respect to the
SHAPES-data within the health unit (meetings, placsvities, evaluations)
Collect and review internal organizational documseand correspondence relevant to
understanding the use of SHAPES-data; for examytdid®Health Unit organizational
charts, strategic plans, minutes, meeting agemedkded correspondence.
Permit a request of the primary contact to be olegbduring participation in the
reflective practice group. The reflective practizeup will consist of staff from
participating health units, such as epidemiologistblic health nurses, public health
promoters, and program evaluation officers as a®lUW research staff & project
investigators.

The primary health unit contact would help identlig key health unit staff to interview and the
pertinent organizational documents pertaining ©3HAPES-Ontario data use. Each staff
member would be provided with an information letiad their consent would be sought prior to
participation. These staff could include Directeropgram Managers, Epidemiologists, Public
Health Nurses or others.
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Consent Form for Health Unit Participation

I have read the information presented in the ingtram letter about the SHAPES-Ontario
Knowledge Exchange Project being conducted by Staseske of the Centre for Behavioural
Research and Program Evaluation at the Univer$iWaterloo, Scott Leatherdale of Cancer
Care Ontario and Roy Cameron of the Centre for Bieheal Research and Program Evaluation
at the University of Waterloo. | have had the oppity to ask any question related to this
study, to receive satisfactory answers to my gaestiand any additional details | wanted. | am
aware that our organization may withdraw from thalg without penalty at any time by
advising the researchers of this decision.

This project has been reviewed by, and receivedsttearance through, the Office of Research
Ethics at the University of Waterloo. | was inforrthat if | have any comments or concerns
resulting from our participation in this study, bgncontact Dr. Susan Sykes, Director of
Research Ethics at the University of Waterloo 40{388-4567 ext. 6005.

With full knowledge of all forgoing, | agree, of noyvn free will, for our organization to
participate in this study in the following ways édk each item to which you agree):

Knowledge Exchange Component:
| agree to permit various staff to participatehe knowledge exchange component of the
project as determined appropriate by our health uni

Research Component:
| agree to allow researchers to approach haalttstaff to participate in the following
components:
4 audiotape interviews with the primary healtit aontact (at 1, 6, 12 and 18
months);

2 audiotape interviews with up td8alth unit staff (at 1 and 18 months); and

observation of the reflective practice grompvhich the primary contact
would be invited to participate on behalf of ouganization.

| agree to permit researchers to collect antiyaadealth unit documents and
correspondence.

Print Name Medical Officer of Health’s Signagur

Dated at (insert location)
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Primary Contact Consent Form

[date]
[address]

[insert name]:
SHAPES-Ontario Knowledge Exchange Project

Your health unit is participating in the SHAPES-@n Project and data collections occurred in
[insert date]. These surveillance data are besdgbfck to individual schools and we are
seeking permission to release the raw data tolyealth unit. As an extension to the current
project, we have received funding to conductSHAPES-Ontario Knowledge Exchange
Project. The research project will facilitate and study khewledge exchange processes
intended to enhance evidence-based practice incgudlth and to study the process of
formation of a community of practice as a modelkioowledge exchange. We have received the
permission of your Medical Officer of Health to cwet this project within your health unit.

This letter invites you, as our primary contactpésticipate in the research project.

Over the next two years, we hope to continue waykith your health unit to facilitate and
support the use of SHAPES-Ontario data. Khewledge Exchange Projesill allow us to

provide participating health units with the supportising and interpreting the data. Health units
will have access to a Ph.D. Statistician familigthwhe SHAPES data system, access to a
Knowledge Broker, who is a MHSc prepared with tearg of health unit experience, and
ongoing contact with project activities through@uritario through the reflective practice group
and electronic communication. In addition, eacaltheunit will receive $4000 to help support
additional activities associated with knowledgeletgye. Potential expenses include training
staff, hosting meetings/presentations, as weltaaget expenses for conferences or meetings. By
participating in this project, we hope to extend onderstanding of the processes and structures
within and between organizations that contributewiolence based practice.

Attached is a detailed list of both the knowledgehange and research components of the
project. Participation is voluntary and you cana$®to participate in as many or as few
components as you wish. We respect your wishest Fadicipation in this aspect of the project
will not influence the support given to use the SHES-Ontario data.

We will hold all information provided in strict cdence. Information collected via paper and
tapes during this study will be retained for seyears in a secure area at the University of
Waterloo to which only researchers associated thitproject have access. Electronic data will
be retained on a secure server for seven yearthandlestroyed. If you choose to participate in
any aspect of the research, you can withdraw apaimt by contacting me at the number below.

We expect that participation in this knowledge exde research will involve only minimal

organizational and individual risk. Due to the #mamber of health units participating and the
variability in size and capacity, special considierawill be put in place to protect organizations
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and individual participants. Safeguards to proaéectnymity will include locked storage of all
data (including password protected electronic fitesl replacement of identifying information
with code numbers to protect participant identifima in all interviews, observations and reports
produced. Furthermore, investigators and statfwat share or discuss information they obtain
during interviews and observation, beyond the mebetizam. Prior to making any results public,
we will consult with each participating health uriealth units will be given the opportunity to
review the findings for their own health units agrdnt written permission to UW/PHR to
release. In any case, where individual health wnitgtaff could be identified, the health unit or
staff will have the option of removing those data.

This project has been reviewed by, and has receitheds clearance through the Office of
Research Ethics at the University of Waterloo.dfiyhave any concerns about the study, you can
call Dr, Susan Sykes, Director of Research Ethi¢ceeaUniversity of Waterloo at (519) 888-

4567 ext. 6005.

We will follow-up this letter by telephone to clarfy any outstanding issues within two
weeks.

We thank you for taking the time to consider thigjgct. If you have any questions about this
study, you may contact Elissa Bonin, Project Managie(519) 888-4567 ext 3354 or
enbonin@healthy.uwaterloo.ca

Sincerely,

Dr. Steve Manske Elissa Bonin

Scientist Project Manager

University of Waterloo Population Health ReséaBroup

AttachmentsKnowledge Exchange Project Components, Consent Farfealth Unit Primary
Participants

Study Investigators
Dr. Steve Manske Dr. Scott Leatherdale Dr. Roy Cameron
University of Waterloo Cancer Care Ontario University of Waterloo

Study Collaborators
City of Hamilton Department of Public Health andn@aunity Services
Kingston, Frontenac, Lennox and Addington Publialte
Ottawa Public Health
Simcoe-Muskoka District Health Unit
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Knowledge Exchange Project Components

The Knowledge Exchange Project consists of sepacatgonents: Knowledge Exchange
component and the Research component. You may agpegticipate in any of the following
waysover the next two years.

Knowledge Exchange Project

. Participate, along with other health unit staffjamt UW/health unit meeting to identify
planning and evaluation questions and approprizéysis (up to 3 hours for meeting
with identified HU personnel — this could be ChmBiisease Manager, Tobacco and
Physical Activity Staff, Epidemiologist, or others)
Make use of the data, if appropriate, through plegnand action with schools (internal
meetings or school meetings)
Attend a central meeting on SHAPES-Ontario Prajectesignate another health unit
representative
Participate in a small reflective practice grougahihmeets every 2 months by audio or
web conference.
Health unit will receive $4000 to support knowledgehange. Potential expenses may
include training staff, hosting meetings/presentatj as well as travel expenses for
conferences or meetings.

Research Component

. Participate in four 60 minute audio-taped internsggvin 1,6,12 and 18 months) that
describe knowledge use with respect to the SHAP&§-dithin the health unit
(meetings, plans, activities, evaluations)
Identify up to Shealth unit staff that would be asked to parti@ga two 60 minute
audio-taped interviews (in 1 and 18 months) thatdbe knowledge use with respect to
the SHAPES-data within the health unit (meetindsng, activities, evaluations) Each
staff member would be provided with an informatietter and their consent would be
sought prior to participation. These staff couldunle Director, Program Managers,
Epidemiologists, Public Health Nurses or others.
Identify and collect internal organizational docuntseand correspondence relevant to
understanding the use of SHAPES-data; for examyitdid®Health Unit organizational
charts, strategic plans, minutes, meeting agemdised correspondence.
Permit us to observe you in the reflective pracgicaip (if you choose to participate in
that group). The reflective practice group wilhsgst of staff from participating health
units, such as epidemiologists, public health rayrpablic health promoters, and
program evaluation officers as well as UW reseataff & project investigators.
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Consent Form for Interviews and Correspondence for
Health Unit Primary Participants

I have read the information presented in the ingtram letter about the SHAPES-Ontario
Knowledge Exchange Project being conducted by Staseske of the Centre for Behavioural
Research and Program Evaluation at the Univer$iaterloo, Scott Leatherdale of Cancer
Care Ontario and Roy Cameron of the Centre for Bieleal Research and Program Evaluation
at the University of Waterloo. | have had the oppioity to ask any questions related to this
study, to receive satisfactory answers to my gaestiand any additional details | wanted. | am
aware that | may withdraw from the study withouh@kty at any time by advising the
researchers of this decision.

This project has been reviewed by, and receivedsttearance through, the Office of Research
Ethics at the University of Waterloo. | was inforrthat if | have any comments or concerns
resulting from our participation in this study, bgncontact Dr. Susan Sykes, Director of
Research Ethics at the University of Waterloo 40}388-4567 ext. 6005.

With full knowledge of all forgoing, | agree, of noyvn free will, to participate in this study in
the following ways (check each item to which youesg:

Knowledge Exchange Component:
| agree to participate in the knowledge exchaiageponent of the project to the level |
deem appropriate

Research Component:
| agree to participate in up to four audiotagerviews (in the next 1,6,12 and 18
months).

| agree to identify up to 5 health unit staif éonsideration of two audiotape interviews
(in the next 1 and 18 months).

| agree to identify and collect pertinent healtit documents and correspondence
for the researchers to analyze.

| agree to permit researchers to audiotape mgglonversations with research team
staff (i.e. knowledge broker).

| agree to permit researchers to observe andtapeé me during the reflective practice
group

Print Name Signature

Dated at (insert location)
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Secondary Contact Consent Form
[date]
[address]
Dear [insert other health unit contact name]:
SHAPES-Ontario Knowledge Exchange Project

Your health unit is participating in the SHAPES-@n Project, which measures youth smoking
and physical activity. [name], [title, dept], hasen our main contact for this project. Data
collection in high schools in your area occurrefinsert time period]. These surveillance data
are being fed back to individual schools and wesagking permission to release the raw data to
your health unit.

As an extension to the SHAPES-Ontario project, axehreceived funding to conduct the
SHAPES-Ontario Knowledge Exchange Prajethe research project will facilitate and study
the knowledge exchange processes intended to emleamence-based practice in public health
and to study the process of formation of a comnywfifpractice as a model for knowledge
exchange. We have received the permission of Madlical Officer of Health to conduct this
project within your health unit. This letter in@# you to participate in the research project.

Over the next two years, we hope to continue warkith your health unit to facilitate and
support the use of SHAPES-Ontario data. Khewledge Exchange Projewsill allow us to
provide participating health units with the supportising and interpreting the data. Health

units will have access to a PH.D. Statistician femivith the SHAPES data system, access to a
Knowledge Broker, who is a MHSc prepared with tearg of health unit experience, and
ongoing contact with project activities through@uiitario through the reflective practice group
and electronic communication. In addition, eacaltheunit will receive $4000 to help support
additional activities associated with knowledgelretgye. Potential expenses include training
staff, hosting meetings/presentations, as weltaaget expenses for conferences or meetings. By
participating in this project, we hope to extend oaderstanding of the processes and structures
within and between organizations that contributewiolence based practice.

Attached is a detailed list of both the knowledgehange and research components of the
project. Participation is voluntary and you canas$e to participate in as many or as few
components as you wish. We respect your wishesir articipation in this aspect of the
project will not influence the support given to uke SHAPES-Ontario data.

We will hold all information provided in strict cidence. Information collected via paper and
tapes during this study will be retained for seyears in a secure area at the University of
Waterloo to which only researchers associated thigtproject have access. Electronic data will
be retained on a secure server for seven yearthandlestroyed. If you choose to participate in
any aspect of the research, you can withdraw apaimt by contacting me at the number below.
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We expect that participation in this knowledge edde research will involve only minimal
organizational and individual risk. Due to the #mamber of health units participating and the
variability in size and capacity, special considierawill be put in place to protect organizations
and individual participants. Safeguards to pro&acinymity will include locked storage of all
data (including password protected electronic fitesd replacement of identifying information
with code numbers to protect participant identifi@a in all interviews, observations and reports
produced. Furthermore, investigators and statfwat share or discuss information they obtain
during interviews and observation, beyond the mebetizgam. Prior to making any results public,
we will consult with each participating health urkealth units will be given the opportunity to
review the findings for their own health units agrdnt written permission to UW/PHR to
release. In any case, where individual health wnitgtaff could be identified, the health unit or
staff will have the option of removing those data.

This project has been reviewed by, and has receitheds clearance through the Office of
Research Ethics at the University of Waterloo.dfiyhave any concerns about the study, you can
call Dr, Susan Sykes, Director of Research Ethi¢ceeaUniversity of Waterloo at (519) 888-

4567 ext. 6005.

We will follow-up this letter by telephone to clarfy any outstanding issues within two
weeks.

We thank you for taking the time to consider thigjgct. If you have any questions about this
study, you may contact Elissa Bonin, Project Managie(519) 888-4567 ext 3354 or
enbonin@healthy.uwaterloo.ca

Sincerely,

Dr. Steve Manske Elissa Bonin

Scientist Project Manager

University of Waterloo Population Health ReséaBroup

AttachmentsKnowledge Exchange Project Components, Consent Far@ther Health Unit
Participants

Study Investigators
Dr. Steve Manske Dr. Scott Leatherdale Dr. Roy Cameron
University of Waterloo Cancer Care Ontario University of Waterloo

Study Collaborators
City of Hamilton Department of Public Health andn@aunity Services
Kingston, Frontenac, Lennox and Addington Publialde
Ottawa Public Health
Simcoe-Muskoka District Health Unit
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Knowledge Exchange Project Components

The Knowledge Exchange Project consists of sepacatgonents: Knowledge Exchange
component and the Research component. You may agpegticipate in any of the following
waysover the next two years.

Knowledge Exchange Project
. Participate, along with other health unit staffaijpint UW/health unit meeting to

identify planning and evaluation questions and appate analysis (up to 3 hours for
meeting with identified HU personnel — this coukl ®hronic Disease Manager, Tobacco
and Physical Activity Staff, Epidemiologist, or etis)
Make use of the data, if appropriate, through plegnand action with schools (internal
meetings or school meetings)
Health unit will receive $4000 to support knowledgehange. Potential expenses may
include training staff, hosting meetings/presentatj as well as travel expenses for
conferences or meetings.

Research Component
. Participate in two 60 minute audio-taped interviéws 1 and 18 months) that describe
knowledge use with respect to the SHAPES-data witine health unit (meetings, plans,
activities, evaluations)
Identify and collect internal organizational documtseand correspondence relevant to
understanding the use of SHAPES-data; for examydid®Health Unit organizational
charts, strategic plans, minutes, meeting agemdkded correspondence.
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Consent Form for Interviews and Correspondence for
Other Health Unit Participants

I have read the information presented in the ingtram letter about the SHAPES-Ontario
Knowledge Exchange Project being conducted by Staseske of the Centre for Behavioural
Research and Program Evaluation at the Univer$iaterloo, Scott Leatherdale of Cancer
Care Ontario and Roy Cameron of the Centre for Bieheal Research and Program Evaluation
at the University of Waterloo. | have had the oppioity to ask any questions related to this
study, to receive satisfactory answers to my gaestiand any additional details | wanted. | am
aware that | may withdraw from the study withouh@kty at any time by advising the
researchers of this decision.

This project has been reviewed by, and receiveidsthearance through, the Office of Research
Ethics at the University of Waterloo. | was inforarthat if | have any comments or concerns
resulting from our participation in this study, bgncontact Dr. Susan Sykes, Director of
Research Ethics at the University of Waterloo 49)888-4567 ext. 6005.

With full knowledge of all forgoing, | agree, of noyvn free will, to participate in this study in
the following ways (check each item to which youesg:

| agree to participate in up to two audiotageriiews (in the next 1 and 18 months).

| agree to permit researchers to audiotape rogpg@lkonversations with research team
staff (i.e. knowledge broker).

| agree to identify and collect pertinent heailtit documents for the researchers to
analyze.

| agree to permit researchers to save and analyail correspondence with the
researcher.

Print Name Signature

Dated at (insert location)
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Knowledge Exchange Extension Ethics Approval

From: ORE Ethics Application System [OHRAC@uwaterta]

Sent: Monday, March 06, 2006 10:48 AM

To: manske@healthy.uwaterloo.ca; scott.leatherdeda@ercare.on.ca;
dsteinma@healthy.uwaterloo.ca

Subiject: Full Ethics Clearance after provisionalcomments (ORE #
12781)

Dear Researcher:

The recommended revisions/additional informatiaquessted in the initial ethics review of your ORE
application:

Title: Encouraging Evidence-based Practice by @rgand Assessing a Public Health Community of
Practice in School-based Chronic Disease Prevei®a #: 12781

Principal/Co-Investigator: MANSKE, Steve (manske@ltiey.uwaterloo.ca)
Principal/Co-Investigator: LEATHERDALE, Scott (stteatherdale@cancercare.on.ca)
Principal/Co-Investigator: STEINMANN, Darla (dsteia@healthy.uwaterloo.ca)
Principal/Co-Investigator: MURPHY, Maureen ()

Collaborator: Joyce Fox ()

Collaborator: Darlene Mecredy ()

Collaborator: Kevin McDonald ()

Have been reviewed and are considered acceptable résult, your application now has received full
ethics clearance.

A signed copy of the Natification of Full Ethicse@rance will be sent to the Principal Investigator
Faculty Supervisor in the case of student research.

ADDITIONAL REVISIONS OR RESPONSES TO COMMENTS: N/A
*kkkkkkkkkkkkkhkkkkkkkkkkhkkhkkkhkkkhkkkkkkhkkkhkkkkkkkkx

Note 1: This clearance is valid for four years friira date shown on the certificate and a new aqujiic
must be submitted for on-going projects contindegond four years.

Note 2: This project must be conducted accordintecapplication description and revised matef@ls
which ethics clearance have been granted. All sjuzsg modifications to the protocol must receiviempr
ethics clearance through our office and must ngirbentil notification has been received.

Note 3: Researchers must submit a Progress Rap@onotinuing Human Research Projects (ORE Form
105) annually for all ongoing research projectsadidition, researchers must submit a Form 105eat th
conclusion of the project if it continues for leékan a year.

Note 4: Any events related to the procedures Usachidversely affect participants must be reported
immediately to the ORE using ORE Form 106.

Best wishes for success with this study.
Susanne Santi, M. Math.,

Manager, Research Ethics

Office of Research Ethics

NH 1027

519.888.4567 x7163
ssanti@uwaterloo.ca
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APPENDIX C: KUU Scale Outcomes
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KUU Scale Outcomes and Levels of Use

Levels of Use and Uptake

KUU Scale Responses (Dabemes LoU)

NON-USE

Limited or no knowledge of SHAPES, 1]
involvement with SHAPES, no action td
move toward use of SHAPES.

End hereif Noto Q 2, 5, or 8
0

ORIENTATION

Has acquired/is acquiring information
about SHAPES and/or explored/is
exploring its value and demands upon
user.

Yes or Maybe or Sometimes/Often or Fully or
Partiallyto Q 5, 6, 7, 8, 9, 10
End here if Noto Q 8

PREPARATION
Preparing for first use of the SHAPES.

Fully/Partially to Q 22
Yesto Q 23
End here if Not at all/Not sure to Q 21 and 22

MECHANICAL USE

User focuses most efforts on the short-
term/day-to-day use of SHAPES, little
reflection. Changes made to meet use
needs vs. client needs. User primarily
engaged in stepwise attempt to master
tasks required to use SHAPES, often
disjointed and superficial use.

Yes to any of Q 21, 26, 27
End here if No to all of Q 26, 27, 30

-

ROUTINE
Use of SHAPES is stabilized. Few if af
changes are being made in ongoing us
Little prep/thought to improving
SHAPES use or its consequences.

Yesto Q 30
n¥ENd here if No to Q 32
e.

REFINEMENT

User varies the use of SHAPES to
increase impact on clients. Variations
based on knowledge of both short-tern
long-term consequences for clients.

Yes to Q 31, 32
End here is No to Q 33

&

INTEGRATION

User is combining own efforts to use
SHAPES with related activities of
colleagues to achieve collective impact
on clients within common sphere of
influence.

Yesto Q 33
End here if Noto Q 34

RENEWAL

User reevaluates quality of use of
SHAPES, seeks
modifications/alternatives to SHAPES f{
increase impact on clients, examines n
developments in the field, explores ney

Yesto Q 34

goals for self & system.

Source:Definitions of Levels of Use adapted by Skinnéd((2) from Hall et al. (1975).

210




KNOWLEDGE UTILIZATION UPTAKE SCALE (SITE C)

Awareness

1

Are you aware of the youth physical activity data ollected through the SHAPES Survey?
] YES (go to question 3)

[INO

2

Would you like to learn more about the youth physial activity data collected through the
SHAPES Survey?

] YES (discontinue questions)

] NO (discontinue questions)

Reception

NOTE: “SHAPES Feedback Report/SHAPES result” referstot  he youth physical
activity results from the SHAPES Survey

3

Have you received a copy of the report summarizinthe SHAPES results (SHAPES
Feedback Report)?

] YES (go to question 6)

[INO

Did you retrieve a copy of the SHAPES Feedback Rep@
[1YES
] NO (go to question 5)

Do you plan to access the SHAPES Feedback Report?
] YES

1 MAYBE

] NO (discontinue questions)

[ ] DON'T KNOW

Even before viewing it, did/do you think the SHAPES-eedback Report may be useful?
[]YES
1 MAYBE

] NO
] DON'T KNOW

Cognition

7

Have you read the SHAPES Feedback Report/SHAPES nal$s?
] FULLY (go to question 9)

] PARTIALLY (go to question 9)

[ 1 NOT AT ALL

Do you plan to read the SHAPES Feedback Report/SHAES results?
] YES (go to question 13)

] MAYBE (go to question 13)

] NO (discontinue)

9

Was the material in the SHAPES Feedback Report presited in a way you could
understand?
] YES

[1NO
[ ] DON'T KNOW

10

Have you thought about the contents of the SHAPESesults since you read the Feedback
Report?

1 NEVER

] RARELY

[ ] SOMETIMES

[ ] OFTEN
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Discussion

11

Have you made other colleague(s) aware of the SHABEesults?
[]YES

[1NO

[ ] DON'T KNOW

12

Have you discussed the SHAPES results with colleagmiwithin your organization?
] YES (go to question 14)
[INO

13

Do you plan to discuss the SHAPES results with cethgues within your organization?
[]YES

[ ] MAYBE

[INO

14

Have you discussed the SHAPES results with colleag(s) outside of your organization?
] YES (go to question 16)
[INO

15

Do you plan to discuss the SHAPES results with cethgue(s) outside of your organization?
[]YES

[ ] MAYBE

[ 1NO

16

Have you sought the opinion(s) of other(s) who hauesed the SHAPES results

(e.g. through discussions, visits, or workshops)?
L1YES

[INO

Reference

17

Have you cited the SHAPES results in your own repds or documents?
] YES (go to question 19)

L1NO

L1 N/A

18

Do you plan to cite the SHAPES results in your owneports?
[]YES
[ 1 MAYBE

] NO
] DON'T KNOW

19

Have the SHAPES results influenced your decisiongioices in your program planning,

development and implementation?
[]YES

[ 1NO

Effort

20

Have you favoured the SHAPES results over other ragt(s)/sources of information?
[]YES
[ 1NO

Adoption

21

Have you made a decision to use the SHAPES resuhsyour public health planning and/or
evaluation?

] FULLY (go to question 24)

] PARTIALLY (go to question 24)

[ ] NOT AT ALL

22

Do you plan to make a decision whether to use th¢H8PES results in your public health
planning and/or evaluation?

[ ] FULLY

[ ] PARTIALLY
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[ NOT AT ALL (discontinue questions)-go to section 2
[ ] NOT SURE (discontinue questions)-go to section 2

23

Do you know when you will begin to use the SHAPESesults in your public health planning
and/or evaluation?

] YES (discontinue questions)

] NO (discontinue questions)

24

Has the use of the SHAPES results contributed to yo efforts at evidence-informed
planning?

] YES

] NO

Implementation

25

Overall, in the past 1, (6, 12, 18) month(s), howlly have you used the SHAPES results in
your planning and evaluation?

[ ] NOT AT ALL

[JALITTLE

[JALOT

[ 1A LOT, BUT ADAPTED FROM THE SHAPES RESULTS

26

Have you employed short term strategies for faciliating the use of the SHAPES results (e.g.

workgroups, meetings with school boards, revised @pational plans or logic models)?
L[] YES

[ 1NO

27

Do you spend your time managing the use of the SHAS results?
[]YES
[ NO (go to question 29)

28

How do you spend your time managing the use of tHeHAPES results? Check all that apply.
] ENSURING CONSISTENCY

] INTERPRETING DATA

] ENSURING STAFF ARE USING DATA

[ ] OTHER

29

What are the long-term strategies required for usig the SHAPES results in planning and
evaluation? Check all that apply

[ ] SECURING FUNDING

[ ] ALLOCATION OF RESOURCES

] POLICY DEVELOPMENT

[ ] ADVOCACY FOR EVIDENCE-INFORMED PLANNING

[ ] OTHER

30

Has using the SHAPES results for planning and evalition become routine (i.e. practice
runs smoothly with minimal management problems)?
] YES

[INO

31

Has a tailored analysis of the SHAPES results beatone?
] YES

] NO (go to question 33)

L] N/A (go to question 33)

32

Has the tailored analysis been used in an effort imcrease the impact on evidence-informed
planning?

1 YES

[INO
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33

Have you collaborated with colleagues and/or othesrganizations (i.e. schools) targeting the
same population to implement using the SHAPES redslin your planning and evaluation?
[]YES

[INO

34

Have you explored other evidence that could be used combination with, or in place of the
SHAPES results, to improve the effectiveness of yoprogram planning and evaluation?
] YES

[ 1NO

Impact

35

Has the SHAPES results increased evidence-informgalanning and evaluation, either in the
health unit or with other groups (e.g. schools)?

[1YES

] MAYBE

[INO

] DON'T KNOW

L1 N/A

36

Since working with the SHAPES results, have you encaraged a colleague(s) to adopt the
practice of using research evidence in their planng and evaluation?

] YES

] NO (go to 37)

37

Since offering encouragement, have you persuadectalleague(s) to adopt the practice of
using research evidence in their planning and evaation?

[1YES

[INO

38

Are there any additional comments you would like tanake about the SHAPES results or
your use of research evidence in planning and evaltion? (Your comments do not need to
be related to an adopted and implemented practice)
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SECTION 2: Deliberate Non-use

This section only applies to answers NOT AT ALL oNOT SURE to Question 22.
Please indicate ALL of the following reasons why yochose not to adopt this new source of
information (SHAPES results).

Innovation Characteristics

Relative Advantage
L] I have equivalent evidence/information | alreadg u
L] The innovation (SHAPES) was not perceived to litebéhan the current evidence/information
L] The innovation (SHAPES) did not show any econoadgicantage from adopting it
L] The innovation (SHAPES) was more time consumirdyraquired more effort than the current
evidence/information used

Compatibility
L] The innovation (SHAPES) was not consistent withdbirrent values of my program or organization
L] The innovation (SHAPES) did not meet the needsyprogram or organization

Complexity
L] The innovation (SHAPES) was too difficult to unstand
L] The innovation (SHAPES) was too difficult to impient or use

Trialability
[ | The innovation (SHAPES) could not be implementecdi@mall scale to determine its advantages or
disadvantages

L] I have not heard of any other organization(s)teeléo mine that have adopted this innovation
(SHAPES)

Observability

L1 I have not seen this innovation (SHAPES) succégsfuplemented
Organizational Characteristics
Size and Resources

] My organization is too small or too large to adthi$ innovation (SHAPES)

] My organization does not have enough personneliress (staff) to adopt this innovation (SHAPES)

] My organization does not have enough financiabueses to adopt this innovation (SHAPES)
Location

[ ] My organization was not in an appropriate locatimadopt or implement this innovation (SHAPES)

Hierarchy

L] I do not have enough decision-making authoritsnynposition to decide to adopt this innovation
(SHAPES)
] 1 was not able to prove to my supervisor that #eés an important innovation (SHAPES) to adopt

Formalization

] This innovation (SHAPES) did not follow the rulsd procedures of my organization

L] There was not enough evidence that this innovd8stAPES) would be effective or successful
Environmental Characteristics

L] There is not enough collaboration or potentialrfetworking with other organizations to be able to
adopt and implement this innovation (SHAPES)

Individual Characteristics
] This innovation (SHAPES) did not seem relevarniopractice

L] It is not an appropriate time to be adopting thimvation (SHAPES)
L] This innovation (SHAPES) does not coincide with vajues or beliefs about what is effective
L1 I have insufficient time to adopt and implememteav innovation (SHAPES)

Other
Other reasons not mentioned above have resultedniradoption of this innovation (SHAPES)

These other reasons are:
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APPENDIX D: KE Extension Interview Guide & Knowledge Utilisation
Uptake Scale
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KE EXTENSION INTERVIEW GUIDE REVISED

. How have you used the SHAPES resultgPeferring to internal use)

Could you give some examples of how you or the misgdion has used the results
(e.g. data, feedback report etc)?
What have been the tangible / intangible suppatshave valued in being involved
in this SHAPES project? (provide examples—thisioatude KB/CoP etc.)

1. (If not mentioned) how has the CoP facilitated yose of SHAPES

evidence? (probe regarding learning from other @efbers)

2. What have been the benefits/pitfalls of the CoP?
How has the KE Extension/CoP contributed to evidenéormed practice in the
health unit?

. You mentioned , could you expamdthe interaction
of/famong this group, committee?

How is this response typical or different from poais experiences? Influential
contexts?

. How do you get things done in your health unit (ors it how do things get done?).
Refer back to examples or ask for examples.

Formal processes & policies?

Informal processes? Ex. how are decisions made

How do both help or hinder the use of evidence/aathe health unit

Are there any formal and/or informal processedmictures in place specific to the
use of SHAPES/evidence?

What do you or the organisation consider as evieenc

Other personal or organisational factors influegdiow things get done

Factors at HU or beyond that might influence hogamisation deals with new
information?

. How does your health unit get things done in schag? Examples?

What are the valid uses of the SHAPES data in dsRoo

How have you shared the SHAPES results with scRotitlswhat format? (e.g., Ppt
presentation, meeting, email etc.)? with what isitg® Over what period of time?
What processes / structures do you have in plaeagage schools and communities
to take action on a particular topic, e.g., tobacse or physical activity? How is
SHAPES included as part of this processes (ifli al

What SHAPES specific resources have you develapidradistributed to schools or
the community at large? (If none, do you plan tesd@nd what type of resources,
please describe)

To your knowledge, how have schools used the SHAREdts? What are some of
the future plans schools have developed to adtivbasco and PA as a result of the
SHAPES results? As a health unit, do you have nmesire in place to capture things
like schools’ use of SHAPES?

What do you perceive as the factors helping or é&iimgd) schools from using the
SHAPES results?

Where would you go for teacher resources that wpeltain to SHAPES? Are you
aware of the teacher resources available on the FER\website? If so, how have
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you used them or shared them with schools? Havedieols used the teacher
resources, if so how?

Additional Questions (if time):

» Have schools or community members provided youfegtiback on SHAPES and
what was this feedback, please describe/explain?
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KNOWLEDGE EXCHANGE EXTENSION: UPTAKE SURVEY

Awareness

1 Are you aware of the SHAPES feedback report?
] YES (go to question 3)
[INO

2 Would you like to learn more about the SHAPES feedck report?
] YES (discontinue questions)
[ ] NO (discontinue questions)

Reception

3 Have you received a copy of the SHAPES feedback req?
] YES (go to question 6)
LINO

4 Did you retrieve a copy of the SHAPES feedback rept?
] YES
[ ] NO (go to question 5)

5 Do you plan to access the SHAPES feedback report?
[]YES
] MAYBE
] NO (discontinue questions)
[ ] DON'T KNOW

6 Even before viewing it, did/do you think the SHAPESeedback report may be useful?
[]YES
[ 1 MAYBE
[1NO
[ ] DON'T KNOW

Cognition

7 Have you read the SHAPES feedback report?
] FULLY (go to question 9)
[l PARTIALLY (go to question 9)
[ ] NOT AT ALL

8 Do you plan to read the SHAPES feedback report?
] YES (go to question 13)
] MAYBE (go to question 13)
[ ] NO (discontinue)

9 Was the material in the SHAPES feedback report presnted in a way you could understand?
] YES

[]NO
[ ] DON'T KNOW

10 Have you thought about the contents of the SHAPES®é&dback report since you read it?
1 NEVER
] RARELY
] SOMETIMES
[ ] OFTEN

Discussion

11 Have you made other colleague(s) aware of the SHABHeedback report?
] YES
[1NO
[ ] DON'T KNOW

12 Have you discussed the SHAPES feedback report wittolleagues within your organization?
[] YES (go to question 14)
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[ INO

13 Do you plan to discuss the SHAPES feedback reportitl colleagues within your
organization?
L1YES
1 MAYBE
L1NO

14 Have you discussed the SHAPES feedback report wittolleague(s) outside of your
organization?
] YES (go to question 16)
] NO

15 Do you plan to discuss the SHAPES feedback reportith colleague(s) outside of your
organization?
L] YES
[ ] MAYBE
LINO

16 Have you sought the opinion(s) of other(s) who havuesed the SHAPES feedback report
(e.g. through discussions, visits, or workshops)?
L1YES
[INO

Reference

NOTE: “SHAPES Results’refers to the collective informati on and results from
SHAPES feedback report and/or SHAPES data

17 Have you cited the SHAPES results in your own repads or documents?
] YES (go to question 19)

[1NO
L1N/A

18 Do you plan to cite the SHAPES results in your owneports?

[ ]YES

[ 1 MAYBE

] NO
] DON'T KNOW

19 Have the SHAPES results influenced your decisiongioices in your program planning,
development and implementation?
] YES
LINO

Effort

20 Have you favoured SHAPES results over other report)/sources of information?
[]YES
[ 1NO

Adoption

21 Have you made a decision to use the SHAPES resuiltsyour public health planning and/or
evaluation?
] FULLY (go to question 24)
] PARTIALLY (go to question 24)
[ ] NOT AT ALL

22 Do you plan to make a decision whether to use théH3PES results in your public health
planning and/or evaluation?
] FULLY
] PARTIALLY
[ 1 NOT AT ALL (discontinue questions)-go to section 2
[ ] NOT SURE (discontinue questions)-go to section 2
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23

Do you know when you will begin to use the SHAPESesults in your public health planning
and/or evaluation?

] YES (discontinue questions)

] NO (discontinue questions)

24

Has the use of the SHAPES results contributed to yo efforts at evidence-informed
planning?

[]1YES

L1NO

Implementation

25

Overall, in the past 1, (6, 12, 18) month(s), howlly have you used the SHAPES results in
your planning and evaluation?

[ NOT AT ALL

L] ALITTLE

L1ALOT

[ 1A LOT, BUT ADAPTED FROM THE SHAPES RESULTS

26

Have you employed short term strategies for faciliting the use of the SHAPES results (e.g.
workgroups, meetings with school boards, revised @pational plans or logic models)?
[]YES

[INO

27

Do you spend your time managing the use of the SHAFS results?
[]YES
[ 1 NO (go to question 29)

28

How do you spend your time managing the use of tHeHAPES results? Check all that apply.
[ ] ENSURING CONSISTENCY

] INTERPRETING RESULTS

[ ] ENSURING STAFF ARE USING RESULTS

[ ] OTHER

29

What are the long-term strategies required for usig SHAPES results in planning and
evaluation? Check all that apply

[ ] SECURING FUNDING

[] ALLOCATION OF RESOURCES

[ ] POLICY DEVELOPMENT

[ ] ADVOCACY FOR EVIDENCE-INFORMED PLANNING

[ ] OTHER

30

Has using the SHAPES results for planning and evalition become routine (i.e. practice
runs smoothly with minimal management problems)?

[]YES

[ 1NO

31

Has a tailored analysis of the SHAPES results beatone?
[]YES

] NO (go to question 33)

] N/A (go to question 33)

32

Has the tailored analysis been used in an effort timcrease the impact on evidence-informed
planning?

] YES

[]NO
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33

Have you collaborated with colleagues and/or othesrganizations (i.e. schools) targeting the
same population to implement using SHAPES resultsiiyour planning and evaluation?
[]YES

[INO

34

Have you explored other evidence that could be us&d combination with, or in place of
SHAPES results, to improve the effectiveness of yoprogram planning and evaluation?
] YES

[ 1NO

Impact

35

Has SHAPES increased evidence-informed planning arelvaluation, either in the health unit
or with other groups (e.g. schools)?

[1YES

] MAYBE

[INO

] DON'T KNOW

L1 N/A

36

Since working with the SHAPES results, have you encaraged a colleague(s) to adopt the
practice of using research evidence in their planng and evaluation?

] YES

] NO (go to 37)

37

Since offering encouragement, have you persuadectalleague(s) to adopt the practice of
using research evidence in their planning and evaation?

[1YES

[INO

38

Are there any additional comments you would like tanake about the SHAPES feedback
report or your use of research evidence in planningnd evaluation? (Your comments do not
need to be related to an adopted and implemented actice)
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SECTION 2: Deliberate Non-use

This section only applies to answers NOT AT ALL oNOT SURE to Question 22.
Please indicate ALL of the following reasons why yochose not to adopt this new source of
information (SHAPES report/data).
Innovation Characteristics
Relative Advantage
L] I have equivalent evidence/information | alreadg u
L] The innovation (SHAPES) was not perceived to litebéhan the current evidence/information
L] The innovation (SHAPES) did not show any econoadgicantage from adopting it

L] The innovation (SHAPES) was more time consumirdyraquired more effort than the current
evidence/information used

Compatibility
L] The innovation (SHAPES) was not consistent withabirrent values of my program or organization
L] The innovation (SHAPES) did not meet the needsyprogram or organization

Complexity
L] The innovation (SHAPES) was too difficult to unstand
L] The innovation (SHAPES) was too difficult to impient or use

Trialability
L] The innovation (SHAPES) could not be implementeci@mall scale to determine its advantages or
disadvantages

L] I have not heard of any other organization(s)teeléo mine that have adopted this innovation
(SHAPES)

Observability

L1 I have not seen this innovation (SHAPES) succégsfuplemented
Organizational Characteristics
Size and Resources

] My organization is too small or too large to adthi$ innovation (SHAPES)

L] My organization does not have enough personneliress (staff) to adopt this innovation (SHAPES)

] My organization does not have enough financiabueses to adopt this innovation (SHAPES)
Location

[ ] My organization was not in an appropriate locatimadopt or implement this innovation (SHAPES)

Hierarchy

L] I do not have enough decision-making authoritsnynposition to decide to adopt this innovation
(SHAPES)
] 1 was not able to prove to my supervisor that #eés an important innovation (SHAPES) to adopt

Formalization

] This innovation (SHAPES) did not follow the rulsd procedures of my organization

L] There was not enough evidence that this innovd8stAPES) would be effective or successful
Environmental Characteristics

L] There is not enough collaboration or potentialrfetworking with other organizations to be abladopt
and implement this innovation (SHAPES)

Individual Characteristics
] This innovation (SHAPES) did not seem relevarniopractice

L] Itis not an appropriate time to be adopting thimvation (SHAPES)
[ ] This innovation (SHAPES) does not coincide with vajues or beliefs about what is effective
L1 I have insufficient time to adopt and implememteav innovation (SHAPES)

Other
Other reasons not mentioned above have resultedniradoption of this innovation (SHAPES)

These other reasons are:
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APPENDIX E: Adapted Interview Guide & Adapted Knowl edge Utilization
Uptake Scale
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Interview Guide (Site C)

Overall Probe: You mentioned , could you expand in the interaction of/
among this group committee? What is the naturéisfrelationship?
* How is this response similar or different from goais experiences within your
organisation?

1. Are you familiar with the data collected through the SHAPES Survey, specifically local
evidence concerning youth physical activity?
* YES: get an impression of what the data set is like
a) Can you tell me about the data set?
o From whom were the data collected?
0 On what topic(s)?
0 What size of sample?
b) When were the data collected?
c) Who collected the data? What group collected tha?ge.g., public health,
government agency, university)
d) How did you become aware of these data?
e) How were the data disseminated and presented ® you
* No: get an impression of whether or not they are aare of any local surveillance
data
a) Are you familiar with any local evidence concernptyysical activity of the
general population?
b) Are you familiar with any local data surveillance?
c) Are you aware of any sources of evidence regargough physical activity data
(not local)?
d) Your Health Unit participated with University of Wéaloo to collect secondary
school data on physical activity in 2004-05. Weoe pware?
» If yes to any of these, use the probes from above
Additional Probes:
* What is your personal impressiontbé SHAPES Survey
a) What's your impression of the credibility — howstworthy is the data?
* What do you perceive is the organisations impressfthe SHAPES Survey
o Easyto comprehend?
o Timely? Can you help me to understand whom youefesring to
when you say it is timely?
0 Relevant to your needs?
o Did you learn anything from the data?
o0 What do you see as the limitations of this evid@nce
* I'minterested in what qualifies evidence for youlanning and decision-making?
What do you personally consider as evidence? Wed glour Health Unit consider
as evidence?
2. How have you used the SHAPES Survey results?
» Could you give some examples of how you or the misgdion has used the results?
* So you mentioned you used the results did this result from a more formal
or informal process?re there any formal and/or informal processedrmicture in
place that are specific to the use of B APES evidence? Or evidence in general?
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3. How do you get things done in your Health Unit (ohow do things get done?). What
are some examples?
» For example, many organizations form small, tempoteams, or work groups to get
things done. When a task requires such team vimank do people come together in
your Health Unit?

a)

b)

Does this coming together typically occur spontarség or is there some more
formal mechanism within the Health Unit? How areytfiormed? Who
typically sits on these work groups (e.g. is it mdisciplinary and
collaborative)?
o Can you give me an examples of this regarding wtoak was done
with the youth physical activity data?
How easy is it talevelop shared goalén these groups? Give me an example of
how these work teams arrive at their goals andatibgs, and how they will
function as a team? To what extent is this a psoésiwtual negotiation?
0 Are decisions made ultimately by one individualjsoit through group
consensus?
Does working in a group tend itacrease or decrease the use evidence in
planning and decision-making? Can you providerecie example related to
the SHAPES result®
» Can you explain to me, why this may be?

4. (I'd like to get a sense of how decisions are madehin your Health Unit or department)

a)

b)

c)

d)
e)

How aredecisions maden yourHealth Unit? Is it a formal or informal
process? Who makes the decisions?

o Can you give me an example with respech®SHAPES results?
How doideas typically spreadthrough your organisation (e.g. top-down vs.
bottom-up)? Are there processssictures in place to facilitatethe spread of
ideas or information through the organisation (egetings, inter-organisation
announcements)? Are these formal or informal piseEs3

o Tell me more about how these operate?

Do similar processes occur with regards to theafiskee SHAPES resul®?
o Can you tell me about an example of how this kihdomnmunication
has worked with respect to the use of SAPES result®
Do these processes extend beyond the Health Unit?
How do thes@rocesses influence the use of SHAPES resuitsyour
organisation? Do they help or hinder?
o Can you explain to me why this may help or hinder?

5. Tell me about partnerships with groups outside yealth Unit related to thEHAPES

Survey?

a)
b)
c)

d)

With whom have you formed partnerships? UW? Lochd®ls?
How did these partnerships form?
Are these partnerships formal (structures in ptadacilitate spread of ideas) or
informal (certain individuals seem to take it on)?

o Tell me alittle about how these operate?
How do these partnerships influence the use oSth&PES results in your
organisation? Do they help or hinder? Can you dasc¢his further?

o Can you explain to me why this may help or hinder?
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(’m interested in knowing what other factors reldttoindividuals or to the
organisationitself facilitate or hinder the use die SHAPESresults in your Health
Unit?)
a) Otherfactors beyond your Health Unitthat might influence how your
organisation deals with this evidence?

6. (If the Health Unit has some partnership with schaplprobe about the followingjow
does your Health Unit get things done in schools?@&mples?

Do you see a valid use for t B ®HHAPES resultsin the schools?
How have you/or the organisation sharedSHAPES resultswith the schools?

a) Have you developed any resources to sharSH®PES result®
What processes/structure does your Health Unit map&ace to engage schools in
youth physical activity initiatives?

a) Are these formal? Informal? Social processes?
To your knowledge, how have schools usedSRAPES result®
What is yourinteraction with the schoollike? What is the nature of the relationship?
Is there collaborative, coordinated action? Dodtigools take an active role in the
process?

a) Do these interactions with the schools help or &intle use of thEHAPES

resultsin the schools?
o Can you explain to me why you think they help/hirtde

In general, what factors facilitate or hinder wakwith the schools?
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KNOWLEDGE UTILIZATION UPTAKE SCALE (SITE C)

Awareness

1

Are you aware of the youth physical activity data ollected through the SHAPES Survey?
] YES (go to question 3)

[INO

2

Would you like to learn more about the youth physial activity data collected through the
SHAPES Survey?

] YES (discontinue questions)

] NO (discontinue questions)

Reception

NOTE: “SHAPES Feedback Report/SHAPES result” referstot  he youth physical
activity results from the SHAPES Survey

3

Have you received a copy of the report summarizinthe SHAPES results (SHAPES
Feedback Report)?

] YES (go to question 6)

[INO

Did you retrieve a copy of the SHAPES Feedback Rep@
[1YES
] NO (go to question 5)

Do you plan to access the SHAPES Feedback Report?
] YES

1 MAYBE

] NO (discontinue questions)

[ ] DON'T KNOW

Even before viewing it, did/do you think the SHAPES-eedback Report may be useful?
] YES
1 MAYBE

] NO
] DON'T KNOW

Cognition

7

Have you read the SHAPES Feedback Report/SHAPES nal$s?
] FULLY (go to question 9)

] PARTIALLY (go to question 9)

[ ] NOT AT ALL

Do you plan to read the SHAPES Feedback Report/SHAES results?
] YES (go to question 13)

] MAYBE (go to question 13)

] NO (discontinue)

9

Was the material in the SHAPES Feedback Report presited in a way you could
understand?
[]YES

[1NO
[ ] DON'T KNOW

10

Have you thought about the contents of the SHAPESesults since you read the Feedback
Report?

1 NEVER

] RARELY

[ ] SOMETIMES

[ ] OFTEN

Discussion
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11

Have you made other colleague(s) aware of the SHABResults?
[1YES

[]NO
[ ] DON'T KNOW

12

Have you discussed the SHAPES results with colleaggiwithin your organization?
] YES (go to question 14)

[ 1NO

13

Do you plan to discuss the SHAPES results with cethgues within your organization?
[1YES

1 MAYBE

LINO

14

Have you discussed the SHAPES results with colleag(s) outside of your organization?
] YES (go to question 16)
LINO

15

Do you plan to discuss the SHAPES results with cethgue(s) outside of your organization?
[1YES

] MAYBE

] NO

16

Have you sought the opinion(s) of other(s) who havwesed the SHAPES results

(e.g. through discussions, visits, or workshops)?
L] YES

[ 1NO

Reference

17

Have you cited the SHAPES results in your own repds or documents?
] YES (go to question 19)

[]NO
[1N/A

18

Do you plan to cite the SHAPES results in your owneports?

[ ]YES

[ ] MAYBE

[]NO
[ ] DON'T KNOW

19

Have the SHAPES results influenced your decisiongioices in your program planning,
development and implementation?

[]YES

[INO

Effort

20

Have you favoured the SHAPES results over other rept(s)/sources of information?
[]YES
[INO

Adoption

21

Have you made a decision to use the SHAPES resuhsyour public health planning and/or
evaluation?

] FULLY (go to question 24)

] PARTIALLY (go to question 24)

[ NOT AT ALL

22

Do you plan to make a decision whether to use th¢HB8PES results in your public health
planning and/or evaluation?

] FULLY

] PARTIALLY

[ ] NOT AT ALL (discontinue questions)-go to section 2

[ ] NOT SURE (discontinue questions)-go to section 2
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23

Do you know when you will begin to use the SHAPESesults in your public health planning
and/or evaluation?

] YES (discontinue questions)

] NO (discontinue questions)

24

Has the use of the SHAPES results contributed to yo efforts at evidence-informed
planning?

[]1YES

L1NO

Implementation

25

Overall, in the past 1, (6, 12, 18) month(s), howlly have you used the SHAPES results in
your planning and evaluation?

[ NOT AT ALL

L] ALITTLE

L1ALOT

[ 1A LOT, BUT ADAPTED FROM THE SHAPES RESULTS

26

Have you employed short term strategies for faciliating the use of the SHAPES results (e.g.
workgroups, meetings with school boards, revised @pational plans or logic models)?
[]YES

[INO

27

Do you spend your time managing the use of the SHAFS results?
[]YES
[ 1 NO (go to question 29)

28

How do you spend your time managing the use of tHeHAPES results? Check all that apply.
[ ] ENSURING CONSISTENCY

[ ] INTERPRETING DATA

[ ] ENSURING STAFF ARE USING DATA

[ ] OTHER

29

What are the long-term strategies required for usig the SHAPES results in planning and
evaluation? Check all that apply

[ ] SECURING FUNDING

[] ALLOCATION OF RESOURCES

[ ] POLICY DEVELOPMENT

[ ] ADVOCACY FOR EVIDENCE-INFORMED PLANNING

[ ] OTHER

30

Has using the SHAPES results for planning and evalition become routine (i.e. practice
runs smoothly with minimal management problems)?

[]YES

[ 1NO

31

Has a tailored analysis of the SHAPES results beatone?
[]YES

] NO (go to question 33)

] N/A (go to question 33)

32

Has the tailored analysis been used in an effort timcrease the impact on evidence-informed
planning?

] YES

[]NO
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33

Have you collaborated with colleagues and/or othesrganizations (i.e. schools) targeting the
same population to implement using the SHAPES redslin your planning and evaluation?
[]YES

[INO

34

Have you explored other evidence that could be used combination with, or in place of the
SHAPES results, to improve the effectiveness of yoprogram planning and evaluation?
] YES

[ 1NO

Impact

35

Has the SHAPES results increased evidence-informgalanning and evaluation, either in the
health unit or with other groups (e.g. schools)?

[1YES

] MAYBE

[INO

] DON'T KNOW

L1 N/A

36

Since working with the SHAPES results, have you encaraged a colleague(s) to adopt the
practice of using research evidence in their planng and evaluation?

] YES

] NO (go to 37)

37

Since offering encouragement, have you persuadectalleague(s) to adopt the practice of
using research evidence in their planning and evaation?

[1YES

[INO

38

Are there any additional comments you would like tanake about the SHAPES results or
your use of research evidence in planning and evaltion? (Your comments do not need to
be related to an adopted and implemented practice)
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SECTION 2: Deliberate Non-use

This section only applies to answers NOT AT ALL oNOT SURE to Question 22.
Please indicate ALL of the following reasons why yochose not to adopt this new source of
information (SHAPES results).

Innovation Characteristics

Relative Advantage
L] I have equivalent evidence/information | alreadg u
L] The innovation (SHAPES) was not perceived to litebéhan the current evidence/information
L] The innovation (SHAPES) did not show any econoadgicantage from adopting it
L] The innovation (SHAPES) was more time consumirdyraquired more effort than the current
evidence/information used

Compatibility
L] The innovation (SHAPES) was not consistent withahirrent values of my program or organization
L] The innovation (SHAPES) did not meet the needsyprogram or organization

Complexity
L] The innovation (SHAPES) was too difficult to unstand
L] The innovation (SHAPES) was too difficult to impient or use

Trialability
L] The innovation (SHAPES) could not be implementeci@mall scale to determine its advantages or
disadvantages

L] I have not heard of any other organization(s)teeléo mine that have adopted this innovation
(SHAPES)

Observability

L1 I have not seen this innovation (SHAPES) succégsfuplemented
Organizational Characteristics
Size and Resources

] My organization is too small or too large to adthi$ innovation (SHAPES)

L] My organization does not have enough personneliress (staff) to adopt this innovation (SHAPES)

] My organization does not have enough financiabueses to adopt this innovation (SHAPES)
Location

[ ] My organization was not in an appropriate locatimadopt or implement this innovation (SHAPES)

Hierarchy

L] I do not have enough decision-making authoritsnynposition to decide to adopt this innovation
(SHAPES)
] 1 was not able to prove to my supervisor that #eés an important innovation (SHAPES) to adopt

Formalization

] This innovation (SHAPES) did not follow the rulsd procedures of my organization

L] There was not enough evidence that this innovdB8stAPES) would be effective or successful
Environmental Characteristics

L] There is not enough collaboration or potentialrfetworking with other organizations to be able to
adopt and implement this innovation (SHAPES)

Individual Characteristics
] This innovation (SHAPES) did not seem relevarniopractice

L] Itis not an appropriate time to be adopting thimvation (SHAPES)
L] This innovation (SHAPES) does not coincide with vajues or beliefs about what is effective
L1 I have insufficient time to adopt and implememteav innovation (SHAPES)

Other
Other reasons not mentioned above have resultedniradoption of this innovation (SHAPES)

These other reasons are:
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Interview Guide (Site D)

Overall Probe: You mentioned , could you expand in the interaction of/
among this group committee? What is the naturéisfrelationship?
* How is this response similar or different from goais experiences within your
organisation?

7. Are you familiar with the data collected through the Youth Health Survey, specifically
local evidence concerning youth physical activity?
* YES: get an impression of what the data set is like
a) Can you tell me about the data set?
o From whom were the data collected?
0 On what topic(s)?
0 What size of sample?
b) When were the data collected?
c) Who collected the data? What group collected tha?ge.g., public health,
government agency, university)
d) How did you become aware of these data?
e) How were the data disseminated and presented ® you
* No: get an impression of whether or not they are aare of any local surveillance
data
a) Are you familiar with any local evidence concernptyysical activity of the
general population?
b) Are you familiar with any local data surveillance?
c) Are you aware of any sources of evidence regargough physical activity data
(not local)?
d) Your RHA participated with University of Waterloo tollect secondary school
data on physical activity in 2004-05. Were you affar
» If yes to any of these, use the probes from above
Additional Probes:
* What is your personal impressiontbé Youth Health Survey?
a) What's your impression of the credibility — howstworthy is the data?
* What do you perceive is the organisations impressfthe Youth Health Survey?
o Easyto comprehend?
o Timely? Can you help me to understand whom youefesring to
when you say it is timely?
o0 Relevant to your needs?
o Did you learn anything from the data?
0 What do you see as the limitations of this evid@nce
* I'minterested in what qualifies evidence for youlanning and decision-making?
What do you personally consider as evidence? Wieg glour RHA consider as
evidence?
8. How have you used the Youth Health Survey results?
» Could you give some examples of how you or the misgdion has used the results?
* So you mentioned you used the results did this result from a more formal
or informal process?re there any formal and/or informal processedrmicture in
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place that are specific to the use of 8#@APES/the Youth Health Survey and
Community Survey evidence? Or evidence in general?
9. (I'm going to switch gears a little bit with the néxjuestion3. How do you get things done
in your RHA (or how do things get done?). What aresome examples?

» For example, many organizations form small, tempoteams, or work groups to get
things done. When a task requires such team vimank do people come together in
your RHA?

a) Does this coming together typically occur spontaiség or is there some more
formal mechanism within the RHA? How are they fodP&Vho typically sits
on these work groups (e.g. is it multi-disciplinand collaborative)?

o Can you give me an examples of this regarding wak was done
with the youth physical activity data?

b) How easy is it talevelop shared goali these groups? Give me an example of
how these work teams arrive at their goals andabtibgs, and how they will
function as a team? To what extent is this a psoésiwutual negotiation?

0 Are decisions made ultimately by one individualjsoit through group
consensus?

c) Does working in a group tend itacrease or decrease the us# evidence in
planning and decision-making? Can you providerecie example related to
the Youth Health Survey?

» Can you explain to me, why this may be?
10.(I'd like to get a sense of how decisions are mad#éin your RHA or department)

a) How aredecisions maden your RHA? Is it a formal or informal processhaV
makes the decisions?

o Can you give me an example with respedh®Youth Health
Survey

b) How doideas typically spreadthrough your organisation (e.g. top-down vs.
bottom-up)? Are there processsaictures in place to facilitatethe spread of
ideas or information through the organisation (egetings, inter-organisation
announcements)? Are these formal or informal piseEs3

o Tell me more about how these operate.

o Isthere a title you give to people with this role?

c) Do similar processes occur with regards to theofisiee Youth Health
Survey?

o Can you tell me about an example of how this kihdomnmunication
has worked with respect to the use of Yoaith Health Survey
results?

d) Do these processes extend beyond the RHA?

e) How do thesrocesses influence the use of Youth Health Survegsultsin
your organisation? Do they help or hinder?

o Can you explain to me why this may help or hinder?

11.Tell me about partnerships with groups outside YRIHA related to thé'outh Health
Survey evidence?

a) With whom have you formed partnerships? UW? Lochd®ls?

b) How did these partnerships form?

c) Are these partnerships formal (structures in ptadacilitate spread of ideas) or
informal (certain individuals seem to take it on)?
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o Tell me alittle about how these operate?

d) How do these partnerships influence the use o¥Ytheh Health Survey
results in your organisation? Do they help or hifdéan you describe this
further?

o Can you explain to me why this may help or hinder?

* (I'minterested in knowing what other factors reldtoindividuals or to the
organisationitself facilitate or hinder the use tie Youth Health Surveyresults in
the RHA?)

a) Otherfactors beyond your RHAthat might influence how your organisation
deals with this evidence?

12. (If the RHA has some partnership with schools, proéleout the following)How does
your RHA get things done in schools? Examples?

» Do you see a valid use for tv@uth Health Survey resultsin the schools?

* How have you shared théuth Health Survey resultswith the schools?

a) Have you developed any related resources to shai¥outh Health Survey
results?

* What processes/structure does your organisatioa imgplace to engage schools in
youth physical activity initiatives?

a) Are these formal? Informal? Social processes?

* To your knowledge, how have schools usedYtbath Health Survey results?

* What is yourinteraction with the schoollike? What is the nature of the relationship?
Is there collaborative, coordinated action? Dodtigools take an active role in the
process?

a) Do these interactions with the schools help or éinble use of th&¥outh
Health Survey resultsin the schools?

o Can you explain to me why you think they help/hirtde

* What factors facilitate or hinder working with teehools?
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KNOWLEDGE UTILIZATION UPTAKE SCALE (SITE D)

Awareness

1 Are you aware of the youth physical activity data ollected through the Youth Health

Survey?
] YES (go to question 3)

L]NO

2 Would you like to learn more about the youth physial activity data collected through the
Youth Health Survey?
] YES (discontinue questions)
] NO (discontinue questions)

Reception

NOTE: “Youth Health Survey data” refers to the youth phy sical activity results
from the Youth Health Survey and the Youth Health S urvey Report

3 Have you received a copy of the report summarizinthe Youth Health Survey data?
] YES (go to question 6)

LINO

4 Did you retrieve a copy of the Youth Health Surveydata?
[1YES
] NO (go to question 5)

5 Do you plan to access the Youth Health Survey data?
] YES
1 MAYBE
] NO (discontinue questions)
[ ] DON'T KNOW

6 Even before viewing it, did/do you think the YouthHealth Survey data may be useful?
] YES
1 MAYBE
[]NO
[ ] DON'T KNOW

Cognition

7 Have you read the Youth Health Survey data?
] FULLY (go to question 9)
] PARTIALLY (go to question 9)
[ ] NOT AT ALL

8 Do you plan to read the Youth Health Survey data?
] YES (go to question 13)
] MAYBE (go to question 13)
] NO (discontinue)

9 Was the material in the Youth Health Survey reportpresented in a way you could
understand?
[]YES

[1NO
[ ] DON'T KNOW

10 Have you thought about the contents of the Youth Hedth Survey data since you read it?
[ 1 NEVER
[] RARELY
[ ] SOMETIMES
[ ] OFTEN

Discussion

11 Have you made other colleague(s) aware of the Youttealth Survey data?
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L] YES

[]NO
[ ] DON'T KNOW

12

Have you discussed the Youth Health Survey data vhitcolleagues within your organization?
] YES (go to question 14)

L]NO

13

Do you plan to discuss the Youth Health Survey dataith colleagues within your
organization?

L1YES

1 MAYBE

LINO

14

Have you discussed the Youth Health Survey data vhitcolleague(s) outside of your
organization?

] YES (go to question 16)

LINO

15

Do you plan to discuss the Youth Health Survey dataith colleague(s) outside of your
organization?

] YES

[ ] MAYBE

[INO

16

Have you sought the opinion(s) of other(s) who havwesed the Youth Health Survey data
(e.g. through discussions, visits, or workshops)?

[]YES

[INO

Reference

17

Have you cited the Youth Health Survey data in youown reports or documents?
] YES (go to question 19)

[INO
] N/A

18

Do you plan to cite the Youth Health Survey data iryour own reports?

[ ]YES

[ 1 MAYBE

[]NO
[ ] DON'T KNOW

19

Have the Youth Health Survey data influenced your dcisions/choices in your program
planning, development and implementation?

L[] YES

[INO

Effort

20

Have you favoured the Youth Health Survey data oveother report(s)/sources of
information?

[]YES

[1NO

Adoption

21

Have you made a decision to use the Youth Health 8¢y data in your public health
planning and/or evaluation?

] FULLY (go to question 24)

] PARTIALLY (go to question 24)

[ ] NOT AT ALL

22

Do you plan to make a decision whether to use theovth Health Survey data in your public
health planning and/or evaluation?
[ ] FULLY
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L[] PARTIALLY
[ ] NOT AT ALL (discontinue questions)-go to section 2
] NOT SURE (discontinue questions)-go to section 2

23

Do you know when you will begin to use the Youth Heth Survey data in your public health
planning and/or evaluation?

] YES (discontinue questions)

] NO (discontinue questions)

24

Has the use of the Youth Health Survey data contrilted to your efforts at evidence-

informed planning?
] YES

[ 1NO

Implementation

25

Overall, in the past 1, (6, 12, 18) month(s), howlly have you used the Youth Health Survey
data in your planning and evaluation?

[ ] NOT AT ALL

L]ALITTLE

L]ALOT

[ ] ALOT, BUT ADAPTED FROM THE YOUTH HEALTH SURVEY DAA

26

Have you employed short term strategies for facildating the use of the Youth Health Survey
data (e.g. workgroups, meetings with school boardsevised operational plans or logic
models)?

] YES

[ 1NO

27

Do you spend your time managing the use of the YdutHealth Survey data?
[]YES
[ 1 NO (go to question 29)

28

How do you spend your time managing the use of théouth Health Survey data? Check all
that apply.

] ENSURING CONSISTENCY

] INTERPRETING DATA

] ENSURING STAFF ARE USING DATA

[ ] OTHER

29

What are the long-term strategies required for usig the Youth Health Survey data in
planning and evaluation? Check all that apply

] SECURING FUNDING

[ ] ALLOCATION OF RESOURCES

] POLICY DEVELOPMENT

[ ] ADVOCACY FOR EVIDENCE-INFORMED PLANNING

[ ] OTHER

30

Has using the Youth Health Survey data for planningand evaluation become routine (i.e.
practice runs smoothly with minimal management prollems)?
] YES

L]NO

31

Has a tailored analysis of the Youth Health Survegata been done?
] YES

] NO (go to question 33)

] N/A (go to question 33)

32

Has the tailored analysis been used in an effort timcrease the impact on evidence-informed
planning?

[]YES

[INO
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33

Have you collaborated with colleagues and/or othesrganizations (i.e. schools) targeting the
same population to implement using the Youth Healttsurvey data in your planning and
evaluation?

[]YES

[INO

34

Have you explored other evidence that could be used combination with, or in place of the
Youth Health Survey data, to improve the effectiveass of your program planning and
evaluation?

[1YES

[ 1NO

Impact

35

Has the Youth Health Survey data increased evidengaformed planning and evaluation,
either in the health unit or with other groups (e.g schools)?

] YES

] MAYBE

L1NO

] DON'T KNOW

L1 N/A

36

Since working with the Youth Health Survey data, hae you encouraged a colleague(s) to
adopt the practice of using research evidence inér planning and evaluation?

] YES

] NO (go to 37)

37

Since offering encouragement, have you persuadectalleague(s) to adopt the practice of
using research evidence in their planning and evaation?

] YES

L1NO

38

Are there any additional comments you would like tanake about the Youth Health Survey
data or your use of research evidence in planningnd evaluation? (Your comments do not
need to be related to an adopted and implemented actice)
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SECTION 2: Deliberate Non-use
This section only applies to answers NOT AT ALL oNOT SURE to Question 22.

Please indicate ALL of the following reasons why yochose not to adopt this new source of
information (Youth Health Survey data).

Innovation Characteristics

Relative Advantage
L] I have equivalent evidence/information | alreadg u
[ | The innovation (Youth Health Survey) was not pame to be better than the current
evidence/information
L] The innovation (Youth Health Survey) did not shamy economic advantage from adopting it
| The innovation (Youth Health Survey) was more tenasuming and required more effort than the
current evidence/information used

Compatibility
L] The innovation (Youth Health Survey) was not cetesit with the current values of my program or
organization
L] The innovation (Youth Health Survey) did not mihet needs of my program or organization

Complexity
L] The innovation (Youth Health Survey) was too difft to understand
] The innovation (Youth Health Survey) was too difft to implement or use
Trialability
L] The innovation (Youth Health Survey) could notitogplemented on a small scale to determine its
advantages or disadvantages
L] I have not heard of any other organization(s)teelao mine that have adopted this innovation (¥out
Health Survey)
Observability
L1 I have not seen this innovation (Youth Health 8ypsuccessfully implemented

Organizational Characteristics

Size and Resources
L] My organization is too small or too large to adthji$ innovation (Youth Health Survey)
[ ] My organization does not have enough personneliress (staff) to adopt this innovation (Youth
Health Survey)
L] My organization does not have enough financiabueses to adopt this innovation (Youth Health
Survey)

Location
L] My organization was not in an appropriate locatimadopt or implement this innovation (Youth
Health Survey)

Hierarchy
[ 11 do not have enough decision-making authoritgninposition to decide to adopt this innovation
(Youth Health Survey)
[ I was not able to prove to my supervisor that #és an important innovation (Youth Health Survey)
to adopt

Formalization
] This innovation (Youth Health Survey) did not @l the rules and procedures of my organization
] There was not enough evidence that this innovgiouith Health Survey) would be effective or
successful

Environmental Characteristics
L] There is not enough collaboration or potentialrfetworking with other organizations to be able to
adopt and implement this innovation (Youth Healtim@y)

Individual Characteristics
L] This innovation (Youth Health Survey) did not sestevant to my practice

[ Itis not an appropriate time to be adopting thimvation (Youth Health Survey)
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L] This innovation (Youth Health Survey) does noncide with my values or beliefs about what is
effective

L1 I have insufficient time to adopt and implememteav innovation (Youth Health Survey)

Other

Other reasons not mentioned above have resultedniradoption of this innovation (Youth Health
Survey)

These other reasons are:
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Office of Research Ethics Approval

From: ORE Ethics Application System [OHRAC@uwaterta]

Sent: Friday, April 04, 2008 14:58

To: manske@healthy.uwaterloo.ca

Cc: mroth@ahsmail.uwaterloo.ca

Subiject: Full Ethics Clearance after provisionalcomments (ORE # 14603)

Dear Researcher:

The recommended revisions/additional informatiaquessted in the initial ethics review of your ORE
application:

Title: Interactive Processes and Evidence-Inforidedwledge Use in Public Health: The example of
Youth Physical Activity in the SHAPES-Ontario KE tErsion

ORE #: 14603

Faculty Supervisor: Steve Manske (manske@healttatenoo.ca)

Student Investigator: Melissa Roth (mroth@ahsmadterloo.ca)

have been reviewed and are considered acceptabkerésult, your application now has received full
ethics clearance.

A signed copy of the Notification of Full Ethicseé@lrance will be sent to the Principal Investigator
Faculty Supervisor in the case of student research.

ADDITIONAL REVISIONS OR RESPONSES TO COMMENTS: N/A
*kkkkkkkkkkkkkhkkkkkkkkkkhkkhkkkhkkhkkkkkkhkkhkkkhkkkkkkkx

Note 1: This clearance is valid for four years friira date shown on the certificate and a new aqujiic
must be submitted for on-going projects contindegond four years.

Note 2: This project must be conducted accordintecapplication description and revised matef@ls
which ethics clearance have been granted. All sjuzsd modifications to the protocol must receiviempr
ethics clearance through our office and must ngirbentil notification has been received.

Note 3: Researchers must submit a Progress Rap@ootinuing Human Research Projects (ORE Form
105) annually for all ongoing research projectsadidition, researchers must submit a Form 105eat th
conclusion of the project if it continues for leékan a year.

Note 4: Any events related to the procedures Usachidversely affect participants must be reported
immediately to the ORE using ORE Form 106.

Best wishes for success with this study.
Susanne Santi, M. Math.,

Manager

Office of Research Ethics

NH 1027

519.888.4567 x 37163
ssanti@uwaterloo.ca
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Code

Code Description

Supporting Quotes

Information Source

General references to or characteristics of the information source and innovation

"The data was collected from all of
the grade 6 to 12 in the XXX
Regional Health Authority in all of
the school districts here except for
the First Nations schools." [Site D,
Participant 1, 11]

disseminated at a suitable time (e.g. data is not more than 5 years old) and in an
ongoing manner (Cousins & Leithwood, 1993)

Credibility Whether the the information source and those responsible for the dissemination are | "I think that the survey tool itself,
perceived as trustworthy (Cousins & Leithwood, 1993) we reviewed what had been done
around the country and really just
used some of the validated
questions already." [Site D,
Participant 1, 95]
Relevance Indication or perception that the information source is practical and pertinent to the "...s0 this actually gave people
needs of the user (Cousins & Leithwood, 1993) that local information and it
spurred them to action.” [Site D,
Participant 1, 95]
Timeliness Degree to which the information source is being or is perceived as being "We collected the data in

2006...s0 it’s still fairly new
data..." [Site D, Participant 1, 27-
29]

Relative Advantage

The degree to which the user refers to the information source under consideration
over other competing sources of information (Cousins & Leithwood, 1993)

"...for the most part we ask
programs to use local evidence
when it's available and if not, you
know, of course we’d have to use
provincial data..." [Site A, 1, 107]

Access to SHAPES data

Being able to obtain and take advantage of the the SHAPES/YHS for their daily
work

"I mean obviously without
SHAPES we wouldn’t have as
much detailed data and
information on youth smoking...the
SHAPES survey has been the
evidence to support the tobacco
programs..." [Site A, Participant 1,
83]
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SHAPES data Support
Partnerships

Code

Sharing and using the SHAPES/YHS data when engaging stakeholders or potential
partners. Instances when SHAPES/YHS data provides support and rationale for
partnerships and joint initiatives

Code Description

"...the first thing that comes to
mind when | can share [SHAPES]
data...People like hearing those
types of numbers, it gets their
interest.” [Site A, Participant 2, 30]

Supporting Quotes

Capacity for Evidence-Informed
Practice

The organisation's abilities to support a work environment that is conducive to
evidence-informed practice. This can include resources, history of prior knowledge
use, previous experience and leadership

"In a region our size you know we
don’t have a department that
looks at just research and pulling
together that information..." [Site
D, Participant 1, 151]

Resources

Capacity of the organisation in terms of time, money and staff (Manske, 2001)

"I think for us it's manpower.
There’s not enough of us..." [Site
C, Participant 1, 496]

History of Prior Knowledge Use

Considers the individuals within the organisation and their previous opportunities
with using evidence (Cousins & Leithwood, 1993)

Previous Experience

Considers the individuals within the organisation and their previous opportunities
with using evidence (Cousins & Leithwood, 1993)

Leadership

Extent to which leaders within the organisation support and encourage knowledge
use (Manske, 2001). An individual or group within the organisation that really
moves initiatives forward and serves as an inspiration/exemplar/champion that other
staff can go to for guidance

"Well we have a health
information analysis manager
which is XXX and all of that
information, | mean she is the one
who really saw that process from
beginning to end and she is kind
of the collector of all information
and analysis within our region..."
[Site D, Participant 1, 211]

Organisation Support for
Evidence-Informed Practice

The organisation's impression of research, organisational mandates, requirements,
and resources (e.g. dedication of time, money, or staff) that encourage the use of
research evidence in their staff's work (e.g. making evidence-informed practice a
priority of the organisation)

"...my job has kind of focused on
providing evidence so basically
when managers are are planning
or reacting to things they will both
use quantitative and qualitative
information. But my job is to have
enough data there so that at least
its on the table when they're
making decisions." [Site D,
Participant 5, 231]
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Priorities

Weight given to the information source within the organisation (Manske, 2001)

Commitment/Receptiveness

Extent to which the attitudes of individuals within the organisation are in favour of
utilising the information (Cousins & Leithwood, 1993)

Formal Processes

Established processes and requirements within the organisation that either facilitate
or hinder knowledge exchange and use (e.g. operational planning, ethics approval,
etc.).

"we've tried in the last few years
to formalize information exchange
between the school boards and
XXX Public Health because we
get the superintendants, a, a
superintendant rep from each of
the four boards to meet with the
medical officer of health. And we
try and do that twice a year. And
at board meetings a Public Health
nurse is at the table." [Site A,
Participant 2, 258]

Staff Workload

The amount and type of work that is placed on an individual by the organisation. A
heavy workload may cause individuals to prioritize and overlook certain tasks or
duties.

"are there challenges, sometimes
of course. You know if you hit too
high on the administration like say
the superintendent it’s not that
they don't care, it's just that
they're so swamped that they're
too busy." [Site D, Participant 2,
1150]

Capacity Building

Efforts to further develop the skills of individuals and the resources available to
individuals, groups, or organisations that are necessary for carrying out specifice
initiatives.

"And | know what happened the
last time there were some
sessions on evidence based
workshops that all the partners
were invited to and we had people
come out and explain this is the
information and this is what you
can do with it, this is how you use
it. Those kind of -- the tools were
brought to the partners." [Site D,
Participant 3, 391]
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Code

Code Description

Supporting Quotes

Consistent Contact

Regularly occuring and dependable interaction between individuals, groups, or
organisations (e.g. Having PHN assignments to schools). There is a sense of
familiarity and an element of trust as a result of this consistent contact and
interaction.

"And when it comes to the
individual school levels, like for
elementary we have a Public
Health nurse assigned to each
school, so there’s their go to
person for Public Health. And
once again, we've moved back to
school assignments for nurses so
that they get that same face and
they build that relationship.” [Site
A, Participant 2, 458]

Ongoing Contact

The level of contact and interaction the user engages in with initiators of change
(Cousins & Leithwood, 1993)

"the same people are showing up
each month, so this is the group
and we're finally into the action
phase." [Site C, Participant 3, 360]

Engagement

Extent to which individuals are involved in activities such as dissemination and
implementation (Cousins & Leithwood, 1993)

Consult Expertise

Having access to individuals, groups, or organisations that staff can approach for
professional advise, directions, or additional information relating to SHAPES/YHS
data (e.g. having epidemiologists within the organisation to help interpret the data or
a PHRED unit)

"Oh no it's based on feedback
from people we linked with
University of Waterloo; we’'ve had
the public health agency look at
it." [Site D, Participant 1, 115]

Formal Partnership

An established cooperative relationship between two or more individuals, groups, or
organisations to work together. Can involve mutually established processes for:
knowledge exchange; meeting times and agendas; goals and priorities; and roles in
the partnership.

"One of them [school board] we
have a formal partnership with
and the reason that we have that
is so that we can have more, more
interaction to influence policy at
the board level..." [Site A,
Participant 4, 316]

Integration and Coordination

Systematic efforts within the organisation to encourage interaction/communication to
achieve the brining together and greater concentration of initiatives and projects
(e.g. bringing staff together through working groups to better share information with
all the key people). Systematic efforts to achieve greater efficiency and effective
use of available resources.

"...that program is dealing with
youth and we're dealing with
youth as well only, you know, in a
different way...having crossed the
different programs within the
health unit, sharing and working
together to make things more fluid
" [Site C, Participant 1, 294]
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Working Groups

Teams or committees within or across organisations that come together to
contribute to a joint initiative. Working groups can involve various individuals from
different organisations and backgrounds. Working groups differentiate from
communities of practice, as they do not have to demonstrate the defining
characteristics of a community of practice (e.g. mutual engagement, joint enterprise,
shared repetoire).

“It [Secondary Strategy Group]
came out of the SHAPES
[project]. So after we had the
SHAPES studies done...then we
had $4,000 for Knowledge
Exchange Extension. So then
what we did was we got a group
together...So we said, you know,
we’'d like to do something, you
know, directly benefiting the high
schools from the high schools’
perspective and from the
teachers’ perspective...So what
they did was they had
representation for every high
school and different types. There
was like a V-P [vice-principal] and
science and phys-ed...” [Site B,
Participant 1, 157-161]

Collaborative Partnership

Deliberate set of interactions and processes that bring together all of the relevant
individuals, groups, or organisations to work towards a joint initiative. These
individuals, groups, or organisations involved, contribute to the joint initiative, but do
not necessarily do so with the same goals or investments.

"So the Canadian Cancer Society
has a knowledge exchange
network and we've partnered with
them to help our communities
develop those plans so that it's
based on evidence and also
based on best practice." [Site D,
Participant 1, 167]

Community of Practice

A group of individuals that comes together according to a common goal or purpose
that is mutually determine through negotiation. Communities of Practice are
differentiated by other working groups according to the presence of three defining
characteristics, mutual engagement, joint enterprise, shared repetoire (Wenger,
1998).

"...there is a long history to it and
there were very good people who
started that group and it's a
cooperative group and so it really
does work very well. It's a
consensus model and people are,
there has not been a problem
getting people to work together in
that group.” [Site D, Participant 1,
259]
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Mutual Engagement

Negotiation among community members toward common goals and objectives
(Wenger, 1998)

"...So out of that [Secondary
Strategy] group it continues to
meet and continues to look at
school capacity. Things that are
missing, good things that are
happening, just brainstorming
sessions. So that was a good
thing.” [Site B, Participant 4, 11]

Joint Enterprise

Process in which people are engaged and work toward common goals (Wenger,
1998)

“...There’s been a lot of
interaction between, like XXX and
| have worked closely together
and then this person from physical
activity, when she was
involved...But a lot of it was just
sort of constant... interaction
between us.” [Site A, Participant
3, 118]

Shared Reptoire

Joint practices, resources and jargons that members develop and use (Wenger,
1998)

"...especially when they trying to
get the pamphlet [SHAPES
resource] out, there was a lot of,
you know, discussions about the
implementation phase and for a
while we [SHAPES working group]
were meeting weekly." [Site A,
Participant 3, 118]

Knowledge Broker

Formalized position that provides a link between individuals, working groups, or
organisations, to facilitate: interaction and relationship building; mutual
understanding; joint efforts; and the use of research evidence (e.g. SHAPES/YHS
data) (CHSRF, 2004)

"It was one individual....was our
health promotion coordinator who
just retired. And she um has um a
big background in social capital
and really was promoting that. So
for a lot of the time she actually
spent working outside of the
region as much as within the
region because she was our link
to all the other jurisdictions.” [Site
D, Participant 5, 453]
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Code

Code Description

Supporting Quotes

Evidence-Informed Knowledge
Use

Instances of evidence-informed knowledge use that lacks information indicating the
specific type of knowledge use (e.g. instrumental, conceptual, etc.).

Conceptual

More general application of knowledge to provide basic enlightenment while creating
a change in users' awareness and bringing attention to new ideas (Beyer & Trice,
1997)

“it's positive...l think everyone
agrees that it [SHAPES] helped
the schools sort of move in the
direction of at least awareness”
[Site C, Participant 4, 286].

Instrumental

Involves the direct application of research evidence in specific ways, such as
developing a policy as a product of a research finding

“"the information collected there
has helped form the plan for our
chronic disease prevention
communities which is a pilot
project. We're in year four now of
that project where communities
have a bit of funding, a very small
bit, but they need to develop plans
of what they’re actually going to
do in their local community based
on the risk factors." [Site D,
Participant 1, 163]

Symbolic

The use of research evidence to "justify a position or action that has already been
taken for other reasons" (Lavis et al., 2003)

"“The lead teacher doesn’t always
understand the concept of what
we're [Site A] trying to promote.
We're trying to get the least active
students active. We're not trying
to offer more sports to the people
who already are members of, of
sporting teams. And so the, the
stats [SHAPES data] for that help
to, we have to sometimes bring
them back to that."” [Site A,
Participant 5, 363]

Non-use

Not making use of knowledge or intentions to use the knowledge (KB Manual)
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Code

Code Description

Supporting Quotes

KE Ext CoP

The KE Ext Community of Practice includes members from the six Ontario Public
Health Units participating in the KE Extension and the University of Waterloo

"The other part is, you know,
bringing people together, the
groups around the province. And
then, you know, the other thing is
it gets -- it has people talking
about the important issues, you
know, that were identified through
SHAPES." [Site B, Participant 1,
449]

Knowledge Broker

Access to a staff member form the University of Waterloo individual who has
experience working with the SHAPES data, data analysis, familiarity working with
Ontario Public Health Units, and extensive project management experience. This
individual serves as the primary contact for the individual health units to approach
with questions or concerns about the data or the project.

Partnership with UW

The relationship established between researchers and staff at the University of
Waterloo and each individual Ontario Public Health Unit involved in the KE Ext to
collect and use the SHAPES data. These individual relationships were developed to
work together in collecting the SHAPES data and disseminating the findings to
encourage the uptake and use of the SHAPES data.

"And the coordinating efforts that
you guys [University of Waterloo]
have done has been amazing
because the, you know like it'd be
impossible to do just with the
resources we have." [Site B,
Participant 4, 63]

"Well basically the interactions
with Waterloo. | think Waterloo
was extremely supportive all the
way through. | think we worked
very collaboratively." [Site A,
Participant 3, 26]

KE Ext Honararium

The additional funding given to the six participating Ontario Public Health units to
support initiatives that use the SHAPES data and future opportunities to collect
additional local school-level surveillance data

"The other thing with SHAPES is
that it's helped us because there
has been some funding available
as well." [Site B, Participant 3,
167]
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Code Code Description Supporting Quotes

External Factors Factors beyond the individual and the organisation that influences the processes, "So you know through all of our
priorities, and abilities of individuals, groups, or organisations to identify and use health plan submissions to the
evidence (e.g. provincial guidelines, media, community needs, external government and everything we
funding/resources, etc.) have to provide evidence of what

it is we're requesting so
everything is based around that.”
[Site D, Participant 1, 155]
Partnership Buy-In Gaining the attention and support of target stakeholder groups (e.g. local schools) to | “...when you have support at top
work towards joint initiative. level at the school boards...and
the schools get that from, from the
top end, you have better buy in...”
[Site A, Participant 2, 234]

Champion/Gatekeeper of School Individuals from the target stakeholder group (e.g. schools) that are open and "you just have to find a champion
receptive to joint initiatives and take the lead in identifying the necessary support within the school. So you'd find
and resources to move forward the phys ed teacher, whoever was

willing to take this on and they
were the coordinator. And as long
as you provide them with the
packaging and the, the basic
information, they’re more than
willing to participate in things."
[Site C, Participant 1, 448]
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