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ABSTRACT

Health care organizations face challenges using evidence to inform 

program management decisions. A number of factors influence the use 

of evidence by program managers, including: individual skills, 

organizational context, organizational culture and decision-making 

processes. While it is recognized that health care organizations require 

strategies to promote the use of evidence in program planning, 

implementation and evaluation, there is a paucity of research on ways to 

achieve this. The purpose of this thesis is to critically examine the use of 

evidence in planning, implementing and evaluating programs within 

health care organizations. It contains a series of four papers that 

collectively explore the use of evidence to inform program management 

decisions.

The first paper is a review synthesizing the literature on barriers and 

facilitators to evidence-informed decision-making experienced by 

decision-makers at the program level within health care organizations. 

The second paper provides an overview of a collaborative initiative 

between two Canadian health care organizations and a University partner 

to build organizational capacity for evidence-use in program planning, 

implementation and evaluation. The third paper explores the use of 

evidence to inform decisions in two programs in two different health care 

organizations through a participatory action research project. Research 

methods include: documentation review, key informant interviews and



focus groups. The opportunity to examine the use of evidence in health 

care organizations through this partnership initiative provide insight into 

strategies to build organizational capacity to use evidence to inform 

management decision-making. The fourth paper presents the 

development of a model to support evidence use in program 

management within health care organizations. Through a review of 

theoretical and empirical research on evidence-use by decision-makers 

at the program level in health care organizations a model illustrating the 

organizational resources, tools and supports needed to support the use 

of evidence in program development, implementation and evaluation is 

developed. The model builds on and enhances the knowledge to action 

process by overlaying the organizational tools, resources and supports 

that are required to operationalize the knowledge to action process at the 

program management level within health care organizations.
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INTRODUCTION

As health system leaders and practitioners work towards creating a more 

efficient and effective health care system, it is essential that management 

decisions be informed by strong evidence on which strategies are the 

most successful at achieving the desired goals and how those strategies 

can be transferred to other jurisdictions for implementation. The use of 

evidence to inform decisions in health care is a priority for health care 

organizations1. The adoption of evidence-use in management decision­

making -  the planning, implementation and evaluation of health care 

programs -  lags behind evidence-informed clinical decision-making2 3. 

Barriers to evidence use experienced by health care managers differ 

from those experienced by clinicians, as health care organizations are 

complex, uncertain environments with shifting goals and objectives2. 

There is a need to understand how evidence-informed decision-making 

can be supported within health care organizations. Currently, gaps exist 

in the understanding of the process health care program managers use 

to apply evidence and how that process can be enhanced1,4.

The purpose of this thesis is to critically examine the use of evidence in 

planning, implementing and evaluating programs within health care 

organizations. It contains a series of four papers that collectively explore 

the use of evidence to inform program management decisions.
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The first chapter studies the state of the science addressing potential 

barriers and facilitators to evidence-informed program planning, 

implementation and evaluation experienced by decision-makers within 

health care organizations. Through a critical review of the literature, the 

barriers and facilitators to evidence use experienced by health care 

decision-makers at the program level are explored. Understanding these 

will enable the development of strategies to promote evidence-informed 

decision-making in the planning, implementation and evaluation of health 

care programs.

The second chapter provides an overview of an innovative collaboration 

between two Canadian health care organizations and their university 

partner to build organizational capacity for evidence-use in program 

planning, implementation and evaluation. This partnership initiative was 

collaboratively designed to explore strategies for building that 

organizational capacity. The chapter presents those capacity building 

strategies, which were developed and implemented to support program 

staff in finding, interpreting and using evidence. The chapter also 

presents the organization and structure of the partnership initiative as 

well as a comprehensive summary of activities completed at each site.

The third chapter presents the findings from a participatory action 

research project designed to explore perceived barriers and facilitators to

2



evidence-informed decision-making within health care organizations and 

to identify strategies to promote evidence use in program planning, 

implementation and evaluation. The use of evidence to inform decisions 

in two programs in two different health care organizations is examined 

using a multiple-case study design. Research methods employed 

include: documentation review, key informant interviews and focus 

groups.

The fourth and final chapter presents a model developed to help health 

care organizations implement the knowledge to action process5. The 

paper discusses the methods used to develop the model and explores in 

detail the resources, tools and organizational supports required to 

promote evidence-informed program planning, implementation and 

evaluation within health care organizations.

Together, the papers in this thesis seek to examine the state of the 

science on the use of evidence in program planning, implementation and 

evaluation; explore strategies to build capacity for evidence-informed 

management decision-making within health care organizations; and 

propose a model for organizations to move knowledge into action at the 

program level.
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CHAPTER 1: BARRIERS AND FACILITATORS TO EVIDENCE USE IN 

PROGRAM PLANNING, IMPLEMENTATION AND EVALUATION: A 

REVIEW OF THE LITERATURE
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B a c k g r o u n d

Instituting evidence-informed processes for making decisions has 

become a priority for most health care organizations1. Although the place 

of evidence in clinical decision-making has a long history in health care, 

interest in and demand for its use in management decisions is more 

recent2'3. In fact, to date, published studies have demonstrated a lack of 

evidence-informed decision-making at this level, as well as limited 

research aimed at developing best practice approaches to achieving this 

within organizations 4*6.

Both clinicians and managers face barriers to the use of evidence in their 

decision-making roles, but the barriers are different. Those in clinical 

decision-making typically relate to care options for patients who fall 

outside of practice guidelines, while those faced by health system 

managers often relate to complex organizational issues involving multiple 

stakeholder communities with competing interests. There is a widely 

held view that evidence-informed decision-making may serve to improve 

the acceptability of decisions to such stakeholder communities. In the 

reality of decision-making at the program level, the concept of evidence 

needs to move beyond the narrow constraints of published research and 

include contextual evidence suitable to the administrative setting. 

Evidence-informed decision-making requires two sets of skills: 1) those 

for identifying and critically assessing the evidence and 2) those for
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applying it to their local context in a way that reflects an awareness and 

understanding of factors potentially affecting uptake, implementation or 

sustainability of the evidence1. In doing so, the users of that evidence 

must recognize the varying degrees of rigour and quality of evidence 

applied. Whether such skill sets exist within organizations and reasons 

for their presence or absence have yet to be fully explored.

Objective

The purpose of this study was to determine the state of the science 

around what is known about potential barriers and facilitators to the use 

of evidence in planning, implementing and evaluating programs within 

health care organizations.

M e t h o d s

A comprehensive review of relevant published literature was performed 

following best practice guidelines for conducting systematic reviews in 

health services research7.

Search Strategy

The following bibliographic databases were searched for English 

language peer-reviewed and grey literature published between October 

2000 and December 2011: PubMed (MEDLINE and non-MEDLINE 

references), the Cochrane Library, the Centre for Reviews and

7



Dissemination (DARE, NHS EED and HTA), EMBASE, ProQuest 

Dissertations & Theses, CINAHL, Web of Science, and ABI Inform. The 

search strategy applied to these databases comprised controlled 

vocabulary terms, such as the Medical Subject Headings (MeSH) terms: 

‘decision-making’ and ‘program development’, as well as additional 

keywords such as ‘evidence-informed’, ‘knowledge utilization’, ‘barriers’ 

and ‘facilitators’. MEDLINE was also searched for papers by key authors 

in the field. Grey literature was identified through the following sources: 

NYAM Grey literature collection, The Campbell Collaboration Library of 

Systematic Reviews, Quebec Population Health Research Network’s KU- 

UC database, and McMaster University Health Information Research 

Unit’s KT+ database. For comprehensiveness, references in relevant 

papers were scanned to identify additional citations. Full details of the 

search terms and sources used are included in Appendix 1-1.

Study Eligibility Criteria

Study selection was completed by two reviewers, who independently 

scanned the titles and abstracts of citations identified through the search 

for inclusion in the review. Empirical studies exploring the use of 

evidence in program design, management or implementation were 

included. Studies limited to clinical or health policy decision-making at 

levels other than that of a program were excluded. In order to compare 

countries with similar economies and socio-demographics, only studies

8



examining evidence-use in OECD countries were included. Finally, 

studies discussing non-medical services were excluded.

Data Collection and Analysis

For each selected study, information on study design, decision-making 

context, location, sector, type of decision-maker, and findings was 

extracted using a standard data abstraction form. For the purposes of 

this review, the Canadian Health Services Research Foundation’s 

decision-maker classification was used: Policy Makers defined as 

politicians and advisors, civil servants, board members, special interest 

groups and the public; Managers defined as institutional or regional Chief 

Executive Officers, program managers, clinical managers and 

management consultants; Service professionals defined as physicians, 

nurses, social workers, councilors and their associations8. One reviewer 

extracted data from all of the studies. However, for a random sample 

(10%), data were extracted by a second reviewer to assess reliability.

The data collected were entered into tables to facilitate qualitative 

analyses. Specifically, thematic analysis was used. This involves 

systematic identification of recurring themes. An initial list of codes for 

barriers and facilitators of evidence-use was prepared a priori by the 

research team based on expert opinion and a preliminary review of the 

relevant literature and then applied to a sample of eight of the included

9



studies and revised as needed. The codes for the barriers and 

facilitators were reviewed by the study team to identify any gaps and 

were then categorized by theme. The findings from all of the included 

studies were coded based on the identified themes and analyzed 

quantitatively. The results were then summarized through narrative 

review9.

The quality of studies was assessed using published criteria for critically 

appraising qualitative, quantitative and mixed methods research10. The 

critical appraisal tool assessed the methodological quality of the studies 

with defined criteria for each study design. For qualitative studies, the 

criteria examined data sources, data analysis, research context and 

researcher influence, while the quantitative criteria first categorized the 

studies as randomized, non-randomized or descriptive and then applied 

appropriate methodological criteria such as sampling strategy, 

measurement and response rate. Mixed method studies were assessed 

based on relevance of mixed method design, integration of methods and 

limitations of methods.

R e s u l t s

The literature search identified a total of 14,587 studies. Once duplicates 

were removed, 14,257 remained. The titles and abstracts of these 

references were reviewed and 748 references were selected for full text

10



review. Ultimately, 14 papers met the inclusion criteria, at which point 

saturation, where no new themes were emerging, was achieved and 

further searching was concluded11,12. Figure 1-1 is a PRISMA flow 

diagram illustrating the search results (adapted13):

11



Figure 1-1: PRISMA Flow Diagram - Search Summary

Records screened 
(n =14257)

Records excluded 
(n =13509)

Duplicates removed  
(n =342)

Total num ber o f records 
identified  

(n = 14599)

Full-text articles excluded, 
w ith reasons 

(n =734)

Full-text articles assessed 
for eligibility 

(n =748)

Studies included in 
narrative synthesis 

(n =14)

Records identified through  
database searching 

(n = 14587)

Additional records identified  
through other sources

(n = 12)
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Overall characteristics of included studies

Study design

Five of the included studies were qualitative in their design, five studies 

were quantitative, and four studies were mixed methods. The methods 

used in the studies included interviews (9), focus groups (3), 

documentation review (2), telephone surveys (3), surveys (4) and case 

studies (1). Six employed multiple methods to address the research 

question, so the total number of methods used in the studies is greater 

than the number of included studies. Table 1-1 summarizes the methods 

and designs of the included studies.

Location and decision-making setting

The majority of the included studies were conducted in Canada (10). 

Studies were also from the United Kingdom (2), Scotland (1), and Poland 

(1). The decision-making settings were health authorities (8), public 

health units (2), hospitals (4), community-based health organizations (2), 

and other health care organizations or jurisdictions (3).

Type o f decision-makers

A total of 3584 decision-makers participated in these studies, which 

included senior managers, directors, Chief Operating Officers, clinicians 

and other front-line staff. Table 1-1 summarizes the characteristics of the 

studies.
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Table 1-1: Included Studies -  Characteristics

Primary
Author

Publication
Year Study Methods Study Design Country Setting Participants

1 Belkhodja 2007 Telephone Survey Quantitative Canada
Ministries, Health Authorities, 

Hospitals
928 decision-makers (managers and professionals)

2 Bowen 2009 Interviews and Focus Groups Qualitative Canada Health Authorities
205 decision-makers (senior managers, middle managers and board 
members)

3 Dobbins 2007(a) Interviews Qualitative Canada Public Health Units 16 decision-makers (6 program mangers, 6 directors, 1 Medical Officer 
of Health)

4 Dobbins 2001
Telephone Survey and 

Questionnaire
Quantitative Canada Public Health Units

141 decision-makers (medical and associate medical officers of health, 
program directors, program managers)

5 Dobbins 2007(b) Telephone Survey Quantitative Canada
Community-based health 

organizations
92 decision-makers (from any level from CEO to front-line clinicians, 
senior planners)

6 Parmer 2001 Interviews Qualitative Scotland Health Authorities 15 decision-makers (7 Directors and 8 physician advisors)

7 Ham 2003
Interviews, Questionnaires, 

Case Studies
Qualitative and Quantitative United Kingdom Health Authorities

257 decision-makers (152 managers, 44 medical specialists, 21 nurses, 
12 administrative and clerical staff, 12 GPs, 16 other) 4 case studies

S Higgins 2011 Interviews Qualitative Canada Health Authorities 21 decision-makers (16 front-line staff 5 managers)

9 Jbllou 2007 Survey Quantitative Canada
Hufch Qf|«nlj»t(oni (Hotplut*, H ttlth  

Autftorftl**, Mlnfctriet, Afencto)
942 decision-makers (managers, professionals, in ministries, hospitals, 
boards and councils)

10 McDiarmid 2007 Telephone Interview Qualitative and Quantitative Canada Hospitals 27 decision-makers (hospital CEOs)

11 Mitton 2004 Interviews and Focus Groups Qualitative Canada Health Authority 25 decision-makers (senior managers, clinicians)

12 Niedzwiedzka 2003
Survey, Interviews, Focus 

Groups. Document Review
Qualitative and Quantitative Poland

Hospitals and Departments of 
Health

815 decision-makers (hospital CEOs, medical directors, head nurses, 
directors) (#s for Interviews and focus groups unknown)

13 Weatherly 2002
Survey, Interviews, Document 

Review
Qualitative and Quantitative United Kingdom Health Authorities

102 Health Authorities (78 decision makers • 68 coordinators, 10 
leaders)

14 Wilson 2011 Online Survey Quantitative Canada
Community-based health 

organizations
25 decision-makers (Executive Directors)
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Quality of included studies

Based on responses to questions comprising the critical appraisal criteria10 the 

overall quality of the studies was fair. For the qualitative studies, few triangulated 

findings through the use of multiple methods for addressing the same question, 

performed member checking to ensure accuracy in the responses collected from 

participants, or mentioned sampling until saturation was reached. For the 

quantitative studies, response rates were generally acceptable, but the 

representativeness of the sample populations was unclear, and validity of the 

measurement instruments was not adequately addressed in all of the studies.

For the mixed method studies, half of the studies did not provide a rationale for a 

mixed method design or discuss how the qualitative and quantitative data were 

meaningfully brought together to explore the research questions. Table 1-2 

summarizes the quality assessment of the included studies.
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Table 1-2: Included Studies - Qua ity Assessment
QeeblatNe Quantftatfve Mteod Method

TypearfftMty M itb iH laglsa lqoabtvcrltocle I s o m  200* Debbies 2007(a) farm er 2001 M g g b u M U M fttaa 2004 Oebdtedpi 2007 Dobbins 2001 Oebblw*
2007(b)

Jbbeu 20C7 WBsen 20U Ham 2000
2000 Weatherly 2002

MtPlormM
2007

Screenlrg Questions

A r t thar* claar qualitative and quantitative research questions (or objectives*), 
or a dear mtxad methods question (or objective*)?

¥** Yas * - Yas Vm Yes Yea Yea Yas Yes Yas Yot Yas Yes

Do the collected data abow tKa research question (objactlva) to  ba 
appropriately addraasad?

Yes Yas Vat Undoar Undoar Undaar Undoar Yas Undoar Undoar Yas VOS Undaar Undoar

1. QuaKtttiv#

1.1. A rt tha sources o f qualitative data (archives, documents, informants, 
observation*} rahrvant to  addraa* tha research quaatton (objeaNa)? Yas Yas Yas Unclear Unclear NotAppUcabN Not AppbcoMo NotAppUcabN Not AppbcoMo Not AppbcoMo Undaar Yas Undaar Yas

1.2. i*  tha procaaa for analyzing qualitative data ralavant to addraa* tha 
rtaaarch quaatton (objective)?

Yes Yas vas Unclear Undaar Not AppbcoMe NotAppboaMe Not AppbcoMo Not AppbcoMo Not AppbcoMo Undaar Undear Undaar Undaar

13  (a appropriate eonatdaratton given to  how finding* relate to  tha contaxt 
eg.. tha tatting, in whkh tha data w art coleaod?

Unclear Uhdear Undear Undear Unclear Not AppBcabN Not Appbcable Mot AppBcabN Not AppbcoMo Not AppbcoMo Undaar Undaar Undaar Undaar

1.4. la appropriate conaidarttlon given to  how findings raiata to  researchers' 
Influence, * 4 ., through thair Intaracttona with participants?

No No No No No Not AppBcaMe Not AppbcoMo Not AppbcoMo Not AppbcoMo Undoar Undaar Undoar Undoar

4. Quantitative 
Descriptive

4.1. i t  tha sampling ttratagy ralavant to  add rota tha quantltathe research 
quaotion (quantitative aapact o f tha mix ad mathoda question)? Not ApplcaMa Not AppBcoMa Not AppbcoMo Nat AppbcoMe Not AppbcoMe Yas Vos Yet Vos Yas Undoar Vos Yet Yas

4.2. Is tha tsmpla rapraaantatlva of tha population understudy? Not jg a N iD i Not AppbcoMo e e l ftppeowe Not AppbcoMo Not AppbcoMo Undear Unclear Undoar Undaar Unclear Unclear Undaar Yas Unclear
4.3. A rt maasuramants appropriate (claar origin, or validity known, or standard 
Instrument}? Not AppbcoMo Not AppbcoMo Not AppbcoMo NctAppBcoMo Not AppbcoMo llndear Va* Yas Undaar Yas Undoar Yes UncNar Yet

4.4. Is th*r« an acceptable ratponta rata (60N or above)? Not AgjlcaM * Not AppbcoMo Not AppbcoMe Net AppHcsbN Nat AppbraMs Yas Ye* Vet Yas No Unclear Undaar Yas No

S. Mixed Wat hod*

5.1. Is tha mlxod mathoda rosaarch daslgn ralavant to  addrats tha quailtatlva 
and quantltatlva rasaarch quaatlons (or objectives), or tha qualitative and 
quantltatfva m pacts o f tha mixad mathoda quastlon (or objactlva)?

Net AppbcoMo Not Appiieobta Not AppbcoMo Not AppHcsbN Not ApplkaMa Not Applicable Not AppbcoMo Not AppbcoMo reet a p M tin v Not AppbcoMo Yot Undeer Yas Undaar

5.2 i t  tha intagration of quailtatlva and quantltatlva data (or rasults*) ralavant 
to  addrats tha rasaarch quaatton (objactlva)?

Not AppbcoMo Hut A fy p ff tf if Not AppbcoMo Not AppbcaMo Not Appbcable Not Applicable Not AppbcoMo Net AppbcoMo Not AppbcoMo Not AppbcgMo Yas Undoar Yas Undoar

5.3. Is appropriate conaldarstton given to  tha limitations associated with this 
integration, e.g., tha divergence of qualitative and quantitative data (or 
results*) In s triangulation design?

Not AppbcoMo NocAppticebW Not AppbcoMo Not AppBabla Not AppbcoMo Not Applicable Not AppbcoMo Not AppBcabN Not AppbcoMo Not AppbcoMo Undaar Undaar
*

Unclear
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The barriers and facilitators to evidence use in program planning, 

implementation and evaluation in health care organizations identified in 

the literature were categorized into five themes: (1) Information, (2) 

Organization -  Structure and Process, (3) Organization -  Culture, (4) 

Individual, and (5) Interaction. Barriers and facilitators relating to the 

production or use of information were classified as informational, such as 

dissemination strategies or perceived relevance of available research. 

Organizational barriers and facilitators including organizational systems, 

supports or procedures were classified as organizational structure and 

process. Barriers and facilitators related to the values, principles or 

beliefs of the organization, such as visibility of evidence use within the 

organization, were classified as organizational culture. Individual barriers 

and facilitators such as research knowledge or formal training were 

classified as individual skills. Those relating to contact or relationships 

between researchers and decision-makers were classified as interaction. 

Each of the themes is discussed in the following sections, first for barriers 

and then for facilitators of evidence use.

Barriers to Evidence Use
The majority (12) of studies identified barriers. In general, barriers 

experienced by managers were informational (10), including “availability 

of relevant research”14(p 6) and organizational structure and process- 

related (10), including “problems linked to the complex nature of

17



organizational decision-making and the challenges of integrating 

evidence therein”15<p267). Seven studies reported individual barriers to 

evidence use and seven studies reported organizational culture as a 

barrier. Interaction between researchers and decision-makers was also 

mentioned in one of the studies. Table 1-3 provides a summary of the 

barriers identified in each theme for the included studies:

Within each theme, different specific types of barriers to evidence use 

were identified. Table 1-4 describes the types of barriers experienced by 

decision-makers for each of the barrier themes, which are subsequently 

explored in detail in the following section:
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Table 1-3: Barriers to Evidence Use: Summary of Themes
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1 Belkhodja 2007 X
2 Bowen 2009 X X X X
3 Dobbins 2007(a)
4 Dobbins 2001 X
5 Dobbins 2007(b) X X X
6 Farmer 2001 X X X X
7 Ham 2003 X X
8 Higgins 2011 X X X
9 Jbilou 2007

10 McDiarmid 2007 X X
11 Mitton 2004 X X X X
12 Niedzwiedzka 2003 X X X
13 Weatherly 2002 X X X X
14 Wilson 2003 X X X X

(X indicates that the antide was a source o evidence for the theme)
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Table 1-4: Barriers to Evidence Use: Summary of Types by Theme

Barrier Theme Types of Barrier
Information • Irrelevance of research

• Unclear definition of evidence
• Negative perceptions of 

research
• Limited access to information
• Mismatch of research to 

complex reality
• Time consumed by research
• Excess quantity of information

Organization (Structure and 
Process)

• Time limitations
• Lack of internal research 

resources
• Human resource constraints
• Financial constraints
• Lack of data and systems
• Deficient planning processes
• Absence of processes
• Poor support from senior 

management
• Rigid program silos
• Competing priorities
• Poor communication

Organization (Culture) • Decision-making
• Crisis management
• Resistance to change
• Politically influenced decisions
• Challenging the promotion of 

evidence use

Individual Skills • Research literacy
• Research utilization
• Management

Interaction • Decision-maker/researcher gap
• Mutual mistrust
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Barriers: Information

Decision-makers at the program levei in health care organizations require 

a variety of information to inform decisions. This can include research 

findings, local evaluation results, expert opinion or professional 

experience16'19. The most frequently cited barrier to evidence-use that 

emerged from our analysis was information. The most frequently cited 

barriers to evidence-use among health care organization decision­

makers relate to perceptions of the information generated through 

academic research. Decision-makers perceived a lack of relevant 

research, particularly research that could be used to make decisions at 

the local level14,16'20. Mitton and Patten report that a “barrier to the 

application of evidence in priority-setting was the difficulty in applying 

evidence in the local context”17(p 148). Overall, negative perceptions of 

research by decision-makers were also identified as a barrier to the use 

of evidence15,16,18,21. In Niedzwiedzka’s study of health care decision 

makers, for example, “Only 15% of respondents thought that research 

results had significant influence on practice in health care, and only 3.2% 

perceived developments in scientific knowledge as having an input in 

their area of decision making”18(p108). Two studies also found that 

research that does not reflect the complex reality of the health care 

decision-making environment was a barrier to evidence-use17,19. 

Confusion regarding what constitutes evidence contributed to a lack of 

evidence-use by decision-makers 16-19 Too much information16,19 and
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difficulty accessing relevant information14,18,19,22 were also identified as 

barriers. The amount of time it takes for research to be completed in 

order to inform a decision was also perceived as a barrier to evidence- 

use22,23.

Barriers: Organization -  Structure and Process

An organization’s structure and processes emerged as an important

barrier to the uptake of evidence in program planning, implementation

and evaluation. The most frequently cited organizational barriers to

evidence-use were time (6) and internal resource constraints (6).

Evidence use in program planning, implementation and evaluation is

challenged by a lack of time14,17'21 and internal resources for research18"

22. Bowen et al report:

“Lack of time and resources emerged as key barriers. 

Under-resourcing was described as resulting in poor 

decisions, ...an inability to allocate resources to research or 

evidence-related positions and (perhaps most importantly) 

workload pressures that were described as actively working 

against the thoughtful reflection essential for [evidence- 

informed decision making]"21 (p 93).

Internal resource constraints included human resource constraints19"21,24, 

financial constraints14,18,22, workload issues such as competing 

priorities21, and a lack of organizational data and systems18,21,22.
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Organizational leadership, especially a lack of senior management 

support for evidence-informed decision-making16,21, a paucity of 

processes within organizations to incorporate evidence into program 

management decisions15,17, and a lack of formal planning processes15,21 

were also identified as barriers to evidence use. Poor communication 

within an organization, between and across levels, as well as programs 

operating in isolation from other programs within the same organization 

further inhibited the use of evidence21.

Barriers: Organization -  Culture

Organizational culture was identified as a barrier in program planning, 

implementation and evaluation within health care organizations, 

particularly the decision-making culture of organizations15-17,20 and crisis 

management culture of health care15,17,21. One study suggested that a 

“cultural shift [was] thought to be required to begin to use 

evidence”17(p 148). The highly politicized environment within which health 

care organizations undertake program planning, implementation and 

evaluation also contributed to challenges experienced by decision­

makers in using evidence to inform decisions19,21. An overall resistance 

to change21,24 and challenges in implementing change within health care 

organizations21 were also barriers to evidence-use identified by decision­

makers.
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Barriers: Individual

Decision-makers in health care organizations also experienced barriers 

to evidence use at the individual level. A deficit in the skills and 

experience of decision-makers in research literacy and research 

utilization, and a lack of formal management training were expressed as 

barriers to evidence-use in program planning, implementation and 

evaluation14,15,17'21. According to Wilson et al, referring to a survey of 

executive directors in community-based organizations:

“Capacity was lowest for the domains related to: acquiring 

research (subsection I); assessing the reliability, quality, 

relevance, and applicability of research evidence 

(subsections III and IV); and summarizing results in a user- 

friendly way’20(p3).

Barriers: Interaction

One of the included studies also identified issues related to the 

interaction between researchers and decision-makers as barriers to the 

use of evidence in health care organizations. The gap between 

researchers and decision-makers, in terms of a lack of contact and 

mutual understanding was identified as a barrier to evidence use20.

Facilitators of Evidence Use

The majority (10) of the included studies identified facilitators of evidence 

use for program planning, implementation and evaluation. The majority
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of facilitators of evidence-use experienced by managers were 

informational (10), for example,

“Public health decision-makers value the use of systematic 

reviews to facilitate the decision-making process. They 

indicated that systematic reviews were particularly useful 

because they integrate the results o f many studies into one, 

which allows them to bypass the stage o f looking at 

individual studies. This saves them time and gives them 

more confidence knowing their decisions are based on the 

culmination of many studies instead of just a few” 25<p 159>,

Organizational structure and process or organizational culture were 

identified as facilitators of evidence use in eight of the studies. One study 

concluded that evidence use “in health service organizations was more 

complex and much more sensitive to organizational factors and 

processes than previous studies seemed to affirm,,26(p 407). Interaction 

between researchers and decision-makers was found to be a facilitator of 

evidence use in five of the studies. Four studies reported individual skills 

as facilitators of evidence use. Table 1-5 provides a summary of the 

facilitators identified by theme for the included studies.

Within each theme, different specific types of facilitators of evidence use 

were detailed. The following Table 1-6 describes the types of facilitators 

identified by decision-makers for each of the facilitator themes:
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Table 1-5: Facilitators of Evidence Use: Summary of Themes
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1 Belkhodja 2007 X X X X X
2 Bowen 2009
3 Dobbins 2007(a) X X
4 Dobbins 2001 X X X
5 Dobbins 2007(b) X X
6 Farmer 2001 X X X
7 Ham 2003 X X X
8 Higgins 2011
9 Jbilou 2007 X X X X

10 McDiarmid 2007
11 Mitton 2004 X X
12 Niedzwiedzka 2003 X X
13 Weatherly 2002 X X X
14 Wilson 2011 X X X X

(X indicates that the antide was a source o evidence for the theme)
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Table 1-6: Facilitators of Evidence Use: Summary of Types by

Theme

Facilitator Theme Types of Facilitator
Information • Access to information

• Complex intervention evaluation 
methods

• Targeted dissemination

Organization (Structure and 
Process)

• Intra-organizational linkages
• Expertise in research utilization
• Processes for integration of 

evidence
• Administrative support
• Operational data availability

Organization (Culture) • Supporting evidence use
• Human resources training and 

rewards
• Inter-organizational 

collaboration
• Visible research utilization

Individual Skills • Researcher and decision-maker 
focus on application

Interaction • Contact between researchers 
and decision-makers

• Mutual respect
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Facilitators: Information

The studies included in this review identified facilitators of evidence-use 

experienced by decision-makers in health care organizations, which can 

be categorized as inform ational. Access to information14'15,18-20,23'27 as 

well as targeted dissemination of research findings to decision­

makers14,17,19,25,26 were identified as important facilitators of evidence 

use. Decision maker’s access to information was highlighted by one 

study which concluded that it was important for:

“research-producing organizations knowing not only who 

their target audience(s) are and what their needs are 

concerning research evidence, but also what questions 

require answers, and what kind o f answers are optimal for 

different types of decisions” 14(p 9).

The advancement of research methods to meet the needs for evaluating 

complex interventions15 was also identified as a facilitator of evidence- 

informed decision-making.

Facilitator: Organizational -  Structure and Process

Organizational structure and processes also emerged as facilitators of

evidence use for program planning, implementation and evaluation.

Facilitators of evidence-use that relate to the structure and processes of

health care organizations included administrative support 15 2427 and
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intra-organizational linkages that promote knowledge sharing across the 

organization15,17,20,26,27. Developing internal expertise on research 

utilization 15,19,20,26 and formalizing the integration of evidence into 

decision-making processes17,19,20, were also facilitators of evidence-use. 

The importance of organizational structure and process to evidence use 

is highlighted in one study which reports that “developing formal and 

informal linkage mechanisms, and creating policies that foster user’s 

experience in research are key factors to increase research 

utilization"26**3 406). An additional facilitator to evidence-use at the 

organizational level included the availability of operational data to support 

decision-making15,19.

Facilitator: Organizational - Culture

The studies included in this review also reported that evidence-informed 

decision-making is influenced by an organization’s culture. An 

organizational culture that is supportive of evidence use, providing 

required supports and demonstrating through action that evidence-use is 

valued15,20,23,26,27 and through providing necessary human resources, 

training and rewards for evidence-use19,20,24 were seen as facilitators of 

evidence-use in health care organizations. As one study’s authors 

concluded, “making research one of the main pillars of the organizational 

culture of health service organizations” is a critical success factor to 

increasing evidence use in decision-making26(p 406). Ensuring the visibility
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of research utilization26 27 within the organization was also identified as a 

facilitator. In addition, evidence-use within health care organizations was 

facilitated through inter-organizational collaboration and the sharing of 

information, expertise and experiences between organizations26,27.

Facilitator: Individual

Facilitators to evidence-informed decision-making were also identified at 

the individual level. Individual skill building for decision-makers in 

research literacy, research utilization and research application was 

identified as a facilitator of evidence use within health care organizations. 

The use of evidence for decision-making was also facilitated through the 

building of individual researcher’s skills, to produce evidence that is 

useful to decision-makers and disseminate evidence to decision-makers 

more effectively20,23,24,26. For example, in one study, a decision-maker’s 

“experience in research strongly explained research result use among 

health managers”26(p

Facilitator: Interaction

Interaction between researchers and decision-makers was identified as 

a facilitator of evidence use. Opportunities for direct contact and 

communication between researchers and decision-makers were found to 

facilitate evidence-informed decision-making18,25. Sustained 

dialogue14,25,26 and developing partnerships27 between researchers and
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decision-makers were also identified as facilitators of evidence use. 

Participants in one study suggested, “one-to-one interaction with the 

researcher to discuss findings, their potential implications for practice, 

and the opportunity to brainstorm implementation strategies would greatly 

influence their use of research evidence”25(p 159).

D is c u s s io n

The findings from this review fill a gap in the literature by synthesizing 

recent evidence on barriers and facilitators of evidence use at the 

program level. There has been considerable focus in the literature on 

decision-making at the clinical level28, some at the policy level29,30, but 

only paucity on decision-making at the level of program planning, 

implementation and evaluation. Earlier reviews on decision-makers in 

public health30 and health policy29 included decision-makers at the policy 

and management levels8, precluding examination of barriers and 

facilitators specifically experienced at the program management level. A 

thematic analysis of the recent Orton et al30 review of public health 

decision makers revealed similarities in the types of barriers and 

facilitators identified. A greater emphasis, however, was found on the 

‘Interaction’ theme, which could be due to the inclusion of policy-makers, 

since more weight was given to the influence of researcher-policy-maker 

interaction as a strategy to promote evidence use at the policy level31.

An earlier review of health policy decision-making, which reviewed the
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evidence from 1966 to 2000 reported barriers and facilitators to evidence 

use in the themes of Information, Organization (Structure and Process), 

and Interaction29. A recent review of barriers and facilitators of evidence 

use at the clinical level found that clinicians experience some of the same 

barriers and facilitators of evidence use, including the themes of 

Information, Organization (Structure and Process), Organization 

(Culture), and Individual Skills28. However, a key difference between 

program managers and clinicians as well as policy makers in terms of 

barriers to evidence use was organizational, with organizational 

processes for planning and integrating evidence into decision-making 

being uniquely identified as a key facilitator of evidence use at the 

program management level.

The findings suggest that strategies to promote evidence use by program 

managers need to be directed not only at decision-makers, but also at 

researchers. Decision-makers value research on complex interventions 

but experienced challenges in the use of evidence to inform decisions 

due to the definition of evidence. Strategies directed at improving 

dissemination and communication of research could increase evidence- 

use. Both the relevance and timeliness of research could be improved 

through the exploration of participatory research methods with integrated 

feedback mechanisms.
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Findings from the included studies suggest that decision-makers in health 

care organizations experience barriers to using evidence at both the 

organizational and individual level and that efficient ways of integrating 

evidence-informed decision-making into organizational processes is 

required. Managers not only need organizational leaders to support 

them in using evidence, but also to address human resource challenges 

that inhibit evidence-use. Evidence use could also be increased through 

the development and implementation of formal organizational processes 

for decision-making and organizational investment in systems to support 

evidence-use. Improvements could also be made to internal 

communication mechanisms and processes within organizations and a 

demonstrated commitment to evidence development and sharing across 

the organization.

While addressing barriers to evidence-use associated with organizational 

culture requires executive leadership, those at the individual level require 

strategies directed at individual skill building. Opportunities for increased 

interaction between researchers and decision-makers would also serve 

to promote evidence use.

C o n c l u s io n s

The findings from this review suggest that barriers and facilitators to 

evidence use in management decision-making within health care
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organizations can be categorized into four distinct groups: (1) 

Informational, (2) Organizational, (3) Individual, and (4) Interactional. 

Understanding the barriers and facilitators to evidence-use experienced 

by managers is an essential first step in developing strategies to promote 

evidence-informed decision-making at the program level within health 

care organizations. The findings from this review confirm that evidence- 

informed management requires more than encouraging research 

utilization within organizations. To address informational barriers to 

evidence-use experienced by managers, various sources of evidence 

need to be considered at different times throughout the decision-making 

process32. Research to determine effective strategies to address 

organizational barriers to evidence-informed decision-making has yet to 

be undertaken. Currently, gaps in the understanding of the process 

managers use to apply evidence in health care organizations and how 

that process can be enhanced to promote evidence-informed decision­

making exist1,33. The findings of the review also suggest that strategies 

to promote evidence use need to be directed individually towards both 

researchers and decision-makers to enhance the ability of individuals to 

participate in and promote evidence-informed decision-making.

Strategies to foster interaction between researchers and decision-makers 

should also be explored. The barriers and facilitators of evidence use in 

decision-making at the management level within health care 

organizations identified through this review can be used to develop the
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required multidimensional solutions for promoting evidence-informed 

program planning, implementation and evaluation within health care 

organizations.

A version o f this chapter has been submitted for publication. Humphries 

2013. BMC Health Services Research.
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Appendix 1-1 -  L i te ra tu r e  S e a rc h  S t r a te g y

Literature Search Strategy

Dates Conducted: October 2011 -  February 2012

Limits: English language only, human studies, 2000 to date

Topic: Strategies within health organizations for capacity building for the

use of evidence in program planning. For example, what’s effective in

promoting evidence use within organizations, use of evidence in context

& for program evaluation. Not clinical evidence, policy or program

planning evidence. Three concepts within this topic:

- KT within health care organizations

- organizational development

- program evaluation

Concept 1 Concept 2 Concept 3 Concept 4 NOT

MeSH terms MeSH terms Title words

Decision

making[majr]

Evidence-based

medicine[mh]

lmplement*[ti] Patient[ti]

Decision

making,

organizational

mh]

Evidence-based

practice[mh]

lntegrat*[ti] Physician*[ti]

Policy making 

[mh]

Knowledge[majr

]

Barrier*[ti] Clinical[ti]
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Program

development

[mh]

Information

dissemination[m

h]

Uptake[ti] Nurs*[ti]

Health policy 

[mh]

Communication

barriers[mh]

Facilitat*[ti] Clinician*[ti]

Capacity[ti] Surgical[ti]

Program

evaluation[mh]

Interdisciplinary

communication!

mh]

“evidence

use”[ti]

Care[ti]

Health plan

implementation

mh]

Persuasive

communication

mh]

“research

utilisation”[ti]

Community[ti]

Delivery of 

health

Care/methods

Health services

research/utilizati

on

“research

utilization”[ti]

Therap*[ti]

Models, ’

organizational

mh]

Health services 

research/organi 

zation & 

administration

“research

use”[ti]

Midwife*[ti]

Quality 

assurance, 

Health care[mh]

Diffusion of 

innovation[majr]

“research

evidence”[ti]

Child*[ti]

Organizational Group “evidence- lmmigrant*[ti]
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policy [majr] processes[mh] based”[ti]

Systems

integration[majr]

Translational

research[mh]

“evidence

informed”[ti]

Physical[ti]

Organizational

case

studies[mh]

Gap[ti] Family[ti]

Organization

and

administration/s

tandards

Organizational

culture[mh]

lnfluenc*[ti] Women*[ti]

Partnership*[ti] Adolescent*[ti]

lmprov*[ti] Medicine[ti]

Additional

keywords

Additional

keywords

Health

promotion[mh]

“program

plan*”[ti]

evidence[TI] “knowledge”[ti] Emergenc*[ti]

“programme

plan*”[ti]

“evidence-

based

management”[ti 

ab] OR 

“evidence- 

informed”[tiab]

“knowledge

managemenf[ti]

Population[ti]

Policy[ti] OR “learning “knowledge
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policies[ti] OR 

policymak*[ti]

organization”[tia 

b] OR “learning 

organ isation”[tia 

b]

utilization“[ti] 

OR “knowledge 

utilisation[tj]

“decision 

mak*”[ti] OR 

decisionmak*[ti]

Manag*[ti] “knowledge

ueeltq

“knowledge

translation”[ti]

Research 

Support as 

Topic[mh]

“knowledge

broker*”[ti]

Health

knowledge,

attitudes,

practice[mh]

lnformed[ti]

“research to 

practice”[ti]

Culture[ti]

“best

practice*”[ti]

“evidence

utilisation”[ti]

“utilisation of 

evidence”[ti]

“utilization of
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evidence”[ti]

Final search strategy

1. PubMed (www.pubmed.gov, searched 20 Oct 2011) =9783 references 

* search term Policy making[mh] added 21 Oct 2011 = 391 additional 

references

#47 Search #45 OR #46 9783

#46 Search #44 Limits: Humans, English, Publication 9647

Date from 2000

#45 Search #44 AND (publisher[sb] OR in process[sb] 136

OR pubmednotmedline[sb]) Limits: Publication Date 

from 2000

#44 Search #35 NOT #43 Limits: Publication Date from 11892 

2000

#43 Search #38 OR #40 OR #41 OR #42 Limits: 1506058

Publication Date from 2000 

#42 Search surgical(ti] OR community[ti] OR therap*[ti] 294867 

OR midwif*[ti] Limits: Publication Date from 2000 

#41 Search immigrant*[ti] OR migrant*[ti] OR physical[ti] 375649 

OR family[ti] OR women*[ti] OR medicine[ti] OR 

medical[ti] OR health promotion[mh] OR 

emergenc*[ti] OR population[ti] Limits: Publication

46

http://www.pubmed.gov


Date from 2000

#40 Search child[ti] OR childhood[ti] OR children[ti] OR 212574 

adolescent*[ti] OR adolescence[ti] Limits: Publication 

Date from 2000

#38 Search patient*[ti] OR physician*[ti] OR clinical[ti] OR 763903 

nurs*[ti] OR clinician*[ti] Limits: Publication Date from

2000

#37 Search #36 Limits: Publication Date from 2000 28767

#36 Search #17 AND (#33 OR #34) 37122

#35 Search #17 AND #34 23895

#34 Search #18 OR #19 OR #20 OR #21 OR #22 OR 249445 

#23 OR #24 OR #25 OR #26 OR #27 OR #28 OR 

#29 OR #30 OR #31 OR #32

#32 Search "learning organization"[tiab] OR "learning 139

organisation"[tiab]

#31 Search "evidence-informed"[tiab] 305

#30 Search "evidence-based management"[tiab] 516

#29 Search evidence[ti] 146188

#28 Search translational research[mh] 1318

#27 Search diffusion of innovation[mh] 12903

#26 Search health services research/organization & 8748
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administration

#25 Search health services research/utilization 209

#24 Search persuasive communication[mh] 2501

#23 Search interdisciplinary communication[mh] 6785

#22 Search communication barriers[mh] 3988

#21 Search information dissemination[mh] 7376

#20 Search knowledge[mh] OR knowledge[ti] 35410

#19 Search evidence-based practice[mh] 46870

#18 Search evidence-based medicine[mh] 43280

#17 Search #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 355173

OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR

#14 OR #15 OR #16

#16 Search "decision making"[ti] OR "decision maker*"[ti] 11913

OR decisionmak*[ti]

#15 Search policy[ti] OR policymak*[ti] 25016

#14 Search organization and administration/standards 53010

#13 Search organizational culture[mh] 10759

#12 Search organizational case studies[mh] 7958

#11 Search systems integration[majr] 2205

#10 Search organizational policy[majr] 3030

#9 Search quality assurance, health care[majr] 100604

OR decisionmak*[ti]

#15 Search policy[ti] OR policymak*[ti] 25016

#14 Search organization and administration/standards 53010 

#13 Search organizational culture[mh] 10759

#12 Search organizational case studies[mh] 7958

#11 Search systems integration[majr] 2205

#10 Search organizational policy[majr] 3030

#9 Search quality assurance, health care[majr] 100604
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#8 Search models, organizational[mh] 12729

#7 Search delivery of health care/methods 9179

#6 Search health plan implementation[mh] 2831

#5 Search program evaluation[mh] 46786

#4 Search health policy[mh] 69711

#3 Search program development[mh] 18929

#2 Search decision making, organizational[mh] 9953

#1 Search decision making[majr] 41845

2. The Cochrane Library (John Wiley, issue of 12 2011)

Cochrane Reviews [35] | Other Reviews [3] | Clinical Trials [339] | 

Methods Studies [191] | Technology Assessments [3] | Economic 

Evaluations [0] | Cochrane Groups [0]

#1 (decision making):ti,ab,kw or (decision*):ti 4471

(inform OR informed):ti,ab,kw or "evidence based 

#2 practice":ti,ab,kw or "evidence based 44386

management" :ti,ab,kw or (research):ti,ab,kw

"learning organization":ti,ab,kw or (information 

#3 dissemination):ti,ab,kw or (knowledge):ti,ab,kw or 17260

(communication):ti,ab,kw or (barriers):ti,ab,kw

#4 (uptake):ti,ab,kw or (diffusion):ti,ab,kw or 32478
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(integrat*):ti,ab,kw or (implement*):ti,ab,kw or 

(capacity):ti,ab,kw

#5 (#1 AND #2 AND ( #3 OR #4 )) 571

3. Centre for Reviews and Dissemination (CRD) databases (DARE, HTA, 

NHS EED)

(http://www.crd.york.ac.uk/crdweb/; searched 3 Nov 2011)

MeSH DESCRIPTOR Decision Making,
1 15

Organizational EXPLODE ALL TREES

MeSH DESCRIPTOR Decision Making EXPLODE 
2 223

ALL TREES

"capacity building" 8

("learning organization") 1

MeSH DESCRIPTOR Information Dissemination 
5 19

EXPLODE ALL TREES

(knowledge):TI OR (communication):TI OR
6 322 

(barriers):TI OR (uptake):TI OR (integrat*):TI

7 #1 OR #2 238

8 #5 OR #6 339
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http://www.crd.york.ac.uk/crdweb/


9 #7 AND #8 5

10 #3 OR #4 OR #9 14

("evidence informed") OR ("research evidence")
11 215 

OR ("knowledge transfer")

12 #10 OR #11 228

13 * FROM 2000 TO 2011 38837

14 #12 AND #13 171

4. EMBASE (Ovid, 1980 to 2011 Week 43)

1 exp decision making/ 110862

2 policy making.mp. or exp management/ 552172

3 learning organization.mp. 128

4 1 o r2  651705

5 exp information dissemination/ 9961

6 exp knowledge management/ 418

7 barrier*.ti. 29033

8 uptake.ti. 53613

9 evidence informed.mp. 327
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10 research evidence.mp. 2888

11 evidence based management, mp. 617

12 knowledge transfer.mp. 648

13 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 96954

14 4 and 13 3848

15 3 or 14 3974

limit 15 to (english language and yr="2000 -
16 3290 

Current")

(child or childhood or children or adolescent* or
17 598693 

adolescence).ti.

(immigrant* or migrant* or physical or family or

18 women* or medicine or medical or health promotion 885129 

or emergenc* or population).ti.

19 (surgical or community or therap* or midwif*).ti. 851196

(patient* or physician* or clinical or nurs* or
20 2060046 

clinician*), ti.

21 17 or 18 or 19 or 20 4049085

22 16 not 21 2181

limit 22 to (human and english language and
1511

yr="2000 -Current")
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5. ProQuest Dissertations & Theses (searched 4 Nov 2011)

128 documents found for: ("decision making" OR decisionmaker* OR 

"evidence informed" OR "evidence based manage*" OR "evidence based 

practice" OR "learning organization" OR "learning organisation") AND 

("knowledge trans*" OR "research use" OR "research utilization" OR 

"research utilisation" OR "research uptake" OR "evidence uptake") AND 

PDN(>1/1/2000) AND PDN(<12/31/2011)

6. Web of Science (Thomson Reuters; Science Citation Index Expanded 

(SCI-EXPANDED); Social Sciences Citation Index (SSCI); Arts & 

Humanities Citation Index (A&HCI); Conference Proceedings Citation 

Index- Science (CPCI-S); Conference Proceedings Citation Index- Social 

Science & Humanities (CPCI-SSH); Book Citation Index- Science (BKCI- 

S); Book Citation Index- Social Sciences & Humanities (BKCI-SSH); 

searched 4 Nov 2011)

# 4 521 (#3) AND Language=(English)

Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI- 

SSH, BKCI-S, BKCI-SSH Timespan=2000-2011 

Lemmatization=On

# 3  551 #2 AND #1

Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-
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SSH, BKCI-S, BKCI-SSH Timespan=AII Years 

Lemmatization=On

# 2 5,537 Topic=("knowledge trans*") OR Topic=("research use") OR

Topic=("research utilization") OR Topic=("research 

utilisation") OR Topic=("research uptake") OR 

Topic=("evidence uptake")

Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI- 

SSH, BKCI-S, BKCI-SSH Timespan=AII Years 

Lemmatization=On

# 1 153,278 Topic=("decision making" OR decisionmaker* OR "decision

maker*" OR decisionmaking) OR Topic=("evidence 

informed" OR "evidence based manage*" OR "evidence 

based practice") OR Topic=("learning organization" OR 

"learning organisation")

Databases=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI- 

SSH, BKCI-S, BKCI-SSH Timespan=AII Years 

Lemmatization=On

7. CINAHL (Nursing & Allied Health) (EBSCOHost; searched 8 Dec 

2011)
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S1 and S2 and S3

Limiters - English Language; Published Date from:
S5 513

20000101-20111231; Exclude MEDLINE records

Search modes - Find all my search terms 

S4 S1 and S2 and S3 1875

S3

Tl implement* OR Tl integrat* OR Tl barrier* OR Tl 

uptake OR Tl facilitat* OR Tl utiliz* OR Tl research 

use OR Tl using OR Tl partner* OR Tl gap* OR Tl 

informed

106677

S2
evidence OR knowledge OR information 

dissemination OR learning organization
210511

S1

decision making OR policy making OR program 

development OR organizational policy OR 

(organization and administration)

98552

8. ABI Inform (ProQuest; searched 13 Dec 2011)

33 documents found for: (evidence-based practice) AND (decision 

making OR organizational behavior) AND PDN(>1/1/2000) AND 

PDN(< 12/31 /2011)

9. Library and Information Science Abstracts (LISA; searched 13 Dec 

2011)
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Search Query #4 Tl=(evidence* or knowledge or information) and 

TI=(decision* or organization* or practice*) and health* 123 Published 

Works results found in LISA: Library and Information Science Abstracts 

(limit 2000-2012)

Additional sources (searched 8 Dec 2011 -2 8  Feb 2012)

The Campbell Collaboration Library of Systematic Reviews 

http://www.campbellcollaboration.org/library.php -  scanned list of titles of 

all reviews = 0 relevant references

KU-UC database http://kuuc.chair.ulaval.ca/english/index.php - scanned 

titles in category for Evidence-based decision making OR knowledge 

utilization = 469 references; 7 relevant non-duplicate references added 

to database

KT+ database http://plus.mcmaster.ca/kt/Default.aspx - searched 

keywords “decision*” and “evidence”; scanned results, references too 

clinical; nothing relevant identified:

Search Results

Quality-Filtered View 50 matches
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http://plus.mcmaster.ca/kt/Default.aspx


Articles*:

Original Studies 

Included in Quality 

Filtered Reviewsf:

View 152 matches

Quality Improvement 

Studies from 

Pubmed$:

View 100 matches

NYAM Grey literature collection http://www.nyam.org/library/online- 

resources/grey-literature-report/ - searched “decision making” = 150 hits, 

4 possibly relevant; “decision” AND “evidence” = 59 hits, 1 possibly 

relevant

MEDLINE Author Search

“Lavis JN” [Author] 98

15 lavis j 124

14 “Lomas J” [Author] 124

13 Lomas J 167

12 “Oxman AD” [Author] 193

11 oxman ad 193

10 “Kovner AR” [Author 42

9 Kovner ar 42

8 “Rundall TG” [Author] 56

7 rundall tg 56
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http://www.nyam.org/library/online-


6 “Grimshaw JM” [Author] 132

5 grimshaw jm

4 "Dobbins M” [Author] 40

3 dobbins m 75

2 “Ham C” [Author] 181

1 ham c 202

378
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CHAPTER 2: BUILDING ORGANIZATIONAL CAPACITY FOR 

EVIDENCE USE: THE EXPERIENCE OF TWO CANADIAN HEALTH
CARE ORGANIZATIONS

59



In t r o d u c t io n

All health systems face major challenges with decision-making within 

limited financial and human resources. One response has been a move 

towards using best available evidence to inform decision-making at 

various levels within health care organizations1, in particular, to adopt 

evidence-informed program planning. Although this requires appropriate 

strategies for these organizations to move knowledge into action, there is 

little in the literature about the best ways to achieve this.1,2'3 This paper 

describes the collective effort of two Canadian health care organizations 

and their university partner to support evidence-informed decision­

making, and introduces readers to the innovative strategies developed 

and implemented through this collaboration to promote evidence- 

informed program planning, implementation and evaluation.

B a c k g r o u n d

The VALUE initiative was conceived in 2006 under the SEARCH Western 

Canada Strategy in partnership with the Regina Qu’Appelle Health 

Region (RQHR) and Northern Health (NH) to build organizational 

capacity for evidence-informed decision-making. VALUE is an acronym 

for Value Add through Learning and Use of Evidence. Executives from 

RQHR and NH came forward with both interest and funding to develop a 

formal initiative. The overarching goals of the initiative were to: add value 

through cross jurisdiction collaboration; bring research closer to practice
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in health care; build relationships across academic and practice sectors; 

and facilitate development of and access to relevant research.

Purpose

The purpose of the VALUE initiative was to explore strategies for building 

organizational capacity to use evidence to inform program management 

decision-making.

Strategies

The initiative was developed collaboratively and designed to support 

regional staff in finding, interpreting and using evidence. This aligns with 

the concept of integrated knowledge translation which “involves engaging 

and integrating those who will need to act on the findings, the knowledge 

users, into the research process.”4 The VALUE team (regional 

executives, research and evaluation leaders, liaisons, academics and 

program staff) worked together at the pilot sites on projects of strategic 

priority for the regions to build capacity for evidence-informed decision 

making through collaboration, skill building and support.

The components of the initiative were designed as capacity building 

strategies to address common individual and organizational barriers to 

evidence use, including lack of: contact between researchers and 

decision-makers; relevant research; individual skills; and inter- and intra-
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organizational sharing.5,6 These strategies were identified and 

developed jointly by the VALUE team based on research evidence,1713 

and are described in Table 2-1.
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Table 2-1: Strategies Developed and Implemented to Promote Evidence Use

Strategy to Promote 
Evidence Use

Description Barriers to Evidence Use Addressed

inter-regional
collaboration

• Ongoing collaboration developing inter-regional 
partnerships to learn from each other;

• Lack of access to relevant evidence/information

• Lack of time

• Heavy workload
• Program silos

• Lack of formal inter-regional networks
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Strategy to Promote 

Evidence Use

Description Barriers to Evidence Use Addressed

Learning projects • Projects of strategic priority used as teaching 
cases to increase relevance of evidence, and 
promote generalizable skills;

• Criteria for the learning projects collaboratively 
identified to ensure the projects would address 
strategic priorities for both health regions:
1. Rural health service delivery;

2. Access to care; and
3. Health services in a community setting.

• Projects selected:

1. RQHR - Rural Early Chronic Kidney 
Disease Detection and Intervention 
Program (Rural CKD Program) and

2. NH- Mackenzie Mental Health and 
Addictions Collaborative Program 
(Mackenzie Program);

• Lack of access to relevant evidence/information

• Lack of research literacy

• Lack of research utilization skills
• Lack of program planning skills

• Lack of senior management support

• Heavy workload

• Lack of resources
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Strategy to Promote 

Evidence Use

Description Barriers to Evidence Use Addressed

Liaison roles • Selection of program staff in each health region 

to make purposeful connections with program 
staff from the other health region to create 
trust, develop networks and share learnings 
between health regions;

• Lack of access to relevant evidence/information

• Program silos

• Lack of formal inter-regional networks

Research support • Access to research expertise from an academic 
institution, creating training and coaching 
opportunities while involving decision-makers in 
the research process;

• Lack of research literacy

• Lack of research utilization skills

• Lack of program planning skills

• Limited contact between researchers and 
decision-makers

• Lack of research resources

Protected time for 

activities
• Creating space for organizational participants 

to explore and create evidence in context.
• Lack of senior management support

• Heavy workload

• Lack of resources

• Lack of time
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Project Organization and Structure

An executive committee consisting of executives (CEO (RQHR), Vice- 

Presidents (RQHR & NH)) from each region and the research lead was 

established to provide strategic guidance for the initiative. A steering 

committee, consisting of the leads from the research and evaluation 

units from each region along with the University of Alberta research team 

(UofA team), was established to collaboratively plan and manage the 

initiative. The sharing of progress and plans, as well as critical reflection 

at the steering committee level ensured that the regions could learn from 

each other’s experiences throughout the initiative. Project teams, 

consisting of program staff (including program managers, project 

coordinators and front-line staff) representing each of the site-specific 

learning projects were formed in each region. Each of the participating 

regions also identified an individual to participate in a lia ison role within 

the initiative. These liaisons were selected so as to match the learning 

project program area of the partner region. The liaison from the RQHR 

was from Mental Health and Addictions and the NH liaison was from 

Chronic Kidney Disease. Figure 2-1 provides an illustration of the 

program structure.
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Figure 2-1. VALUE Initiative Project Organization and Structure
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The initiative was divided into two distinct Phases. Phase 1 involved the 

planning and delivery of customized capacity building workshops with 

program and other staff (program directors, managers and coordinators 

from other primary care program areas) at each site. Phase 2 focused 

on support for planning and implementation of the regional learning 

projects. Throughout the initiative, the steering committee worked 

collaboratively with program staff to identify their learning and support 

needs and modified the strategies based on experience and feedback 

throughout the initiative. Despite the inherent differences between the 

two regions and their respective learning projects, similar needs were 

identified, which promoted the sharing of learning across the regions.

The following summaries of the activities in each region highlight the 

similar capacity building needs identified in each region, which included 

skill building in evidence synthesis and program evaluation, as well as 

similar support and coaching requirements to apply concepts to the 

learning projects. For a complete stand alone case study summary of the 

activities in RQHR see Appendix 2-1. For a complete stand alone case 

study summary of the activities in NH see Appendix 2-2. A summary 

case study comparison of RQHR and NH can be found in Appendix 2-3.
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A c tiv ity  S u m m a r y

Regina Qu’Appelle Health Region

The learning project selected in RQHR, the Rural CKD Program, was 

located an hour and a half east of Regina in the small rural town of 

Grenfell, Saskatchewan. The agricultural town has a population of 1000 

people and is adjacent to the Sakimay First Nation. Chronic disease was 

a health services priority area in the rural Regina Qu’Appelle area, and 

the purpose of the Rural CKD Program was to address the need for 

improved screening, management and referral of patients with Chronic 

Kidney Disease. Implementation of the Program was planned for Fall 

2010, so program staff required planning, implementation and evaluation 

support. Figure 2-2 provides a summary of the activities completed in 

RQHR.
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Figure 2-2. Regina Qu’Appelle Learning Project Activity Summary
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Phase 1

Activities in Phase 1 of the for the RQHR learning project included an 

evidence synthesis and a site visit, which included customized 

workshops on evidence use and program evaluation.

The evidence synthesis for the Rural CKD Program focused on kidney 

disease prevention within the broader context of chronic disease 

management. The evidence synthesis and site visit were intended as a 

first step in the VALUE initiative, and to provide an opportunity for staff to 

learn about using evidence in program planning, implementation and 

evaluation, using the learning project as a practical teaching case.

Phase 2

Phase 2 involved provision of ongoing support to the development and 

evaluation of the Rural CKD learning project by the UofA team. 

Teleconferences were held with the UofA team and the learning project 

team, which provided structured opportunities for coaching on program 

development and evaluation, as well as issue identification and 

management for the learning project.

Program Development Support
The UofA team helped the program staff identify opportunities to use 

evidence in planning the Rural CKD Program; and provided project- 

planning support to the learning project team to put into practice skills in

71



applying evidence in program planning. The program development 

activities provided staff with an opportunity to think critically and 

evaluatively about the components of the proposed program.

Evaluation Support
The UofA team also provided the learning project team with evaluation 

planning support which included developing evaluation plans and tools. 

The RQHR Research and Performance Support unit also provided 

expertise and resources which included assisting the learning project 

team in developing an ethics application for the evaluation of the learning 

project.

Unfortunately the RQHR learning project experienced delays in 

implementation as a result of staff changes. The project was put on hold 

in the fall of 2010, with the result that neither the learning project 

implementation nor evaluation activities were completed. Despite this, 

most of the learning objectives were accomplished.

Northern Health

The learning project selected in NH, the Mackenzie Program, was an 

initiative to integrate mental health and addictions services with primary 

care located two hours north of Prince George in the small northern town 

of Mackenzie, British Columbia. The forestry based economy town has a
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population of approximately 4500 people and is adjacent to the McLeod 

Lake First Nation. The town experienced an economic downturn in 2008, 

when the pulp mills began to shut down, resulting in high unemployment, 

creating a mental health and addictions crisis in the community. The 

Mackenzie Program was implemented in July 2008 to improve mental 

health and addictions services through collaboration with primary care 

physicians. The focus of the learning project in NH was to identify the 

benefits and challenges experienced by the Mackenzie Program to 

inform program development in other rural areas of the health region. 

Figure 2-3 provides a summary of the activities completed in NH.
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Figure 2-3. Northern Health Learning Project Activity Summary
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Phase 1

Activities included in Phase 1 for the NH learning project were an 

evidence synthesis and a site visit, which included customized 

workshops on evidence use and program evaluation.

The evidence synthesis for the Mackenzie Program focused on the 

integration of mental health and primary care and identified a lack of 

evidence on impacts of particular models of mental health and primary 

care integration, highlighting the importance of local evaluation efforts for 

programs like the Mackenzie Program.

The steering committee worked collaboratively with program staff to plan 

customized workshops in NH. The workshops were opportunities for 

staff to learn to use evidence in program planning and evaluation, using 

the Mackenzie Program as an applied teaching case.

Phase 2

Phase 2 involved the ongoing support for the Mackenzie Program 

learning project by the UofA team. The UofA team made a second site 

visit to Mackenzie to meet with the learning project team. The objectives 

of the second site visit included building capacity for program evaluation 

through practical on-site support.
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Ongoing support provided by the UofA team focused on evaluation 

planning for the Mackenzie Program, including crafting evaluation plans 

and tools. Resources from both the UofA team and the NH Research 

and Evaluation unit supported the Mackenzie Program in the evaluation 

development and implementation through data collection and analysis.

The Mackenzie Program experienced some delays in completing the 

learning project, but all learning project activities were completed by May 

2011.

L e s s o n s  L e a r n e d

Through the VALUE initiative barriers to evidence use for program 

planning, implementation and evaluation were identified that were 

consistent with those well documented in the literature5,6; health care 

organizations would benefit from partnering to undertake future research 

on strategies to address known barriers to evidence use. The delays and 

staff turnover experienced during this initiative are reflective of the reality 

of working in health care and provided the opportunity to explore how 

strategies to promote evidence use in program planning can be applied 

in real-world settings. The impact of staff turnover could be mitigated 

through formal staff orientation to the initiative with clarity of roles. 

Through senior level organizational commitment and a focus on learning 

and development, the intended objectives were accomplished. While the
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lessons learned from this initiative may not be directly generalizable to 

other health care organizations, the similar needs and experiences of the 

participating health regions suggests that other health care organizations 

would find the lessons learned useful. The initiative found that strategies 

intended to promote evidence use need to be directed at multiple levels 

within the organization, to enhance existing supports and address known 

barriers to evidence use. The strategies to promote evidence use trialed 

were valued by participants and would be recommended to organizations 

looking to promote evidence-informed program planning, implementation 

and evaluation, in particular, strategies that provide ongoing real time 

research expertise and support to program staff and create opportunities 

for program staff to apply learning through practical projects of strategic 

priority were highly valued.

D ir e c t io n s  f o r  F u t u r e  In it ia t iv e s

Future research aimed at improving the success of such initiatives should 

include:

• A formal orientation for all staff involved in the initiative. The 

initiative had several restarts and delays that meant that there was 

staff turnover. There was an initial meeting in December 2008, but 

not all program staff were in attendance. A formal orientation for all
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stakeholders as they are brought into the initiative would 

potentially increase the success of the initiative.

• Role clarity for all participants: Clearly defined roles and 

responsibilities, as well as the time commitment required for all 

participants would maximize learning opportunities.

• Meaningful involvement of program staff in the initial and overall 

planning of the initiative: The initial planning did not involve the 

program staff in the learning projects, which resulted in a lack of 

ownership at the program level.

• Involvement and communication across the organization: 

Participants requested more active involvement from participants 

at all organizational levels and in all roles.

• Active involvement of senior management with the learning 

projects, including regular reporting, assistance in trouble shooting 

and managing change.

L im it a t io n s

The VALUE initiative reflects the unique experience of two Canadian 

health care organizations, and as such, the learnings may not be 

generalizable to other settings. Working within the complex environment 

of health care organizations challenges were expected. Changes in 

priorities and staff turn over are two limitations this initiative experienced.
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N e x t  S t e p s

The VALUE initiative was an inter-regional collaborative effort to promote 

evidence use at the program level. The strategies developed by the 

partners included real time, in context, applied learning opportunities for 

organizational decision-makers. In order to maximize learning about 

strategies to build capacity for evidence use in health care organizations, 

the initiative partners collaborated to design and implement a research 

project to learn from the overall initiative. The research was designed to 

explore how program management decisions are made and translated 

into actions in health care organizations; and to explore the extent to 

which the initiative has been helpful to the regions. The research project 

was completed in January 2012. Dissemination planning, to share the 

learnings, is underway. Lessons learned from the VALUE initiative will 

contribute to the understanding of how health care organizations can 

promote evidence-informed decision-making at the program level.

A version of this chapter has been accepted for publication. Humphries 

2013. Healthcare Management Forum.
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A ppen d ix  2-1: R eg ina  Q u ’A p pe lle  H ea lth  R e g io n  C a s e  S t u d y  S u m m a r y

Case Study Context

The VALUE initiative was conceived in 2006 under the SEARCH Western 

Canada Strategy in partnership with the Regina Qu’Appelle Health 

Region (RQHR) and Northern Health (NH) to build organizational 

capacity for evidence-informed decision-making. VALUE is an acronym 

for Value Add through Learning and Use of Evidence. Executives from 

RQHR and NH came forward with both interest and funding to develop a 

formal initiative. The overarching goals of the initiative were to: add value 

through cross jurisdiction collaboration; bring research closer to practice 

in health care; build relationships across academic and practice sectors; 

and facilitate development of and access to relevant research. The 

purpose of the VALUE initiative was to explore strategies for building 

organizational capacity to use evidence to inform program management 

decision-making. The initiative was divided into two distinct Phases. 

Phase 1 involved the planning, delivery and evaluation of customized 

capacity building workshops with program and other staff (program 

directors, managers and coordinators from other primary care program 

areas) at each site. Phase 2 focused on support for planning and 

implementation of the regional learning projects. Throughout the 

initiative, the VALUE initiative steering committee worked collaboratively 

with program staff to identify their learning and support needs.
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Learning project teams, consisting of program staff (including program 

managers, project coordinators and front-line staff) representing the site- 

specific learning project were formed in each region. Each of the 

participating regions also identified an individual to participate in a liaison 

role within the initiative. These liaisons were selected so as to match the 

learning project program area of the partner region. The liaison from the 

RQHR was from Mental Health and Addictions and the NH liaison was 

from Chronic Kidney Disease.

Activity Summary

The learning project selected in RQHR, a Rural Early Chronic Kidney 

Disease Detection and Intervention Program (Rural CKD Program), was 

located an hour and a half east of Regina in the small rural town of 

Grenfell, Saskatchewan. The agricultural town has a population of 1000 

people and is adjacent to the Sakimay First Nation. Chronic disease was 

a health services priority area in the rural Regina Qu’Appelle area, and 

the purpose of the Rural CKD Program was to address the need for 

improved screening, management and referral of patients with Chronic 

Kidney Disease. Implementation of the Program was planned for Fall 

2010, so program staff required planning, implementation and evaluation 

support.
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The following diagram summarizes visually the activities completed in 

Regina Qu’Appelle:

Figure 2-4. Regina Qu’Appelle Learning Project Activity Summary
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Phase 1

Activities included in Phase 1 of the VALUE initiative for the RQHR 

learning project were an evidence synthesis and a site visit in February of 

2010, which included customized workshops on evidence use and 

program evaluation.

The workshops were intended as a first step in the VALUE initiative, and 

to provide an opportunity for staff to learn about using evidence in 

program planning, implementation and evaluation. To help ensure that 

the workshops would have the most value for participants, staff of the 

learning project collaborated with steering committee members in 

developing workshop objectives and agendas. Potential workshop 

participants were identified and invited by the region. A pre-workshop 

survey was sent to each of the workshop participants to help the 

workshop facilitators best meet the needs and expectations of the 

participants (See Appendix 2-1-1). A full-day workshop was held in 

Grenfell (February 18, 2010) with broad participation, along with a half­

day workshop in Regina with the learning project team, focusing 

specifically on the learning project with the following objectives:

1. To illustrate appropriate use of evidence throughout the cycle of 

planning, implementation and evaluation of primary care services;
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2. To synthesize the research and other evidence related to chronic 

disease prevention and management in general, and kidney disease 

prevention/early intervention in particular, within the context of 

planning, implementing and evaluating kidney disease 

prevention/intervention initiatives in RQHR;

3. To identify principles of effective interventions in kidney disease 

prevention/early intervention applicable in this context;

4. To explore evaluation approaches, principles, concepts and practice; 

and

5. To apply these concepts to a strategy for evaluating the early 

Chronic Kidney Disease intervention.

The full-day workshop included 20 attendees from both rural and urban 

programs in primary care, renal, community care, home care, health 

promotion, and emergency medical services. The two VALUE liaisons 

and the Regina Qu’Appelle VALUE lead also attended, in addition to a 

representative from another health region on Saskatchewan. The 

workshop was facilitated by the research lead from the University of 

Alberta.

Presented at the workshop were results of an evidence synthesis 

undertaken by the research team for the Rural CKD Program. This 

included a review of the literature on chronic kidney disease as well as
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chronic disease management in general. This synthesis activity explored 

other model programs for early chronic kidney disease interventions as 

well as evidence supporting the proposed program model for the Grenfell 

Rural CKD Program. The workshop agenda can be found in Appendix 2- 

1- 2 .

The following objectives were identified for the half-day workshop 

(February 19, 2010), which took place in Regina, Saskatchewan with the 

learning project team:

1. To identify any areas where the proposed Rural CKD Program plan 

would need to be revised or elaborated based on previous day’s 

discussion;

2. To draft an initial evaluation plan for the Rural CKD Program;

3. To finalize an action plan for moving the Rural CKD Program forward; 

and

4. To confirm follow up capacity-building activities useful to the region.

The workshop included 7 attendees from rural and urban programs in 

primary care, renal, and community care. The two VALUE liaisons and 

the Regina Qu’Appelle VALUE lead also attended in addition to a 

representative from another health region (Sun Country) in 

Saskatchewan. The workshop was facilitated by the research lead from
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the University of Alberta. The workshop agenda can be found in 

Appendix 2-1-3.

Phase 2

Phase 2 involved provision of ongoing support to the development and 

evaluation of the Rural CKD learning project by the University of Alberta 

research team. Between June and September 2010, teleconferences 

were held with the University of Alberta research team and the Rural 

CKD learning project team. The teleconferences provided structured 

opportunities for coaching on program development and evaluation, as 

well as issue identification and management for the learning project.

Program Development Support
The University of Alberta research team helped the program staff identify

opportunities to use evidence in planning the Rural CKD Program; and

provided project planning support by assisting in the development of a

program description for the proposed Rural CKD Program. This process

of developing a formal program description also provided an opportunity

to put into practice skills in applying evidence in program planning. The

research team also (1) facilitated development of a timeline for Rural

CKD Program planning, implementation and ongoing evaluation; (2)

worked with the learning project team to critically appraise the proposed

information system being implemented for the program; and (3) facilitated

the development of a staff orientation plan for the proposed Rural CKD
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Program. These activities provided the learning project team with an 

opportunity to think critically and evaluatively about the components of 

the proposed program.

Evaluation Support
The University of Alberta research team also provided the learning 

project team with evaluation planning support: (1) providing a template 

for evaluation plan development; (2) facilitating the development of an 

implementation evaluation plan for the Rural CKD Program; and (3) 

assisting in developing evaluation questions, evaluation approaches, 

evaluation methods, tools and an evaluation timeline to accompany their 

program plan.

Tools developed included: (1) a draft patient assessment guide; (2) a pre­

implementation staff interview guide; (3) a patient chart data collection 

sheet; and (4) an interview guide to explore the experience of the 

Weyburn Rural CKD Program implementation (the program upon which 

the Grenfell Rural CKD Program was based).

The RQHR Research and Performance Support unit also provided 

expertise and resources; assisting the learning project team in 

developing an ethics application for the evaluation of the Rural CKD 

Program, and providing resources to conduct the interview with the 

Weyburn Rural CKD program staff.
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The RQHR learning project experienced delays in implementation as a 

result of staff changes. The project was put on hold in the fall of 2010, 

with the result that neither implementation nor evaluation activities were 

completed.
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A p p e n d ix  2 -1 -1 :  R e g in a  Q u ’A p p e l l e  H e a l t h  R e g io n  P r e -W o r k s h o p  

S u r v e y

Please use your mouse to click on the square shaded boxes to select 

your response. Use your mouse to click on the rectangular shaded 

boxes to type text. The shaded area will expand to accommodate as 

much text as you need to answer the questions.

1. Which of the following best describes your role(s) within the Region? 

(Please check all that apply)

□ Direct Patient Care

□ Program Manager

□ Research

□ Executive

□ Other (Please Describe)

2. Which of the following best describes your Program Area(s)? (Please 

check all that apply)

□ Renal

□ Primary Care

□ Other (Please Describe)

□ Other (Please Describe)
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3. What are you hoping to learn by participating in the workshop. 

...about evaluating programs?

...about using evidence in program planning?

...about anything else?

4. How often do you make the following types of decisions?

Daily Weekly Monthly Yearly Never

1 make patient care 

decisions...
□ □ □ □ □

1 make program planning 

decisions...
□ 1 1 □ □ □

1 set program or service 

priorities...
□ □ □ □ □

1 participate in policy 

development...
□ □ □ □ □
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5. What are the most common sources of evidence you use... (Please 

answer only those that apply)

...when making clinical patient care decisions?

...when making program planning decisions?

...when setting program or service priorities?

...when developing policy?

6. What factors make it difficult for you to use evidence...(Please answer 

only those that apply)

...when making clinical patient care decisions?

...when making program planning decisions?

 when setting program or service priorities?

...when developing policy?
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7. What experience have you had in evaluation (Please check all that 

apply)

□  None

□  I have participated in evaluations

□  I have been on a committee supervising an evaluation

□  I have planned, designed and/or conducted an evaluation

□  Other (Please Describe)

8. Please indicate your level of agreement with the following statements 

describing views on research, evidence and evaluation:

(5=Strongly Agree, 4=Agree, 3=Neither Agree nor Disagree, 1=Strongly 

Disagree)

5 4 3 2 1 Don’t
Know

8.1 Research is the only evidence 
that should be used in planning □ □ □ □ □ □
8.2 Clinical Trials are always the 
best form of research □ □ □ □ □ □
8.3Research findings are difficult to 
apply to actual program or practice 
decisions

□ □ □ □ □ □

8.4 It is easy to identify sources of 
evidence for program planning □ □ □ □ □ □
8.5 The purpose of evaluation is to 
determine if a program should 
continue

□ □ □ □ □ □

8.6 Evaluation should be used in the 
Health Region to improve a program □ □ □ □ □ □
8.7 Evaluations only measure 
outcomes □ □ □ □ □ □
8.8 Evaluations should be planned 
once a program is running well □ □ □ □ □ □

Thank you for completing this survey
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Appendix 2-1-2: Regina Q u ’A p p e lle  H e a lth  Region W o rk s h o p  A genda

RQHR Workshop 
Thursday February 18, 2010 - 9:00 am to 4:00 pm 

Multipurpose Room, Grenfell Health Center
Objectives:

1. To illustrate appropriate use of evidence throughout the cycle of 
planning, implementation and evaluation of primary care services

2. To synthesize the research and other evidence related to chronic 
disease prevention and management in general, and kidney disease 
prevention/early intervention in particular, within the context of 
planning and evaluating kidney disease prevention/intervention 
initiatives in RQHR

3. To identify principles of effective intervention in kidney disease 
prevention/early intervention applicable in this context

4. To explore evaluation approaches, principles and concepts and 
practice

5. To apply these concepts in to a strategy for evaluating the early 
Chronic Kidney Disease interventions

A.M. Focus -  Evidence for Program Development and

Implementation

Item Time

1. Welcome and Introductions
a. Background ; Objectives and outline for day
b. Introduction of individuals

9:00 am

2. Overview: Evidence informed planning, 
implementation and evaluation

a. What is evidence, what evidence is appropriate 
for planning?

9:20 am

3. What do we know works -  summary of evidence on 
CD prevention and management

a. Research evidence presentation
b. Applying these principles to CKD
c. Questions/discussion

9:35 am

96



BREAK 10:35

am

4. How do we apply th is  evidence in developing a 
early CKD interventions?

10:50

a. Brief history of CKD planning in Rural Regina 
Qu’Appelle

b. Overview of Sun Country Initiative

am

c. Facilitated discussion:
i. What principles highlighted in the

11:10

research evidence are reflected in this 
initiative?

ii. What changes and additions might be 
suggested?

iii. What contextual factors might need to be 
considered for the Rural 
Regina/Qu’Appelle region?

am

d. What other evidence do we need to move 
forward?

11:50

am

LUNCH BREAK 12:00

pm
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P.M Focus: Using Evaluation to Support Planning and Development

Item Time

5. Summary and overview of afternoon 12:45 pm

6. Overview -  What is evaluation? Facilitated 
Presentation

a. Purposes of evaluation, approaches to 
evaluation, focusing an evaluation

b. Benefits of a ‘utilization-focused approach’
c. Matching evaluation to situation

12:55 pm

BREAK 2:05 pm

7. From principles to action: the example of CKD
a. Determining our purpose, approach and current 

focus
b. What are the overall questions we want 

answered?
c. Introduction of a planning template

2:20 pm

8. Summary and Next Steps
a. Suggestions for Action Plan for continuing the 

work developed today
b. Resources needed to proceed

3:20 pm

9. Workshop Evaluation

3:40 pm
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Appendix 2-1-3: Regina Q u ’A p p e lle  H e a lth  Region W o rk s h o p  A genda

RQHR Workshop 
Friday February 19, 2010 - 9:00 am to 12:00 pm 

Kidney Health Clinic-Conference Room - 235 Albert St N., Regina

Objectives:

1. To identify any areas where the proposed early CKD intervention plan 
would need to be revised or elaborated based on previous day’s 
discussion

2. To draft an initial evaluation plan for the initiative
3. To finalize an action plan for moving the initiative forward
4. To confirm follow up capacity building activities useful to the region.

Item Time

1. Debrief on previous day
a. Share evaluation results
b. Discussion about strengths, 

weaknesses, insights

9:00 am

2. Review of Suggestions for CKD planning
a. Review of suggestions of 

changes/enhancements from previous 
day

b. Implications for planning

3. Developing a plan for going forward
a. Taking stock: Confirmation of task for 

day
i. CKD plan

BREAK 10:15 am
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4. Developing a plan for going forward: 10:30 am
Continued
a. CKD plan
b. Evaluation needs and planning

5. Next Steps 11:30 am
a. Additional resources needed
b. Potential of additional capacity building

activities

6. Evaluation
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A p pen d ix  2-2: No r th er n  H e a lth  C a s e  S t u d y  S u m m a r y

Case Study Context

The VALUE initiative was conceived in 2006 under the SEARCH Western 

Canada Strategy in partnership with the Regina Qu’Appelle Health 

Region (RQHR) and Northern Health (NH) to build organizational 

capacity for evidence-informed decision-making. VALUE is an acronym 

for Value Add through Learning and Use of Evidence. Executives from 

RQHR and NH came forward with both interest and funding to develop a 

formal initiative. The overarching goals of the initiative were to: add value 

through cross jurisdiction collaboration; bring research closer to practice 

in health care; build relationships across academic and practice sectors; 

and facilitate development of and access to relevant research. The 

purpose of the VALUE initiative was to explore strategies for building 

organizational capacity to use evidence to inform program management 

decision-making. The initiative was divided into two distinct Phases. 

Phase 1 involved the planning, delivery and evaluation of customized 

capacity building workshops with program and other staff (program 

directors, managers and coordinators from other primary care program 

areas) at each site. Phase 2 focused on support for planning and 

implementation of the regional learning projects. Throughout the 

initiative, the VALUE initiative steering committee worked collaboratively 

with program staff to identify their learning and support needs.
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Learning project teams, consisting of program staff (including program 

managers, project coordinators and front-line staff) representing the site- 

specific learning project were formed in each region. Each of the 

participating regions also identified an individual to participate in a liaison 

role within the initiative. These liaisons were selected so as to match the 

learning project program area of the partner region. The liaison from the 

RQHR was from Mental Health and Addictions and the NH liaison was 

from Chronic Kidney Disease.

Activity Summary

The learning project selected in NH, the Mackenzie Mental Health and 

Addictions Collaborative Program (Mackenzie Program), was an initiative 

to integrate mental health and addictions services with primary care 

located two hours north of Prince George in the small northern town of 

Mackenzie, British Columbia. The forestry based economy town has a 

population of approximately 4500 people and is adjacent to the McLeod 

Lake First Nation. The town experienced an economic downturn in 2008, 

when the pulp mills began to shut down, resulting in high unemployment, 

creating a mental health and addictions crisis in the community. The 

Mackenzie Program was implemented in July 2008 to improve mental 

health and addictions services through collaboration with primary care 

physicians. The focus of the learning project in NH was to identify the 

successes and challenges experienced by the Mackenzie Program to 

inform program development in other rural areas of the health region.
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The following diagram summarizes visually the activities completed in 

Northern Health:
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Figure 2-5. Northern Health Learning Project Activity Summary
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Phase 1

Activities included in Phase 1 for the Northern Health learning project 

were an evidence synthesis and a site visit in March of 2010, which 

included customized workshops on evidence use and program 

evaluation.

The evidence synthesis for the Mackenzie Program focused on the 

integration of mental health and primary care and identified a lack of 

evidence on impacts of particular models of mental health and primary 

care integration, highlighting the importance of local evaluation efforts for 

programs like the Mackenzie Program.

The steering committee worked collaboratively to plan customized 

workshops for program staff in Northern Health. The workshops were 

intended to be an opportunity for staff to learn about using evidence in 

program planning and evaluation. To help ensure that the workshops 

would have the most value for participants, learning project staff 

collaborated with the steering committee members in developing 

workshop objectives and agendas. Potential workshop participants were 

identified and invited by the region. A pre-workshop survey was also 

sent to each of the workshop participants to help the workshop facilitators 

best meet the needs and expectations of the participants (See Appendix 

2-2-1). A half-day workshop with the identified learning project team,
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focusing specifically on the learning project was planned, along with a 

full-day workshop with broader regional participation.

The overarching objective of the half-day workshop (March 4, 2010), 

which took place in Prince George, British Columbia with the Mackenzie 

Program team, was to begin to build a VALUE/Northern Health facilitation 

team that could jointly facilitate the full-day workshop. The half-day 

workshop, which included participants from primary care, mental health 

and addictions and the Mackenzie clinical team, focused on building 

consensus on the objectives and content of the materials for the full-day 

workshop.

The session was organized to ensure participants had an understanding 

of the VALUE initiative and its objectives; to orient participants to work 

completed to date; and to integrate contextual information and provider 

expertise into the evidence summary prepared for the full-day workshop. 

The working session promoted shared ownership of the final agenda 

while identifying key issues for future planning. The workshop agenda 

can be found in Appendix 2-2-2.

The primary care physicians and the site administrator from Mackenzie 

were not able to attend as originally planned due to a health service 

provider shortage in the community at the time of the workshop. The two
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liaisons, the Northern Health VALUE lead and executive sponsor also 

attended. The workshop was facilitated by the research lead from the 

University of Alberta.

A full-day workshop followed (March 5, 2010) and included 19 attendees 

from programs in primary care, mental health, home and community 

care, planning quality and information management, research and 

evaluation, and executive. The liaison from Regina Qu’Appelle, the 

VALUE lead from Northern Health and the executive sponsor also 

attended. The workshop agenda can be found in Appendix 2-2-3.

The following objectives were identified for the full-day workshop:

1. To illustrate appropriate use of evidence throughout the cycle of 

planning, implementation and evaluation of primary care services;

2. To synthesize current research on integration of mental 

health/addictions with primary care, within the context of Northern 

Health;

3. To support and build regional capacity around:

i. evaluation approaches and potential, and

ii. principles of effective knowledge translation; and
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4. To collaboratively develop an evaluation strategy to facilitate 

appropriate transfer of learning from the Mackenzie Program 

across the region.

Phase 2

Phase 2 involved the ongoing support for the evaluation of the 

Mackenzie Program learning project by the University of Alberta research 

team. The research team made a second site visit to Mackenzie in July 

2010 to meet with the learning project team. The site visit agenda can be 

found in Appendix 2-2-4. The objectives of the second site visit were to:

1. Update the team on planned regional changes and discuss 

implications for programming and evaluation;

2. Ensure local staff and community input into the evaluation plan;

3. Draft an evaluation plan including: focus, evaluation questions, 

methods, responsibility areas and resources;

4. Identify tools and resources needed to complete the evaluation;

5. Establish the evaluation timeline and responsibilities for next 

steps; and

6. Begin data collection for the evaluation of the Mackenzie Program.
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Ongoing support provided by the University of Alberta research team 

focused on providing evaluation planning support for the Mackenzie 

Program including:

• Provision of coaching to the learning project team on developing a 

program description and detailed model of the Mackenzie Program 

components.

• Facilitation of the development of evaluation questions, evaluation 

approach and methods, as well as an evaluation plan for the 

Mackenzie Program.

• Development of an evaluation timeline and a detailed evaluation 

activity plan, which included documenting the evaluation purpose, 

participants, methods, timelines, tools, responsibilities, and 

resource requirements for the evaluation.

• Development of evaluation tools for the evaluation of the 

Mackenzie Program (an executive pre-evaluation interview guide, 

a key stakeholder interview guide, a health centre focus group 

guide, a health centre staff survey, a community services 

consultation guide, a patient and family focus group guide and a 

database query request).

Resources from both the University of Alberta research team and the 

Northern Health Research and Evaluation unit supported the Mackenzie 

Program in the evaluation development and implementation.
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The University of Alberta research team: (1) drafted an executive pre­

evaluation interview guide; (2) drafted a key stakeholder interview guide;

(3) conducted key stakeholder interviews; (4) facilitated the development 

of the community services consultation guide; (5) drafted the patient and 

family focus group guides; (6) drafted the health centre staff survey; (7) 

drafted database query requests; and (8) collaborated on the data 

analysis and evaluation report writing.

The Northern Health Research and Evaluation unit took responsibility for 

the regional coordination of activities and communication related to the 

Mackenzie Program learning project, as well as: (1) conducted the 

executive pre-evaluation interviews; (2) conducted the community 

services consultation; (3) conducted the patient and family focus group;

(4) managed the staff survey; (5) provided advice on ethics approval 

requirements; (6) facilitated access to the regional database for statistical 

analysis of the Mackenzie Program data; and (7) collaborated on the data 

analysis and evaluation report writing.

The Mackenzie Program experienced some delays in completing the 

learning project, but all learning project activities were completed by May 

2011.
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A p p en d ix  2-2-1: No r th e r n  H ealth  P r e -W o r k s h o p  S u r v e y

Please use your mouse to click on the square shaded boxes to select 

your response. Use your mouse to click on the rectangular shaded 

boxes to type text. The shaded area will expand to accommodate as 

much text as you need to answer the questions.

1. Which of the following best describes your role(s) within the Region? 
(Please check all that apply)

□ Direct Patient Care

□ Program Manager

□ Research

□ Executive

□ Other (Please Describe)

2. Which of the following best describes your Program Area(s)? (Please 
check all that apply)

□  Mental Health and/or Addictions

□  Primary Care

□  Other (Please Describe)

□  Other (Please Describe)
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3. What are you hoping to learn by participating in the workshop...
a. ... about evaluating programs?

b. ...about using evidence in program planning?

c. ... about anything else?

4. How often do you make the followintg types of decisions?
Daily Weekly Monthly Yearly Never

a. 1 make patient care 
decisions... □ □ □ □ □

b. 1 make program planning 
decisions... □ □ □ □ □

c. 1 set program or service 
priorities... □ □ □ □ □

d. 1 participate in policy 
development... □ □ □ □ □

5. What are the most common sources of evidence you use... (Please 
answer only those that apply)

a. .. .when making clinical patient care decisions?

b. ...when making program planning decisions?

c. .. .when setting program or service priorities?

d. ...when developing policy?
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6. only those that apply)
a. ...when making clinical patient care decisions?

b. ...when making program planning decisions?

c when setting program or service priorities?

d. ...when developing policy?

7. What experience have you had in evaluation (Please check all that 
apply)

□  None

□  I have participated in evaluations

□  I have been on a committee supervising an evaluation

□  I have planned, designed and/or conducted an evaluation

□  Other (Please Describe)
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8. Please indicate your level of agreement with the following statements 
describing views on research, evidence and evaluation:
(5=Strongly Agree, 4=Agree, 3=Neither Agree nor Disagree, 
1=Strongly Disagree)

5 4 3 2 1 Don’t
Know

a. Research is the only evidence 
that should be used in planning □ □ □ □ □ □

b. Clinical Trials are always the 
best form of research □ □ □ □ □ □

c. Research findings are difficult to 
apply to actual program or 
practice decisions

□ □ □ □ □ □

d. It is easy to identify sources of 
evidence for program planning □ □ □ □ □ □

e. The purpose of evaluation is to 
determine if a program should 
continue

□ □ □ □ □ □

f. Evaluation should be used in the 
Health Region to improve a 
program

□ □ □ □ □ □

g. Evaluations only measure 
outcomes □ □ □ □ □ □

h. Evaluations should be planned 
once a program is running well □ □ □ □ □ □

Thank you for completing this survey
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Appendix 2-2-2: N o rth e rn  H e a lth  W o rk s h o p  A genda

Northern Health Workshop Agenda 
Thursday March 4, 2010 1:00 pm -  4:30 pm 
Fraser Room, Suite 700-299 Victoria Street

Item Time

1. introductions, Expectations Exercise
a. E.g. Hopes and Fears
b. Agenda review 
Purpose:

1:00 pm

To begin to build a VALUE/NH facilitation team

To develop consensus on objectives for the working

session and workshop

To identify key contextual issues/sensitivities that may

affect workshop success

2. Overview of Proposed Workshop
d. Walkthrough of Evidence Summary
e. RQHR summary and reflection 
Purpose:

To ensure participants have an understanding of the 1:30 pm

VALUE project and its objectives

To orient participants to work completed to date.

3. Expanding the Evidence Summary
a. Facilitated discussion of evidence related to MH/PC 

Integration in NH context
b. Adaptation of Evidence Presentation
c. Other implications for workshop 
Purpose:

To integrate contextual information and provider 

expertise into the evidence summary
2:00 pm

To ensure Evidence Summary appropriate for audience

115



Break at 

2:30

4. Finalizing the Workshop
a. Identification of suggested changes
b. Development of consensus on final agenda
c. Clarifying roles for Workshop 
Purpose:

To review and revise agenda in light of NH input 

To promote shared ownership of the final agenda

5. Wrap up
a. Assessment of planning session
b. Thinking ahead -  next steps 
Purpose:

To assess participant satisfaction with the planning 

session and confidence going forward 

To identify key issues for future planning.

3:15 pm 

4:00 pm
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A p pen d ix  2-2-3: No r th e r n  H e a lth  W o r k s h o p  A g e n d a

Northern Health Workshop Agenda 
Friday March 5, 2010 9:00 am -  3:30 pm 
Prince George Civic Centre, Room 204-5

Objectives:

1. To illustrate appropriate use of evidence throughout the cycle of 
planning, implementation and evaluation of primary care services

2. To synthesize current research on integration of mental 
health/addictions with primary care, within the context of Northern 
Health

3. To support and build regional capacity around:
a. evaluation approaches and potential, and
b. principles of effective knowledge translation

4. To collaboratively develop an evaluation strategy that will facilitate 
appropriate transfer of learning from the Mackenzie project across 
the region

Morning Focus -  Evidence for Program Development and 

Implementation

Item Time

1. Welcome and Introduction

2. Overview: Evidence informed planning, 
implementation and evaluation

3. What do we know works -  summary of research 
evidence on Mental Health/Primary Care 
integration

9:00 am 

9:30 am

9:50 am

BREAK 10:30 am
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4. Group discussion activity -  what are 
implications of these findings for Northern Health?

a. Purpose: integration of research within Northern 
Health context, using Mackenzie as an example

5. Evaluation overview - presentation

10:45 am 

11:30 am

LUNCH BREAK 12:15 pm

Afternoon Focus -  Evaluation and Knowledge Translation

Item Time

6. Applying Principles to Northern Health
a. The Mackenzie example

7. From principles to action: Developing a 
(collaborative) utilization focused evaluation

1:00 pm

BREAK 2:30 pm

8. From Utilization Focused Evaluation to 
Knowledge Translation

9. Summary, Next Steps and Evaluation

2:45 pm 

3:15 pm
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A p pe n d ix  2 -2-4: N o r th e r n  H ea lth  S ite  V is it  A g e n d a

Mackenzie Site Visit -  Evaluation Planning Meeting 
Monday July 19, 2010 

12:30pm -4:30pm
Objectives of Site Visit:

1. Update team on planned regional changes and discuss 
implications for programming and evaluation

2. Ensure local staff and community input into evaluation plan
3. Draft evaluation plan including: Focus, Evaluation Questions, 

Methods, Responsibility Areas and Resources
4. Identify tools and resources needed to complete the evaluation
5. Establish evaluation timeline and responsibilities for next steps
6. Begin data collection

Item Time

1. Welcome and Introduction

2. Purpose of the Day
3. Summary of Journey to Date

4. Review of Evaluation Questions -  High Level
5. Discussion of Regional Changes

a. Summary of changes to date
b. Reflections on changes and implications
c. Identify affected and interested parties

12:30 pm

BREAK 2:00 pm

6. Review Evaluation Questions - Detailed 
a. Identify sub-questions

7. Plan Evaluation Methods

BREAK 3:30 pm

8. Identify Data Sources and Required Tools
9. Assign Resources and Responsibilities
10. Next Steps -  Planning for Priority Activities for 

Tuesday Morning
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Appendix 2-3: Case S tudy Comparison 

Table 2-2 Case Study Comparison

Case Study Element Regina Qu’Appelle Health Region Northern Health

A Organization Type Regional Health Authority Regional Health Authority

B Location Saskatchewan, Canada British Columbia, Canada

C Service Area Southern Saskatchewan 

(26,663 square kilometers)

Northern British Columbia 

(600,000 square kilometers)

D Population Served 260,000 residents 300,000 residents

E Employees 9,200 7,000

F Liaison Role Mental Health and Addictions Chronic Kidney Disease
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Case Study Element Regina Qu’Appelle Health Region Northern Health

G Learning Project

G.1 Learning Project Rural Early Chronic Kidney Disease Detection 

and Intervention Program

Mackenzie Mental Health and Addictions 

Collaborative Program

G.2 Learning Project 
Location

Grenfell, Saskatchewan Mackenzie, British Columbia

G.3 Learning Project Town 
Population

Population: 1,000 Population: 4,500

G.4 Learning Project First 
Nations Served

Sakimay First Nation McLeod Lake First Nation

G.5 Learning Project Town 
Economy

Agriculture Forestry

G.6 Learning Project 
Priority

• Chronic Disease

• Primary Care

• Mental Health

• Primary Care

121



Case Study Element Regina Qu’Appelle Health Region Northern Health

G.7 Learning Project 
Objectives

1. To improve screening of patients at risk for 
CKD;

2. To provide access to appropriate clinical 
care and services for patients in early 
stages of CKD closer to their homes; and

3. To improve the referral experience for 
patients with more advanced CKD.

1. To improve access to mental health and 
addictions services for patients;

2. To provide mental health expertise for 
physicians;

3. To improve coordination of mental health 
care; and

4. To improve community outreach for mental 
health.

G.8 Learning Project 
Program
Implementation Date

Fall 2010 (Proposed) July 2008 (Actual)

H Phase 1 Activities

H.1 Planning • Workshop Planning

• Evidence Synthesis

• Workshop Planning

• Evidence Synthesis
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Case Study Element Regina Qu’Appelle Health Region Northern Health

H.2 First Site Visit Date February 18-19, 2010 March 4-5, 2010

H.3 First Site Visit Activities • Customized Capacity Building Workshop

• Workshop with Learning Project Team

• Customized Capacity Building Workshop

• Workshop with Learning Project Team

H.4 Customized Capacity Building Workshop

H.4.1 Objectives 1. To illustrate appropriate use of evidence 
throughout the cycle of planning, 
implementation and evaluation of primary 
care services;

2. To synthesize the research and other 
evidence related to chronic disease 
prevention and management in general, 
and kidney disease prevention/early 
intervention in particular, within the context 
of planning, implementing and evaluating 
kidney disease prevention/intervention 
initiatives in RQHR;

1. To illustrate appropriate use of evidence 
throughout the cycle of planning, 
implementation and evaluation of primary 
care services;

2. To synthesize current research on 
integration of mental health/addictions with 
primary care, within the context of 
Northern Health;
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Case Study Element Regina Qu’Appelle Health Region Northern Health

Objectives (continued)

3. To identify principles of effective 
interventions in kidney disease 
prevention/early intervention applicable in 
this context;

4. To explore evaluation approaches, 
principles, concepts and practice; and

5. To apply these concepts in to a strategy 
for evaluating the early Chronic Kidney 
Disease intervention.

3. To support and build regional capacity 
around:

a. evaluation approaches and 
potential, and

b. principles of effective knowledge 
translation; and

4. To collaboratively develop an evaluation 
strategy to facilitate appropriate transfer of 
learning from the Mackenzie Program 
across the region.

H.4.2 Attendees • 20 attendees

• RQHR VALUE Lead

• RQHR VALUE Liaison

• NH VALUE Liaison

• 19 attendees

• NH VALUE Executive Sponsor

• NH VALUE Lead

• NH VALUE Liaison
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Case Study Element Regina Qu’Appelle Health Region Northern Health

Attendees (continued) • RQHR Program Staff

o rural and urban programs 
o primary care 
o renal
o community care 
o home care 
o health promotion 
o emergency medical services

• A representative from another health 
region on Saskatchewan

• RQHR VALUE Liaison

• NH Executive

• NH Program Staff

o primary care 
o mental health 
o home care 
o community care 
o planning quality and information 

management 
o research and evaluation

H.5 Workshop with Learning Project Team

H.5.1 Objectives 1. To identify any areas where the proposed 
Rural CKD Program plan would need to be 
revised or elaborated based on previous 
day’s discussion;

2. To draft an initial evaluation plan for the 
Rural CKD Program;

3. To finalize an action plan for moving the 
Rural CKD Program forward; and

1. To begin to build a VALU E/Northern 
Health facilitation team that could jointly 
facilitate the full-day workshop;

2. Building consensus on the objectives and 
content of the materials for the full-day 
workshop;
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Case Study Element Regina Qu’Appelle Health Region Northern Health

Objectives (continued) 4. To confirm follow up capacity-building 
activities useful to the region.

H.5.2 Attendees • 7 attendees

• RQHR VALUE Lead

• RQHR VALUE Liaison

• NH VALUE Liaison

• RQHR Program Staff

o rural and urban programs 
o primary care 
o renal
o community care

• A representative from another health 
region in Saskatchewan.

• 8 attendees

• NH VALUE Executive Sponsor

• NH VALUE Lead

• NH VALUE Liaison

• RQHR VALUE Liaison

• NH Program Staff

o primary care 
o mental health

I Phase 2 Activities

1.1 Phase 2 Dates March-September 2010 March 2010-M a y  2011
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Case Study Element Regina Qu’Appelle Health Region Northern Health

12 Planning Support • Project Planning

o Program Description 

o Program Timeline 

o Program Infrastructure Analysis 

o Staff Orientation Plan

• Evaluation Planning

o Program Description 

o Program Components 

o Evaluation Timeline 

o Evaluation Plan

1.3 Project Evaluation 
Support

• Evaluation Plan

• Evaluation Tools

• Ethics Application

• Evaluation Tools

• Data Collection

• Data Analysis

• Report Writing
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Case Study Element Regina Qu’Appelle Health Region Northern Health

I.4 Teleconferences with 
Learning Project Team

• Facilitation

o Issue Identification 

o Project Management

• Coaching

o Program Development

• Facilitation

o Evaluation Questions 

o Evaluation Approach 

o Evaluation Methods 

o Evaluation Plan

• Coaching

o Program Description Development 

o Program Model Development
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Case Study Element Regina Qu’Appelle Health Region Northern Health

1.5 Second Site Visit

1.5.1 Second Site Visit Date Not Applicable: July 2010

I.5.2 Second Site Visit 
Activities

Learning Project Put on Hold October 2010 • Evaluation Planning

• Coaching

• Facilitation
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Case Study Element Regina Qu’Appelle Health Region Northern Health

1.5.3 Second Site Visit 
Objectives

Not Applicable:

Learning Project Put on Hold October 2010

1. Update the team on planned regional 
changes and discuss implications for 
programming and evaluation;

2. Ensure local staff and community input 
into the evaluation plan;

3. Draft an evaluation plan including: focus, 
evaluation questions, methods, 
responsibility areas and resources;

4. Identify tools and resources needed to 
complete the evaluation;

5. Establish the evaluation timeline and 
responsibilities for next steps; and

6. Begin data collection for the evaluation of 
the Mackenzie Program.
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Case Study Element Regina Qu’Appelle Health Region Northern Health

J Research Support 
Team Deliverables

1. Timeline for Rural CKD Program planning, 
implementation and ongoing evaluation;

2. Critical appraisal of the proposed 
information system being implemented for 
the program;

3. Staff orientation plan for the proposed 
Rural CKD Program.

4. Evaluation plan template;

5. Implementation evaluation plan for the 
Rural CKD Program;

6. Evaluation questions, evaluation 
approaches, evaluation methods, tools 
and an evaluation timeline to accompany 
program plan.

7. Draft patient assessment guide;

8. a pre-implementation staff interview guide;

9. Patient chart data collection sheet;

10. Interview guide to explore the experience

1. Executive pre-evaluation interview guide;

2. Key stakeholder interview guide;

3. Conducted key stakeholder interviews;

4. Community services consultation guide;

5. Patient and family focus group guides;

6. Health centre staff survey;

7. Database query request;

8. Collaborated on the data analysis and 
evaluation report writing.
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Case Study Element Regina Qu’Appelle Health Region Northern Health

of the Weybum Rural CKD Program 
implementation (the program upon which 
the Grenfell Rural CKD Program was 
based).

K Regional Research and 

Evaluation Unit 

Deliverables

1. Ethics application for the evaluation of the 
Rural CKD Program

2. Providing resources to conduct the 
interview with the Weyburn Rural CKD 
program staff.

1. Conducted the executive pre-evaluation 
interviews;

2. Conducted the community services 
consultation;

3. Conducted the patient and family focus 
group;

4. Managed the staff survey;

5. Provided advice on ethics approval 
requirements;

6. Facilitated access to the regional database 
for statistical analysis of the Mackenzie 
Program data;

7. Collaborated on the data analysis and 
evaluation report writing.
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Case Study Element Regina Qu’Appelle Health Region Northern Health

L Learning Project 

Completion Date

Not Applicable:

Learning Project Put on Hold October 2010

May 2011
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CHAPTER 3: EXPLORING EVIDENCE USE IN PROGRAM 

MANAGEMENT DECISIONS WITHIN HEALTH CARE 

ORGANIZATIONS

134



In tr o d u c tio n

Health care systems worldwide face major challenges as public 

expectations continue to grow, demographics change, and demands for 

technological innovations increase while the financial resources to meet 

such demands remain constrained. The need for financially sustainable, 

accessible health care systems has resulted in pressures to demonstrate 

evidence-informed decision-making in the planning, implementation and 

management of health service programs. Although it has become 

recognized that organizations in health care need strategies to help move 

evidence and knowledge into action, the literature to date indicates that 

little is known about ways in which this can be achieved1,2> 3.

R e se a r c h  O b jec tives

The objectives of this research were to explore perceived barriers and 

facilitators to the use of evidence in program management decisions and 

to identify strategies to promote evidence informed program planning, 

implementation and evaluation through a case-based approach. Specific 

research questions can be found in Appendix 3-1.

Ba c k g r o u n d

Unlike evidence-based clinical decision-making where a considerable 

body of literature to guide practitioners exists, research on “evidence-
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informed management” is limited4(p 89). This may be due, in part, to the 

fact that barriers related to the uptake of research faced by health system 

managers are different from those faced by clinicians. Decisions on 

programs often have organization-wide implications, whereas clinical 

decision-making typically focuses on an individual patient. Further, 

because health care organizations function within uncertain environments 

in which goals and objectives are less clear and subject to change, 

decision-making becomes highly complex5.

Previous research has identified a number of factors that influence the 

use of evidence to inform management decisions. One of these is the 

manager, him/herself. While the need for expertise in identifying, 

appraising and applying evidence is well recognized by managers, there 

is a lack of formal management training opportunities that would help 

them develop these competencies4'6. As a result, the use of evidence in 

decision-making by managers is not commonplace6.

A second factor is the organizational context. Evidence to inform a 

managerial decision often originates from different settings, and 

managers must determine how it may be used within their organizations.

It has been shown that in order for evidence to be successfully applied, it 

must first be adapted to the local context7. Thus, managers require
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expertise in critical thinking around the extent to which contextual factors 

may influence uptake and use of evidence 3,4 J .

A third factor relates to existing organizational culture and decision­

making processes. Currently, gaps in the understanding of the 

processes managers use to apply evidence in health care organizations 

and how that process can be enhanced to promote evidence-informed 

decision-making exist2,3.

M eth o d s

Using a participatory action research approach, how evidence was used 

to inform decisions around two programs in two different health care 

organizations that comprised the VALUE (Value Add through Learning 

and Use of Evidence) initiative was examined. The setting for the 

research was a partnership initiative between two Canadian health care 

organizations and a university partner to build organizational capacity to 

use evidence in informing management decision-making, program 

planning and implementation within health care organizations. It was 

collaboratively designed, developed and implemented. This approach 

was selected based on the complexity of the environment in which such 

decisions are made and the need to actively engage stakeholders from 

the outset in order to optimize the likelihood of uptake of findings4'8'9. In 

addition, participatory action research has been shown to promote co­
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learning, capacity building, continuous improvement, as the research 

findings inform ongoing project planning8,9; and also promotes knowledge 

translation, since such activities are built into the process10. One 

researcher (SH) acted as a participant observer throughout the initiative, 

actively participating while documenting activities, interactions and 

reflections.

The VALUE Initiative

Selection of participating health care organizations 

Two health care regions responded to a call for expressions of interest in 

building capacity for evidence-informed decision-making and program 

evaluation issued by SEARCH Western Canada Strategy: the Regina 

Qu’Appelle Health Region (RQHR) (Saskatchewan) and Northern Health 

(NH) (British Columbia). Both health regions serve populations that 

include small urban and rural areas with large aboriginal populations and 

shared a common strategic interest in primary care integration projects. 

Each organization identified the program decision they sought to 

evaluate.

Structure o f the Initiative

A detailed description of the partnership organizations and structure is 

published elsewhere11. An executive committee, which met quarterly 

throughout the initiative, was comprised of senior executives from both
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regions and academic researchers who provided financial and strategic 

oversight to the project. In addition, a steering committee, which met 

monthly, consisted of leads from each region and academic researchers, 

who oversaw collaborations related to the planning and implementation 

of the initiative and modified the strategies based on experience and 

feedback throughout the initiative. Within each organization, a project 

team was established to work directly on the activities related to the 

program decision of interest in the region. A figure depicting the 

organizational structure and participants can be found in Appendix 3-2.

A table defining the organizational roles can be found in Appendix 3-3.

Initiative Processes

Consistent with participatory action research and the Canadian Institutes 

of Health Research “Guide to Research and Knowledge-liser 

Collaboration in Health Research”, regions were actively engaged 

throughout the initiative, which was structured as four distinct phases. 

Phase 0 was the partnership development phase during which the 

initiative objectives were defined, initial discussions about the potential 

collaboration were discussed, and the capacity building strategies were 

outlined. The initiative was designed as an integrated strategy, intended 

to support regional project staff in finding, interpreting and using evidence 

in program planning, implementation and evaluation. Through
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collaboration, skill building and support, the team worked together at the 

pilot sites on projects of strategic priority for the regions.

The initiative was designed with capacity building strategies chosen 

based on research evidence3,4' 7' 12‘16, adapted to meet the needs of the 

participating organizations and included:

1. Inter-regional collaboration: ongoing collaboration developing 

inter-regional partnerships;

2. Learning projects: projects of strategic priority used as teaching 

cases to increase relevance of evidence, and promote 

generalizable skills. The learning projects were: (1) Rural Early 

Chronic Kidney Disease Detection and Intervention Program 

(RQHR) and (2) Mackenzie Mental Health and Addictions 

Collaborative Program (NH);

3. Liaison roles: selection of program staff in each health region to 

make purposeful connections with program staff from the other 

health region to create trust, develop networks and bring back 

learnings from the other health region to their home health region;

4. Research support: access to research expertise, creating training 

and coaching opportunities while involving decision-makers in the 

research process; and
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5. Protected tim e fo r sk ill building: creating space for

organizational participants to explore and create evidence in 

context.

Phase 1 focused on the planning and delivery of capacity building 

strategies at each site. Phase 2 focused on providing support to the 

Learning Project teams to create and apply evidence in context. Phase 3 

was the collaborative research on the initiative, which involved active 

observation, reflection and planning to learn from and modify the 

activities to better meet the needs of the participants. This active process 

of observation, reflection, planning and acting is consistent with O’Leary’s 

cycles of research, “where the goal is to continually refine the methods, 

data and interpretation in light of the understanding developed in each 

earlier cycle”9(p 6). A figure depicting the phases and timeline for the 

initiative can be found in Appendix 3-4.

R esea r c h  M eth o d s

A multiple-case study design17 was employed, with each region 

representing a case18, to explore health care organizations’ capacity for 

evidence use in program development, implementation and evaluation.

A documentation review, which included minutes of meetings, along with 

any documents describing organizational and program planning was 

conducted to identify strategies, processes and tools used in the initiative
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and explore supports and barriers to evidence use within the regions.

The documentation review was the primary source for documenting the 

activities undertaken through the initiative and contributed to the themes 

explored during the interviews and focus groups. A complete list of 

documents included in the review can be found in Appendix 3-5.

Data were collected through 23 key informant interviews and three focus 

group discussions. The key informants were purposively selected and 

included the executive, leads, liaisons and program staff involved in the 

site-specific projects19. Using a semi-structured guideline, the interviews 

explored individual perspectives and experiences with evidence use in 

program planning, implementation and evaluation within their 

organization, as well as the usefulness of the initiative components. One 

focus group discussion was held with program staff, liaisons and leads 

that participated in the site-specific activities to explore the usefulness of 

capacity-building strategies for evidence-informed planning within health 

care organizations and the strategies, tools and resources needed by 

health care organizations to support appropriate and effective use of 

evidence in program planning, implementation and evaluation. The 

second focus group discussion was conducted with key stakeholders 

including executive members from each region (n=13). This provided an 

opportunity for regional partners to jointly consider the implications of the 

initial findings from the documentation review and key stakeholder

142



interviews from an organizational perspective and identify principles of 

effective strategies to promote evidence-informed program planning, 

implementation and evaluation within health care organizations. The 

third focus group was conducted as part of a dissemination event with 

broader representation from health care organizations across Western 

Canada to explore how the findings from the research could be applied to 

other settings, testing the transferability of the findings. The focus groups 

provided participants with an opportunity to bring together ideas for how 

health care organizations can effectively support evidence use and 

reflect on their own views in the context of the views of others20. All 

sessions were digitally recorded. A researcher observed all sessions and 

took detailed notes.

Da ta  A n a ly ses

Data collection and analysis were concurrent beginning in the early 

stages of data collection and continuing throughout the initiative9'21.

Using NVivo 9 for data management, data from all sources were coded 

using an integrated approach employing both deductive and inductive 

code development21. Initial coding was deductive, based on the broad 

categories of interest identified by the research objectives. Additional 

review, comparative analysis and constant case comparison allowed for 

new themes to emerge and codes to be generated inductively. One 

researcher analyzed all the data, and a second researcher independently
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reviewed a sample. Themes that emerged in the interviews informed the 

discussion guide for the focus groups. Rigour was strengthened through 

member checking in the form of the built-in, multiple opportunities for 

feedback and verification of findings with the collaborating regions and 

broader knowledge users (including regular steering committee review of 

emerging themes; inter-regional events where emerging themes were 

presented and discussed with participants and broader knowledge user 

communities). The collaborative nature of the initiative and prolonged 

engagement in the field were used to ensure validity of the findings.

Ethics

Ethics approval was obtained from the Health Research Ethics Board at 

the University of Alberta, the Northern Health Research Review 

Committee and the Regina Qu’Appelle Health Region Research Ethics 

Board.

The following table summarizes the research methods, including the 

roles of the collaborators in each research method:

144



Table 3-1: Research Methods

Research Methods
Documentation Review Interviews Focus Group: 

Program Level
Focus Group: 

Combined
Focus Group: 

Inter-provlnclal
Objectives • Identify the strategies, 

process and tools used in the 
Initiative

• Explore supports and 
barriers to evidence use 
within organizations

• Explore individual 
experiences and 
understanding of evidence 
and evidence use;

• Explore individual 
experiences of barriers to 
evidence use at different 
levels:

o Organizational; 
o Program; 
o Individual and

• Explore Individual 
experiences of the capacity- 
building strategies

• Provide an opportunity for 
the regional partners to 
jointly interpret the initial 
findings from the 
Documentation Review and 
Key Stakeholder Interviews 
from the perspective of those 
actively involved in the 
Initiative;

• Explore the usefulness of the 
capadty-butdlng strategies 
for evidence-informed 
planning within health care 
organizations and

• Explore the strategies, tools 
and resources health care 
organizations need to 
support appropriate use of 
evidence in program 
planning;

• Provide an opportunity for 
the regional partners to 
jointly consider the 
implications of the Initial 
findings from the 
Documentation Review and 
Key Stakeholder Interviews 
from an organizational 
perspective;

• Explore the benefits and 
challenges of using capadty- 
bulldlng strategies to 
promote evidence-informed 
planning within health care 
organizations;

• Explore the strategies, tools 
and resources health care 
organizations need to 
support appropriate use of 
evidence in program 
planning and

• Identify strategies to promote 
evidence-infofmed program 
planning within health care 
organizations.

• Test transferability of findings 
on the benefits and 
challenges of using capacity- 
building strategies to 
promote evidence-informed 
planning within health care 
organizations;

• Test transferability of findings 
on the strategies, tools and 
resources health care 
organizations need to 
support appropriate use of 
evidence in program 
planning and

• Test transferability of 
strategies to promote 
evidence-informed program 
planning within health care 
organizations
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Raaaarch Methods
Documentation Raviaw Interviews Focus Group: 

Program Level
Focus Group: 

Combined
Focus Group: 

Inter-provlncial
Justification • provide insight Into the 

existing supports and 
barriers for evidence use 
within the organizations

• provide Insight on the priority 
given to evidence use 
through an examination of 
the decision-making process.

• detailed field notes and 
process documentation will 
provide essential Information 
about the Initiative and the 
strategies, resources and 
tools used.

• provide an opportunity for 
Individuals to provide in- 
depth confidential exploration 
of individual accounts of 
experiences and judgments 
about those experiences

• explore individual attitudes, 
views and experiences with 
evidence use, program 
planning and evaluation as 
well as the usefulness of the 
Initiative components

• Identify, from the participant's 
perspectives, barriers 
experienced or anticipated 
and supports needed as well 
as their interpretation of 
events including 
benefits/challenges 
encountered in the project

* provide participants with an 
opportunity to bring together 
ideas for how the 
organizations can support 
evidence use within health 
care organizations.

• provide an opportunity for 
participants to reflect on their 
own views in the context of 
the views of others

• provide participants with an 
opportunity to bring together 
Ideas for how the 
organizations can support 
evidence use within health 
care organizations.

• provide an opportunity for 
participants to reflect on their 
own views In the context of 
the views of others

• explore how the findings 
from the research can be 
applied in other settings

• testing the transferability of 
the findings

Who/What • organizational planning 
documents

• program planning 
documents

• initiative correspondence
• Initiative reports
• Initiative meeting notes
• participant observation field 

notes

• semi-structured telephone 
Interviews

• purposive sample
• 23 interviews
• 20 key stakeholders

• semi-structured focus group
• Program Staff, liaisons and 

leads
• 9 participants

• semi-structured
• Program Staff, liaisons, 

leads, executive
• 13 participants

* semi-structured
* Decision-makers from 6 

Western Canadian Health 
Authorities

* 14 participants
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Research Methods

Documentation Review Interviews Focus Group: 
Program Level

Focus Group: 
Combined

Focus Group: 
Inter-provinclal

Tlmalina * Documents included from 
December 2008 -March 2011

• Interviews conducted 
between May-October 2011

• Focus group conducted at 
inter-regional wrap-up event 
in dune 2011

• Focus group conducted at 
inter-regional wrap-up event 
in June 2011

• Focus group conducted 
during inter-provinclal 
dissemination event In 
January 2012

Roles In Rtaaarch Mathodi
Raaaarch
Team

• Draft Initial list of documents 
for inclusion

• Initial review and analysis of 
documents

•

• Draft interview guide
• Conduct interviews
• Initial analysis of Interviews

• Draft focus group guide
• Facilitate focus group
• Initial analysis of focus group

• Draft focus group guide
• Facilitate focus group
• Initial analysis of focus group

• Draft focus group guide
• Facilitate focus group
• initial analysis of focus group

Executive
Committee

• Review and revise list of 
documents for inclusion

• Review and contribute to 
analysis and interpretation of 
findings

• Review Interview guide
• Recruit participants for 

interviews
• Participate In interviews
• Review and contribute to 

analysis of Interviews

• Review focus group guide
• Recruit participants for focus 

group
• Review and contribute to 

analysis and Interpretation of 
findings

* Review focus group guide
• Recruit participants for focus 

group
• Participate in focus group
* Review and contribute to 

analysis and interpretation of 
findings

• Review focus group guide
• Participate In focus group
• Review and contribute to 

analysis and Interpretation of 
findings

Steering
Committee

• Review and revise list of 
documents for inclusion

• Review and contribute to 
analysis and interpretation of 
findings

• Review interview guide
• Participate in Interviews
• Review and contribute to 

analysis and Interpretation of 
findings

• Review focus group guide
• Participate in focus group
• Review and contribute to 

analysis and Interpretation of 
findings

• Review focus group guide
• Participate in focus group
• Review and contribute to 

analysis and Interpretation of 
findings

• Review focus group guide
• Recruit participants for focus 

group
• Participate In focus group
• Review and contribute to 

analysis and interpretation of 
findings

Project
Teeme

• Review and contribute to 
analysis and interpretation of 
findings

• Participate in interviews
• Review and contribute to 

analysis and interpretation of 
findings

* Participate in focus group * Participate in focus group N/A

147



R esu lts

Organizational Culture

A key theme that emerged from the data was the role of organizational 

culture in promoting or impeding the use of evidence in program 

planning. Organizational culture, while largely intangible and difficult to 

describe, was understood as the values, principles and standards 

espoused by the organization. An organizational culture that values and 

promotes the use of evidence in program planning was believed to be 

created largely by the senior management, specifically in the form of 

senior management support for program managers in their use of 

evidence. In the words of one participant:

“I believe there needs to be ongoing discussion regarding 

how evaluations/evidence informed [planning] impacts our 

work and how this should remain a topic at management 

level”. (Program Staff)

Characteristics of a supportive organizational culture include an 

environment that understands and appreciates the role and importance 

of evidence, promotes and values evidence-informed decision-making, 

provides protected time for research skill building, and engages in 

organization-wide activities that promote evidence use. Reflecting on the 

culture of their organization, one participant suggested that:
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“In the organization we are really headed in that way, in our 

strategic plan we have high quality services, we want to 

foster the learning environment and engage in research, so 

the stars are aligning.” (Manager)

The importance of organizational culture was highlighted by the 

usefulness of inter-regional collaboration in the promotion of evidence- 

informed program planning. This collaboration was viewed as a 

reflection of an organizational culture; it demonstrated the organizations’ 

commitment to evidence-use. The openness to learning from others and 

encouraging collaborative thinking that resulted from the collaboration 

further contributed to this organizational culture. In the words of one 

participant:

“Our organization generally very much values collaboration 

and partnership so it is a win for us. It is a win to be able to 

say we are doing this inter-regional collaborative project. It 

looks good and they have committed resources to it, so it 

was in line with the values and philosophy and plan of the 

organization.” (Manager)
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Characteristics of an organizational culture that impede evidence use 

include but are not limited to: not engaging staff in decision-making and 

priority setting; not providing the time and resources to seek evidence or 

to incorporate evidence into program planning; poor communication 

between senior management and staff; poor communication across 

different departments within the organization; and lack of formal 

processes for program development. Through the initiative, a lack of 

project ownership at the local level was observed as a reflection of an 

organizational culture lacking staff engagement and impeding evidence- 

informed decision-making at the program level. As one participant 

recalled:

“I wasn’t comfortable with how the projects were just 

picked. It never sat right with me, the bottom up and top 

down, everyone was super keen, but it didn’t come from the 

right place. ” (Manager)

It was observed that the absence of structured and purposeful 

communication across the organization to share experiences, priorities 

and strategic direction was a barrier to evidence use. Neither region had 

instituted formal processes to guide program planning and development, 

which impacted evidence use at the program planning level. The 

participants in the initiative also felt that having the organization expect
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staff to use to evidence together with common formal planning processes 

would have promoted their use of evidence. They expressed frustration 

with what had been provided to incorporate evidence into their program 

planning:

“We don’t have anything specific to guide us in our 

planning... I would like to see some sort o f formalized 

process.” (Manager)

Organizational Infrastructure

A second theme that emerged from the data was the way in which an 

organization’s infrastructure, or lack thereof, influences the use of 

evidence. Organizational infrastructure, for the purposes of promoting 

evidence use, includes tools, such as library services and clinical 

databases, human resources such as skilled researchers, and access to 

specifically designated internal research units and expertise. A lack of 

such organizational infrastructure to support evidence use was identified 

as an impediment to evidence-informed program planning. A lack of 

formal processes to incorporate evidence into program planning was also 

identified as a factor that negatively impacted evidence use. It is worth 

noting that despite the existence of the initiative, neither region had 

instituted formal processes to guide program planning and development.
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“Having [the skills, tools and resources] in one portfolio 

helps to make sure evidence is cross linked and those 

people are deployed across the organization to help. ”

(Program Staff)

The data also provided some examples of possible strategies to improve 

organizational infrastructure to support evidence use. One was the 

support that was provided by the inter-regional workshops conducted 

with the two regions. The workshops brought together staff with internal 

and external experts to collaborate on evidence syntheses and program 

planning. The workshops also helped staff by providing program 

planning and evaluation templates to apply in program development. 

Another strategy was the in-person interactions between the liaisons. The 

liaison roles provided an opportunity for the exchange of experiences 

between regional programs, and created purposeful networking 

opportunities for staff. A third strategy was the partnership with the 

University, which provided access for staff to knowledge and expertise 

not available in the organization and gave an external perspective on 

program development. These strategies, in particular the relationships 

built during these networking opportunities, especially across provinces 

were felt by the respondents to promote evidence use.
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“The opportunity for the liaisons to meet in person or to 

meet the project people in person was a big facilitator.”

(Manager)

“The questions [the University research team] asked made 

us think differently...they made us stop and reflect, which is 

good.” (Program Staff)

However, the data also showed that the development of networks and, in 

particular nurturing these relationships, was a challenge. Facilitating 

ongoing collaboration, ensuring enough facilitated contact between 

participants and involving external experts in internal projects were 

challenges experienced by participants in the initiative.

Individual Skills

A third theme that emerged from the data was the importance of 

individual skills in promoting evidence use in program planning. The lack 

of skills in finding, appraising and synthesizing evidence was identified as 

key limitations. Program managers lacked skills in conducting literature 

reviews, interpreting findings and applying evidence to their specific 

context. Additional skills identified as lacking were program evaluation 

and program planning skills. There was recognition of the importance of 

these skills for program managers, but most had never had any formal
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training. Even those managers who had post graduate degrees tended to 

have training in their clinical specialties, which did not prepare them for 

planning and management

Participants identified the need for greater training in both these areas. 

The training could be done as part of on-going professional development. 

However, a more effective method identified was the creation of 

opportunities to apply theoretical learning through practical application. A 

learning project approach was considered a more valuable learning 

methodology as it aligns with adult-learning theories. In such methods, 

program staff members learn skills and immediately apply them in a 

supported way.

“It is a lot easier for people like me who are pretty task 

oriented and not sort o f used to working in an academic 

environment to leam things that are readily and quickly 

applied. It makes sense to me, I can use it right away; a 

marriage o f really smart research people and smart 

application people that works really well. ” (Program Staff)

A third strategy for developing individual skills was the process of 

mentoring program staff by external research experts. The external 

research support provided by the University partner was appreciated as it
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filled a perceived gap in access to research expertise within the health 

care organizations. This access was felt to create opportunities for open 

dialogue with experts, as well as coaching and mentoring opportunities 

further promoting evidence use. The specific skills of the research team, 

which included health system experience, were also identified as 

important to managers in promoting evidence use by having access to 

experts who understand the complex reality of program development 

within health care organizations. Researchers providing support to 

program staff created opportunities for open dialogue with experts and 

facilitated action on learning projects.

7 think the university expertise in evidence informed 

practice, it is critical, it seeded the discussion that continues 

and needs to continue in the health authority on how to do 

that, having the expertise in that field is really helpful. ”

(Manager)

“A researcher is not a researcher is not a researcher, [the 

research team] had the skills in evaluation and 

implementation; I relied heavily on [on the research team] to 

coach me and teach me how to do it. ” (Manager)
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However, a key theme underlying staff concerns was a lack of protected 

staff time for all above-mentioned activities. Protecting time for skill 

building among program staff means that learning is a priority and 

relieves staff from competing priorities. A challenge experienced by 

participants was that there was not a commitment to ensuring that staff 

had protected time to follow-up on their learning, or dedicate the needed 

time to the learning projects. Staff participating in skill building activities 

had to juggle competing priorities.

D isc ussio n

This study revealed three key themes that influence the use of evidence 

in program planning within health care organizations: (1) organizational 

culture; (2) organizational infrastructure; and (3) individual skills.

Through the initiative, the importance of organizational culture in 

promoting and supporting evidence use in program planning was 

highlighted. Organizational infrastructure, including tools, resources and 

supports available to support evidence-informed decision-making was 

also found to promote evidence use at the program planning level. The 

importance of individual skills in promoting evidence use in program 

planning also emerged as a theme in this study. Specifically, program 

managers require skills in finding, appraising and synthesizing evidence, 

as well as skills in program evaluation and program planning.
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The VALUE initiative also allowed the partner regions to critically 

examine the processes and challenges of moving evidence into action. 

Although this research is based on specific projects in only two regions, 

its findings are consistent with the literature22,23 suggesting that they may 

be applicable to other health regions.

Organizational culture was an important theme that emerged in the data 

influencing the use of evidence in program planning within health care 

organizations. The decision-making culture of organizations has been 

identified in other studies as a barrier to evidence-informed decision­

making at the program planning level24"27. Similarly, an organizational 

culture that supports evidence use through the provision of needed 

supports and demonstrates through action the value placed on evidence 

use within the organization has been found to promote evidence 

informed decision-making among program managers24,27"30.

The theme of organizational infrastructure and its influence on evidence- 

informed program planning is also consistent with other research 

findings. Internal resource constraints4,27,31,32 and a lack of formal 

processes to incorporate evidence into program planning and 

management 24,26 have been identified in the literature as barriers to 

evidence use. Evidence also suggests that the development of internal 

expertise in research promotes evidence use among program
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managers24,27,29 31. The lack of formal processes within organizations for 

integrating evidence into program planning and implementation observed 

in this study suggests that organizations would benefit from the 

development of a model that would provide them with structured direction 

on how to support moving evidence into practice.

The finding that the building of the individual skills of program managers 

was an important factor influencing the use of evidence was also 

consistent with the literature. A lack of skills in research synthesis and 

research utilization as well as a deficit of formal management training 

have been identified as barriers to evidence use in the literature 

24,26,27,31,33,34 E v id e n c e  also suggests that the individual skills and 

research experience of program managers promotes evidence-informed 

program planning29. The observation from this initiative that a deficit in 

research skills among program managers with postgraduate education 

exists suggests that postgraduate clinical training programs could benefit 

from increased focus on research use and application.

Challenges to evidence use identified through the initiative were 

consistent with those well documented in the literature22,23, confirming the 

need for future research to focus on strategies to address known barriers 

to evidence use. The findings suggest that the promotion of evidence 

use must be directed at multiple levels within organizations including: (1)
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an organizational culture that encourages and rewards evidence use, 

including senior management support of evidence use at the program 

and individual level; (2) an organizational infrastructure that provides the 

tools, resources, structure and processes to use evidence; and (3) 

investing in the training and skill development of staff.

Initiatives intended to promote evidence use must enhance existing 

supports and address known barriers. Initiatives must be designed 

around, and include, features to address identified barriers, while building 

on the organizations’ existing strengths.

Lessons learned from this initiative may inform future research on 

strategies to promote evidence-informed decision-making within health 

care organizations. Research exploring the implementation and 

effectiveness of these capacity building strategies is still needed.

L im ita tio n s

There were several potential limitations to this study resulting from the 

use of a case study approach. They included complexities inherent in 

health care organizations and reliance upon qualitative, more subjective 

information. Changes in priorities of staff over time were experienced 

throughout research project. However, we attempted to address this 

through the collaborative, engaged approach that involved meaningful
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roles for the stakeholders to ensure that everyone had a clear 

understanding of what they could contribute to the research and what 

personal and organizational benefits they could expect by participating in 

the research to ensure long-term support. Despite staff turnover, the 

prolonged exposure of the researchers to the staff helped develop team 

relationships, which appeared to increase participation even after staff 

moved into different roles. Although the findings from this research were 

based on only two case studies, a focus group with other health care 

organizations in Western Canada was held to assess their transferability. 

Participants felt that the findings also provided an accurate reflection of 

their experiences within their own organizations. Analyses were largely 

based on responses collected during focus groups and interviews. To 

ensure their reliability, methods and data sources were triangulated, and 

more than one researcher analyzed transcripts.

C o n c lu sio n

Within health care organizations, evidence-informed program planning, 

implementation and evaluation are essential components of program 

management. This participatory action research project exploring how 

program management decisions are made and translated into actions in 

health care organizations identified factors that influence evidence use in 

management decision-making. The partnership initiative to develop and 

implement strategies to build organizational capacity to use evidence to
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inform management decision-making provided an opportunity to examine 

the use of evidence in health care organizations in Canada, and to 

increase the understanding of what strategies are useful. However, 

further research aimed at exploring the effectiveness of these strategies 

is required in order to operationalize these approaches.
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A ppen dix  3 -1: D e ta ile d  R e se a r c h  Q u e s t io n s

Research Questions

The specific research questions were collaboratively developed with the 

stakeholders at each site. The participatory action research approach to 

defining the research questions ensures that the questions will be 

perceived as relevant by both the researchers and the stakeholders and 

the questions are developed within the context of application. The 

research questions include:

1. What supports for evidence-informed planning, implementation 

and evaluation are experienced within health care organizations at 

the organizational, program and individual levels?

2. What barriers to evidence-informed planning, implementation and 

evaluation are experienced within health care organizations at the 

organizational, program and individual levels?

3. What aspects of capacity building strategies to facilitate evidence- 

informed planning, implementation and evaluation within health 

care organizations are experienced as more or less useful?

a. What are the benefits and challenges of inter-regional 

collaboration as a strategy to build organizational capacity 

for evidence-informed decision-making?
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b. What are the benefits and challenges of learning projects 

as a strategy to build organizational capacity for evidence- 

informed decision-making?

c. What are the benefits and challenges of liaison roles as a 

strategy to build organizational capacity for evidence- 

informed decision-making?

d. What are the benefits and challenges of research support 

as a strategy to build organizational capacity for evidence- 

informed decision-making?

e. What are the benefits and challenges of protected time as a 

strategy to build organizational capacity for evidence- 

informed decision-making?
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Appendix 3-2: O rg a n iza tio n a l S tru c tu re  o f  P a rtic ip a to ry  A ction  Research P ro je c t

Figure 3-1: Organizational Structure of Participatory Action Research Project
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A ppen d ix  3-3: O r g a n iza t io n a l  R o l e s

Figure 3-2: Organizational Roles
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Appendix 3-4: P a rtic ip a to ry  A ction  Research P r o je c t  P rocess and A ctiv ities

Figure 3-3: Participatory Action Research Project Process and Activities
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A p p en d ix  3-5: Do c u m e n ta tio n  R e view

Documents Included in Documentation Review 

Regional Documents that Reference VALUE Initiative

• Regional Organizational Planning Documents that Reference 
VALUE Initiative

• Regional Program Planning Documents for Learning Projects

• Regional Program Evaluation Documents for Learning Projects

• Regional Correspondence about VALUE Initiative 

VALUE Initiative Documents

• VALUE Initiative Planning Documents

• VALUE Initiative Timelines

• VALUE Initiative Correspondence

• VALUE Initiative Process Documentation

• VALUE Initiative Field Notes 

VALUE Initiative Meeting Materials

• Executive Committee Meeting Agendas

• Executive Committee Progress Reports

• Executive Committee Meeting Notes

• Steering Committee Agendas

• Steering Committee Meeting Notes

• VALUE Initiative Reports
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Learning Project Documents

• Program Description Documents

• Evaluation Templates

• Evaluation Timelines

• Evaluation Summaries

• Evaluation Reports

• Site Visit/Workshop Planning Documents

• Site Visit/Workshop Agendas

• Site Visit/Workshop Presentation Materials

• Site Visit/Workshop Notes

• Site Visit/Workshop Evaluations

• Workshop Summary

• Project Planning Meeting Agendas

• Project Planning Meeting Notes

• Project Planning Meeting Reports
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CHAPTER 4: A MODEL FOR SUPPORTING EVIDENCE USE IN 

PROGRAM MANAGEMENT WITHIN HEALTH CARE 

ORGANIZATIONS
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In tr o d u c tio n

Evidence-informed decision-making has become a priority for many 

health care organizations1. However, promoting and supporting the use 

of evidence to inform program management decisions remains a 

challenge2'3. Health care organizations are complex, uncertain 

environments in which goals and objectives are often undefined or 

subject to change1. Health care managers find appraising evidence 

difficult4 and often lack formal management training3,5; however, they do 

value research evidence6, and there is a clear need to understand how 

evidence-informed decision-making can be supported within health care 

organizations. A lack of demonstrated use and application of knowledge 

at multiple levels within the health system, including practice, policy and 

program level decisions is evidence of a “knowledge-to-action gap”7(p14). 

The process of moving knowledge into action through the interaction of 

research, policy and practice8 requires health care organizations critically 

examine the resources, tools and supports required to promote evidence- 

informed decision-making by its program managers.

There are a number of different theories, models and frameworks offering 

different perspectives on knowledge translation9. Early theories of 

knowledge translation, such as the Diffusion of Innovation Theory, have 

informed other frameworks, including the research development 

dissemination utilization conceptual framework, which focuses largely on
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knowledge dissemination and not knowledge translation10. Kitson et al’s 

Promoting Action on Research in Health Services Model of knowledge 

translation focuses on research implementation highlighting the 

importance of scientific evidence, context of application and facilitation, 

which can be applied most readily in the clinical decision-making 

context11. Graham et al developed and proposed a conceptual 

framework for the knowledge to action process that models the creation 

and application of knowledge using a “planned-action approach”7(p20). It 

presents a knowledge creation and action cycle that identifies the 

activities and processes required to move knowledge into action across 

health care decision-making settings (Figure 4-1 )7.
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Figure 4-1: Knowledge to Action Process
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The knowledge creation component is represented by a funnel at the 

centre of the framework and includes knowledge inquiry, knowledge 

synthesis and knowledge tools and products. The application of 

knowledge is illustrated through the action cycle, which surrounds the 

knowledge creation process and includes the activities and processes 

required for the application of knowledge: identifying the problem; 

adapting knowledge to the local context; assessing barriers to knowledge 

use; selecting, tailoring and implementing interventions; monitoring 

knowledge use; evaluating outcomes; and sustaining knowledge use. 

Each phase of the action cycle influences the other phases. The 

knowledge to action process is a widely used and accepted model for 

moving knowledge into action in health care, being applied to decision­

making at policy, program and practice levels in diverse settings including 

public health12,13, health policy development14,15, health technology 

assessment16, clinical practice guideline implementation17,18, primary 

care19,20, asthma care20,21, cancer care22, diabetes care23, nutrition24, and 

genetic testing25.

As a conceptual framework, the knowledge to action process takes a 

systems approach to the theory of the knowledge to action process8. 

Health care organizations have been described as “complex adaptive 

systems”, which create unique challenges for making evidence-informed 

decisions by program managers26. Systems theory aligns with decision­
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making in health care organizations, as they are dynamic and influenced 

by unexpected changes in other interdependent systems8,2̂ 28. While the 

framework is a preferred model for moving knowledge into action in 

health care settings, there is little information to guide organizations in 

implementing the framework at the program level, and as such, health 

care organizations seeking to promote the knowledge to action process 

at the program management level need to understand the organizational 

tools, resources and supports required to operationalize the knowledge to 

action process1'29.

The objective of this research was to develop a model for supporting 

evidence use in program management within health care organizations. 

The model builds upon the knowledge to action process developed by 

Graham et al7 by adding the organizational building blocks upon which 

health care organizations can support program mangers in developing, 

applying and using evidence to inform program planning, implementation 

and evaluation.

M eth o d s

Based on existing evidence and primary data collected through an 

initiative to build organizational capacity for evidence use, a model for 

supporting evidence-informed program management within health care 

organizations was developed. The model draws from the best available
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theoretical, empirical and experiential evidence. Its development builds 

upon research undertaken to explore the barriers and facilitators to the 

use of evidence in program planning, implementation and evaluation 

within health care organizations and to identify strategies to promote 

evidence informed program planning, implementation and evaluation 

through a case-based approach, informed by findings of a 

comprehensive literature review of relevant existing published work30,31.

Theoretical and Empirical Evidence -  Literature Review

A review of existing theoretical and empirical research on evidence-use 

by decision-makers at the program level in health care organizations was 

undertaken30. Fourteen studies identifying barriers and facilitators to the 

use of evidence in program planning, implementation and evaluation 

within health care organizations were found. For each study, information 

on study design, decision-making context, location, sector, type of 

decision-maker, and findings was extracted using a standard data 

abstraction form. One reviewer extracted data from all of the studies. 

However, for a random sample (10%), data were extracted by a second 

reviewer to assess reliability. The data collected were entered into tables 

to facilitate qualitative analyses. The quality of the studies was 

assessed using published criteria for critically appraising qualitative, 

quantitative and mixed methods research32. Two reviewers summarized
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the data from the studies through narrative review33. The detailed 

methods and findings from the review are published elsewhere30.

Experiential Evidence - A Capacity Building Initiative

Through a participatory action research approach, the use of evidence to 

inform decisions in two programs in two different health care 

organizations was examined using a multiple-case study design34. The 

setting for the participatory action research project was a partnership 

initiative between two Canadian health care organizations, Regina 

Qu’Appelle Health Region in Saskatchewan and Northern Health in 

British Columbia, and the University of Alberta. The two health care 

organizations were small urban health regions that serve urban, rural and 

First Nations populations in Western Canada. The initiative was 

designed to explore capacity building strategies for supporting the use of 

evidence in program planning, implementation and evaluation. The 

overarching goals of the initiative were to add value through cross 

jurisdiction collaboration to bring research closer to practice in health 

care, build relationships across academic and practice sectors and 

facilitate development of and access to relevant research.

To meet the objectives identified by the partnership organizations, the 

initiative team developed a flexible process and tools that could be used 

at any point in the planning and evaluation cycle and that would build
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organizational capacity to use evidence in program development, 

implementation and evaluation. Each site identified an area of focus for 

the initiative and identified a project of strategic priority within which the 

process could be piloted as a learning project. In Regina Qu’Appelle 

Health Region the project was a Rural Early Chronic Kidney Disease 

Detection and Intervention Program and in Northern Health the project 

was a Mental Health and Addiction Collaborative Program. A detailed 

description of the partnership organizations and initiative structure is 

published elsewhere35.

The participatory action research project involved a collaborative 

approach using multiple methods including participant observation (with 

one researcher actively participating while documenting activities, 

interactions and reflections), documentation review, interviews and focus 

groups. The findings from the original research, as well as further 

subsequent analysis of reports, interview transcripts and focus group 

transcripts formed the foundation of the methods for the experiential 

component of the model development undertaken here.

Key informant interviews and focus groups were held throughout the 

initiative, which provided multiple opportunities for feedback from 

participants. Specifically, interviews with key stakeholders explored 

individual perspectives and experiences with evidence use in program
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planning, implementation and evaluation within their organization, as well 

as the usefulness of the initiative components. Key stakeholders were 

selected through purposive sampling36 and included the executive, leads, 

liaisons and program staff involved in the site-specific projects. In total, 

23 individual semi-structured interviews were completed.

Three focus groups were held. The first was conducted with program 

staff, liaisons and leads that participated in the site-specific activities 

(n=9). Semi-structured and open-ended questions developed in 

collaboration with the leads were used to explore the usefulness of 

capacity-building strategies for evidence-informed planning within health 

care organizations and the strategies, tools and resources needed to 

support appropriate use of evidence in program planning, implementation 

and evaluation. The second focus group included key stakeholders, 

including executive members from each region (n=13). This provided an 

opportunity for regional partners to jointly consider the implications of the 

initial findings from the documentation review and key stakeholder 

interviews from an organizational perspective and identify principles of 

strategies with perceived benefits to promote evidence-informed program 

planning, implementation and evaluation within health care organizations. 

In addition, one inter-provincial focus group was conducted as part of a 

dissemination event with broader representation from health care 

organizations across Western Canada. Its purpose was to explore how
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the findings from the research could be applied to other settings, testing 

transferability of the findings (n=14). The focus groups provided 

participants with an opportunity to bring together ideas for how health 

care organizations can support evidence use and reflect on their own 

views in the context of the views of others37. All sessions were digitally 

recorded. In addition, one researcher with expertise in qualitative 

methods observed all sessions, taking detailed notes. Data from all 

sources were coded using an integrated approach employing both 

deductive and inductive code development38. Additional review and 

comparative analysis allowed for new themes to emerge and codes to be 

generated. Rigour was strengthened through member checking in the 

form of built-in multiple opportunities for feedback and through verification 

of findings with the collaborating health care organizations and broader 

knowledge users. The detailed methods and findings from the 

participatory action research project are published elsewhere31.

D a t a  A n a l y s e s

To develop the model, the authors undertook thematic and constant 

comparative analysis to identify themes from the findings of the literature 

review and of the participatory action research project, as well as from 

the original interview and focus group transcripts. Two researchers 

independently analyzed all reports and transcripts. Data from all sources 

were coded using an integrated approach employing both deductive and
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inductive code development38. Initial coding was deductive, based on the 

main themes emerging from the initial review of the literature. Additional 

review and comparative analysis allowed for new themes to emerge and 

codes to be generated. An understanding of the barriers and facilitators 

to evidence use experienced by program managers in health care 

organizations through a comprehensive review of the literature was then 

expanded upon through the examination of the experiences of the 

program managers in the participatory action research project. The 

project enabled the practical exploration of the tools, resources and 

supports that program managers require to support evidence-informed 

decision-making in response to known barriers to evidence use. The 

themes emerging from both the literature review and the participatory 

action research project were combined to develop the model.

R e s u l t s

The knowledge to action process7, which is the “iterative process by 

which knowledge is put into practice”39(p46), can be used as a foundation 

for evidence-informed management in health care organizations. The 

challenge for health care organizations then becomes how to support the 

knowledge to action process in the program management decision­

making context. The model developed to potentially accomplish this is 

presented in Figure 4-2. It illustrates the organizational resources, tools 

and supports needed to support the use of evidence in program
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development, implementation and evaluation. Emerging themes 

suggested that there are five core areas upon which organizations need 

to focus to build a strong foundation for evidence-informed program 

management: 1) Organizational Culture; 2) Organizational Structure and 

Process; 3) Information; 4) Interaction; and 5) Individual Skills.

As depicted in Figure 4-2, the overall structure for the model is a five 

piece circular pie. The pieces of the pie are equal in size, as equal 

weight is given to each of the components. It also includes boxes that 

intersect each of the pie pieces. The boxes describe specific tools, 

resources and supports which emerged from the analysis. Organizations 

may utilize these tools in evidence-informed decision-making at the 

program management level.
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Figure 4-2: Organizational Resources, Tools and Supports for Evidence Use
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Organizational Culture

An emerging theme in the analysis suggested that the use of evidence in 

program planning, implementation and evaluation is promoted by an 

organizational culture that supports evidence use40"46. In the participatory 

action research project, when executive level leadership demonstrated 

knowledge use in their actions and decisions, a culture that supported 

evidence use was created. It was further developed through formal skill 

building programs for staff designed to foster skills in creating and 

applying evidence in context. Another theme that emerged was that a 

formal reward system to recognize and promote evidence use by 

program managers was shown to contribute to an organizational culture 

that supported evidence use43,45-47. Organizational commitment to 

collaboration with other organizations to share knowledge was another 

way health care organizations developed a culture that promoted 

evidence-informed management, as was observed both in the regions 

and in the literature as it provided visible and tangible opportunities to 

share knowledge across organizations40'44. This theme of highly visible 

research utilization within organizations was found to contribute to the 

development of a culture of evidence use40,44.

Organizational Structure and Process

Findings from both the literature review and the participatory action 

research project showed that evidence-informed program management

188



required organizational structures and processes to support managers in 

the use of evidence in program planning, implementation and 

evaluation40,42-46,48. Formal program planning processes that provided 

managers with a road map for integrating evidence were identified by 

program managers in the participatory action research project as an 

essential support. This was echoed by Mitton & Patten48, Weatherly et 

al45 and Wilson et al46 in the review of the literature. The support of 

senior management through a demonstrated understanding of the time 

and resources required for evidence-informed management also 

emerged as a theme within the participatory action research project and 

as a barrier to evidence-informed decision-making in the evidence 

synthesis5,47,49. In the regions, intra-organizational communication was a 

prominent theme in supporting evidence use. The establishment and 

development of formal internal communication channels to share 

knowledge and promote evidence use was another theme that emerged 

from the analysis40,42,44,46,48. Confirming the findings from the evidence 

synthesis, the participatory action research project identified that 

organizations needed to develop dedicated internal research expertise 

and provide managers with administrative support for evidence-informed 

program management40,42,45,46. Another theme was the requirement for 

operational data at the program level. Organizational investment in the 

establishment and development of systems to collect and report data for 

program areas was identified as a required resource to support evidence-
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informed program management42,45. Also, formal linkages with other 

organizations to promote knowledge sharing was a way organizations 

supported evidence use at this level. This was demonstrated through the 

inter-regional collaboration component of the participatory action 

research project and the perceived usefulness of inter-regional 

collaboration as a capacity building strategy by participants.

Information
In the literature it has been widely recognized that a strong organizational 

foundation for evidence use was built on information40"42,44'46,48,50'52. A 

theme emerging from the analysis was that organizations seeking to 

promote evidence use needed to ensure staff had access to 

information42,44"46,50'52. This included an organizational library, or 

partnership with an academic library, and the library staff to support 

searching for research findings, local evaluation results, and expert 

opinion 45,4849,52. It was also found that organizations could promote 

evidence use through the targeted dissemination of knowledge across 

the organization40,41,45,48,51. Opportunities for staff to participate in 

knowledge creation activities, such as the development and 

implementation of program evaluations at each of the sites in the 

participatory action research project, was perceived by participants as 

promoting evidence use. Internal organizational resources for knowledge 

synthesis also need to be developed, as it was noted that the program 

managers were not expected to possess this specialized skill in the case
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studies. Overall, the analysis found that organizational promotion of 

research evidence supported evidence-informed program management 

by mitigating negative perceptions of research in both the literature and 

by the demonstrated change in attitude towards research by participants 

in both regions5'42'47 49'52’53.

Interaction

Findings from the analysis showed that that interaction between 

researchers and decision-makers promoted evidence use 40,44'50'52. Both 

the literature review and the experience of participants in the regions 

suggested that organizations could develop and encourage both formal 

and informal organizational partnerships with research institutions to 

promote such interaction44,53. Structured collaboration with researchers 

at multiple levels within the organization was observed in the participatory 

action research project as supporting evidence use. Organizations 

promoted it by creating opportunities for researchers and program staff to 

interact to share knowledge, and, as the case studies demonstrated, 

technology could be leveraged to promote this interaction40,4147 51.

Individual Skills

The findings from the literature review and the participatory action 

research project both suggested that supporting the use of evidence in 

program planning, implementation and evaluation required organizational 

investment in the development of the skills of individual program
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managers and staff40,41 ,43,46. Through the participatory action research 

project, a lack of research literacy among program managers was 

observed that was consistent with the literature5,42,45-48,51,52.

Organizations seeking to promote evidence-informed management 

needed to develop staff skills in research literacy, utilization and 

application40,43,46,47,50. Two related emerging themes from the 

participatory action research project were that program managers 

required management skills development, and that time for this skill 

development needed to be protected in job descriptions. Organizational 

collaboration with academic institutions to promote the development of 

researcher skills in the application of evidence to improve the knowledge 

translation process was also shown to be useful for promoting evidence- 

informed program management47.

M o d e l  f o r  s u p p o r t in g  e v id e n c e  u s e  in  p r o g r a m  m a n a g e m e n t  w it h in

HEALTH CARE ORGANIZATIONS

Figure 4-3 expands upon Figure 4-2. It presents a model for supporting 

evidence use in program management within health care organizations 

by overlaying the knowledge to action process with the organizational 

resources, tools and supports required to promote evidence-informed 

program management. The organizational resources, tools and supports 

for evidence use are central to the application of the knowledge to action 

process in program planning, implementation and evaluation. The 

coloured arrows from each of the elements in the knowledge to action
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process illustrate the essential organizational components required to 

support that specific process. This was demonstrated through findings 

from the literature review and participatory action research project. For 

example, “Evaluating Outcomes” required individual skills (purple arrow), 

organizational culture (orange arrow), and organizational structure and 

process (green arrow) to support the evaluation of program outcomes. 

Similarly, “Selecting, Tailoring and Implementing Interventions” required 

individual skills (purple arrow), organizational structure and process 

(green arrow), interaction between researchers and decision-makers 

(pink arrow) and information (blue arrow).
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Figure 4-3: Model for Supporting Evidence Use in Program Management within Health Care Organizations
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D isc u ssio n

Managers in health care organizations are responsible for implementing 

innovative programs to meet the health service needs of their 

communities, highlighting the importance of promoting evidence-informed 

program management54. With evidence-informed decision-making a 

priority for most, understanding how to bridge the knowledge to action 

gap7 in management decision making requires an increased 

understanding of the tools, resources and supports organizations need in 

order to promote evidence-informed program planning, implementation 

and evaluation. The development of a model for supporting evidence use 

in program management within health care organizations that builds on a 

systems approach8 to the theory of the knowledge to action process 

developed by Graham et al7 provides organizations with a clear model for 

building a solid organizational foundation to support evidence-informed 

decision making. The complex nature of health care organizations 

presents unique challenges to implementing the knowledge to action 

process at the program level26. The model developed to support 

evidence use in program management within health care organizations 

expands upon the knowledge to action process by identifying the 

organizational building blocks of organizational culture, organizational 

structure and process, information, interaction and individual skills that 

are required to promote evidence use at the program management level.

195



C o n c lu sio n

The model for supporting evidence use in program management within 

heath care organizations draws from the best available theoretical, 

empirical and experiential evidence. The model builds on the work of 

Graham et al7, and enhances the knowledge to action process by 

overlaying the organizational tools, resources and supports that are 

required to operationalize the knowledge to action process at the 

program management level within health care organizations. Future 

research should seek to verify the model and explore the impact of the 

application of the model on decision making within health care 

organizations.
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CONCLUSION

The purpose of this thesis was to critically examine the use of evidence in 

planning, implementing and evaluating programs within health care 

organizations. It contained a series of four papers that collectively 

explored the use of evidence to inform program management decisions.

A comprehensive review of the literature exploring the barriers and 

facilitators to evidence use experienced by health care decision-makers 

at the program level identified four distinct categories of barriers and 

facilitators to evidence use experiences by health care managers: (1) 

Informational, (2) Organizational, (3) Individual, and (4) Interactional. 

Understanding the barriers and facilitators to evidence-use experienced 

by managers is an essential first step in developing strategies to promote 

evidence-informed decision-making at the program level within health 

care organizations. The findings from this review confirm that evidence- 

informed management requires more than encouraging research 

utilization within organizations. The barriers and facilitators of evidence 

use in decision-making at the management level within health care 

organizations identified through this review can be used to develop the 

required multidimensional solutions for promoting evidence-informed 

program planning, implementation and evaluation within health care 

organizations.
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The second chapter provided an overview of an innovative collaboration 

between two Canadian health care organizations and their university 

partner to build organizational capacity for evidence-use in program 

planning, implementation and evaluation. The capacity building 

strategies included: (1) Inter-regional collaboration, (2) Learning projects, 

(3) Liaison roles, (4) Research support, and (5) Protected time for skill 

building. While the lessons learned from this initiative may not be directly 

generalizable to other health care organizations, the similar needs and 

experiences of the participating health regions suggests that other health 

care organizations would find the lessons learned useful. The initiative 

found that strategies intended to promote evidence use need to be 

directed at multiple levels within the organization, to enhance existing 

supports and address known barriers to evidence use. The strategies to 

promote evidence use trialed were valued by participants and would be 

recommended to organizations looking to promote evidence-informed 

program planning, implementation and evaluation. In particular, 

strategies that provide ongoing real time research expertise and support 

to program staff and create opportunities for program staff to apply 

learning through practical projects of strategic priority were highly valued.

The third chapter presented the findings from a participatory action 

research project designed to explore perceived barriers and facilitators to
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evidence-informed decision-making within health care organizations and 

to identify strategies to promote evidence use in program planning, 

implementation and evaluation. The findings suggest that the promotion 

of evidence use must be directed at multiple levels within organizations 

including: (1) an organizational culture that encourages and rewards 

evidence use, including senior management support of evidence use at 

the program and individual level; (2) an organizational infrastructure that 

provides the tools, resources, structure and processes to use evidence; 

(3) access to networks of experts; and (4) investing in the training and 

skill development of staff. The partnership initiative to develop and 

implement strategies to build organizational capacity to use evidence to 

inform management decision-making provided a unique opportunity to 

examine the use of evidence in health care organizations in Canada, and 

to increase the understanding of what strategies are useful.

The fourth and final chapter presented a model developed to help health 

care organizations implement the knowledge to action process. The 

model for supporting evidence use in program management within heath 

care organizations was drawn from the best available theoretical, 

empirical and experiential evidence. The model enhanced the 

knowledge to action process by overlaying the organizational tools, 

resources and supports that are required to operationalize the knowledge
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to action process at the program management level within health care 

organizations

Together, the papers in this thesis sought to examine the state of the 

science on the use of evidence in program planning, implementation and 

evaluation; explore strategies to build capacity for evidence-informed 

management decision-making within health care organizations; and 

propose a model for organizations to move knowledge into action at the 

program level.

The findings from this thesis suggest future research in the area of 

evidence use in program management is still needed.

Potential topics for future research include:

• What strategies are effective in overcoming organizational barriers 

to evidence-informed decision-making?

• How can the process managers use to apply evidence in health 

care organizations be enhanced to promote evidence-informed 

decision-making?
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• What strategies are effective in promoting the use of evidence in 

program planning, implementation and evaluation?

• What strategies are most effective in promoting interaction 

between researchers and decision makers?

• Is the model for supporting evidence use in program management 

within health care organizations valid?

• What is the impact of the application of the model on decision 

making within health care organizations?

212


