
A Community of Practice on Environmental
Design for Long-Term Care Residents with
Dementia

Jacobi Elliott1,2,3 , Paul Stolee1 , Katie Mairs1, Anita Kothari3 and
James Conklin4,5

1School of Public Health Sciences, University of Waterloo, Waterloo, Canada, 2Lawson Health Research Institute,
London, Canada, 3School of Health Studies, Western University, London, Canada, 4Department of Applied Human
Sciences, Concordia University, Montreal, Canada and 5Bruyère Research Institute, Ottawa, Ontario, Canada

Résumé

L’utilisation de communautés de pratique (CdP) pour soutenir l’application des connaissances
dans la pratique améliorée des soins gériatriques n’est pas largement comprise. L’objectif de cette
étude de cas consistait à mieux comprendre les processus de conversion des connaissances en
action (KTA) d’une CdP axée sur la conception de l’environnement pour améliorer la façon
dont les personnes atteintes d’un trouble neurocognitif s’orientent dans les établissements de
soins de longue durée (SLD). Des données qualitatives ont été recueillies (entrevues avec des
informateurs clés, observations et examen de documents) et analysées à l’aide d’un codage
émergent. Lesmembres de la CdP ont apporté de solides connaissances au processus deKTAqui
se caractérise par les thèmes suivants : dynamique d’équipe, utilisation d’un processus structuré,
utilisation de la technologie, formes variées de connaissances et initiative claire. La CdP de
l’étude a efficacement synthétisé et traduit les connaissances en outils pratiques pour éclairer les
changements dans la pratique, les programmes et les politiques sur les soins aux personnes
vivant avec un trouble neurocognitif. Des recherches supplémentaires sont nécessaires sur la
manière d’impliquer les patients et les soignants dans les processus de KTA et de garantir que
l’application pratique des connaissances bénéficie d’un soutien financier et politique.

Abstract

The use of communities of practice (CoP) to support the application of knowledge in improved
geriatric care practice is not widely understood. This case study’s aim was to gain a deeper
understanding of the knowledge-to-action (KTA) processes of a CoP focused on environmental
design, to improve how persons with dementia find their way around in long-term care (LTC)
homes. Qualitative data were collected (key informant interviews, observations, and document
review), and analysed using emergent coding. CoP members contributed extensive knowledge
to the KTA process characterized by the following themes: team dynamics, employing a
structured process, technology use, varied forms of knowledge, and a clear initiative. The study’s
CoP effectively synthesized and translated knowledge into practical tools to inform changes in
practice, programs, and policy on dementia care. More research is needed on how to involve
patients and caregivers in the KTA processes, and to ensure that practical application of
knowledge has financial and policy support

Background

Consistent and appropriate use of research findings to inform policy and practice has been
shown to improve health outcomes (Graham et al., 2006; Grol, 2001; Hanney &González-Block,
2015; McGlynn et al., 2003). Unfortunately, this does not happen often, and a gap exists between
research and the actual use of research findings (Bero et al., 1998; Lewis et al., 2005; Mallonee,
Fowler, & Istre, 2006). Factors that contribute to this research-to-practice gap include: lack of
communication between researchers and intended users of research (who may include policy
makers and decision makers, patients, and frontline health care providers) findings; a too
general, or too narrow research focus; lack of effective promotion of research findings and their
relevance to users; and lack of support from health care policy and decision makers at various
levels in the health care system (Mallonee et al., 2006; Sussman, Valente, Rohrbach, Skara, &
Ann-Pentz, 2006). These factors can be addressed in part by knowledge translation or imple-
mentation science (Graham et al., 2006; Nilsen, 2015). Knowledge translation is defined as “a
dynamic and iterative process that includes synthesis, dissemination, exchange and ethically

Canadian Journal on Aging /
La Revue canadienne du vieil-
lissement

www.cambridge.org/cjg

Article

Cite this article: Elliott J, Stolee P, Mairs K,
Kothari A, & Conklin J. (2023). A Community of
Practice on Environmental Design for Long-
Term Care Residents with Dementia. Canadian
Journal on Aging / La Revue canadienne du
vieillissement 42(3), 404–415.
https://doi.org/10.1017/S0714980823000028

Received: 05 April 2020
Accepted: 21 June 2022

Mots-clés:
vieillissement; conversion des connaissances
en action; troubles neurocognitifs;
communauté de pratique; soins de longue
durée

Keywords:
aging; knowledge to action; dementia;
community of practice; long-term care

Corresponding author:
La correspondance et les demandes de tirés-à-
part doivent être adressées à : /
Correspondence and requests for offprints
should be sent to: Jacobi Elliott, Ph.D., Lawson
Health Research Institute, 750 Base Line Rd E,
London ON, N6C 2R5, Canada (jacobi.
elliott@sjhc.london.on.ca)

© Canadian Association on Gerontology 2023.

https://doi.org/10.1017/S0714980823000028 Published online by Cambridge University Press

https://orcid.org/0000-0001-8740-4638
https://orcid.org/0000-0002-5685-0843
https://doi.org/10.1017/S0714980823000028
mailto:jacobi.elliott@sjhc.london.on.ca
mailto:jacobi.elliott@sjhc.london.on.ca
http://crossmark.crossref.org/dialog?doi=https://doi.org/10.1017/S0714980823000028&domain=pdf
https://doi.org/10.1017/S0714980823000028


sound application of knowledge to improve the health…, provide
more effective health services and products and strengthen the
health care system” (Canadian Institutes ofHealth Research, 2015).

In this article, we consider knowledge translation in the context
of older adults. A focus on older adults is timely because of
Canada’s aging population, and the related expected increases in
the demand for health programs and services (Canadian Institute
for Health Information, 2011; Chatterji et al., 2008; Ries, 2010;
Statistics Canada, 2021). One way of meeting this demand is to
improve the health care system’s ability to generate, share, and use
knowledge and innovations in the field of health and aging.
Researchers have examined the ways in which evidence derived
from research, as well as practice-based knowledge, is shared and
translated into policy and practice. One mechanism to promote
knowledge-to-action (KTA) that has garnered considerable inter-
est is the community of practice (CoP) (Brown & Duguid, 1991;
Snyder & Briggs, 2003; Kothari, Boyko, Conklin, Stolee, & Sibbald,
2015).

There are several explanations of CoPs with a common theme
that they are made up of individuals with a common interest.
Wenger (2016) defines CoPs as “…groups of people who share a
concern or a passion for something they do and learn how to do it
better as they interact regularly” (p. 2). Wheatley (2005) introduces
the idea of “advancing the field of practice” and “sharing” knowl-
edge, which moves the focus from the groups’ interacting and
learning as an end in itself to making the knowledge available for
the benefit of others outside the immediate group.

CoPs are not restricted to any particular area; they can be found
in business, academia, and the health care sector (Lesser & Everest,
2001; Lesser & Storck, 2001; Li et al., 2009b; Kothari et al., 2015).
According to Wenger (2016), CoPs have three characteristics: the
domain, the community, and the practice. Domain refers to the
common interest that the members share. Related to the common
interest are the unique competencies and skills that differentiate
members of a CoP from people outside the group. “Community”
refers to relationships resulting from the group interactions that
enable learning and functioning. “Practice” refers to shared expe-
riences, resources, and ways of doing things. A CoP “is like a virtual
center of excellence, where all the partners are experts” (Snyder &
Briggs, 2003, p. 4). CoPs have been described as mobilizers of KTA;
they are composed of members from diverse backgrounds and
experiences who otherwise might not interact but for their com-
mon vision and passion. The members bring with them external
connections and networks, which widen the CoP reach with regard
to sources of knowledge. The connections also expand the CoP’s
reach with regard to disseminating and promoting use of knowl-
edge. The diversity of CoP members is a reservoir of explicit
knowledge (such as published research) and tacit knowledge (such
as expertise and experience-based knowledge).

According to Collins (2010), tacit knowledge is knowledge that
cannot be explicated; it resides in individuals, and comprises three
distinct phenomena: weak (relational tacit knowledge referring to
knowledge that guides interpersonal interactions), medium
(somatic tacit knowledge, which refers to aspects of knowledge
that are connected to the physical body, for example knowing when
one is not feeling well), and strong tacit knowledge or collective
tacit knowledge, which is the knowledge that differentiates human
beings from other living things. In contrast, explicit knowledge can
be accessed, packaged in different forms, explicated, and dissemi-
nated for use (Wyatt, 2001). Although tacit and explicit knowledge
differ, the two relate in a dynamic way (Adler, 1996). This rela-
tionship can be observed in a CoP, for example, in the process of

identifying and deciding on the specific area of focus, or knowing
where to get the information (tacit), and in synthesizing knowledge
and developing the recommendations for use to address an issue
(explicit knowledge).

Themembers of CoPs take on different roles. Benne and Sheats’
(2007) framework places group roles in three categories: (1) group
task roles related to the issue and the task at hand, which enable the
group to successfully accomplish a task, and address the issue of
concern to the group; (2) group building and maintenance roles
that guide how the group functions as a team; and (3) individual
roles that are concerned more with the individual member’s needs
not relevant to the successful accomplishment of the task or the
cohesive and productive functioning of the group. This last cate-
gory can potentially have a negative effect on the group (Snyder &
Briggs, 2003).

CoPs exemplify collective and social learning, inwhich bodies of
knowledge are cultivated through involvement of a variety of voices
and opinions. This is especially important because knowledge is
fluid and ever changing, which makes it difficult for any one
individual to master knowledge in one particular field on their
own (Wenger, McDermott, & Snyder, 2002). CoPs are increasingly
being used to translate knowledge into practice and there has been
research and discussions on CoPs’ KTA processes (for example
Handley, Sturdy, Fincham, & Clark, 2006; Li et al., 2009a; Roberts,
2006). More research is needed to further understand how CoPs
contribute to KTA processes in specific contexts. In the study
reported here, we were interested in gaining a deeper understand-
ing of the KTA processes of a CoP that was focused on synthesizing
and sharing knowledge related to environmental design changes to
improve wayfinding for persons with dementia living in long-term
care (LTC) environments.

The CoP examined in this study, hereon in referred to as the
CoP1P, was initiated in 2010 as a partnership between the Alzhei-
mer Knowledge Exchange (AKE) now known as the BrainXchange,
and the Seniors Health Knowledge Network (SHKN). The AKE is a
virtual platform that health care professionals use to share knowl-
edge and best practices, and to build professional partnerships.
SHKN, formerly the Seniors Health Research Transfer Network,
was launched in 2005 by the Ontario provincial government. It is a
network of networks that work together to improve the quality of
health care provided to seniors by facilitating knowledge exchange
opportunities for formal and informal caregivers, researchers, and
policy makers (Conklin, Stolee, Luesby, Sharrat, & Chambers,
2007). The collaboration facilitates knowledge exchange through
a library service, knowledge brokers, local implementation teams,
collaborative technology, and CoPs whose members work together
to identify innovations, translate evidence, and help implement
changes in practice (Conklin et al., 2007).

The goal of the CoP1P was to synthesize and translate knowl-
edge into practical tools, and to inform changes in practice, pro-
grams, and policy on dementia care. The CoP derives its
membership from a pool of the approximately 2,000 members of
the AKE who include researchers, educators, health care providers,
family caregivers, policy makers, and stakeholder organization
representatives working in dementia-related research, policy,
or care.

The KTA initiative for the CoP1P that served as the case study
for this article was the Wayfinding Initiative, the aim of which was
to develop a practice design recommendations toolkit to facilitate
individuals with dementia finding their way around the LTC
homes. Wayfinding refers to “an integrated system of navigation
that enables individuals to find their way quickly and easily within a
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built environment” (Alzheimer Knowledge Exchange, 2013, p. 1).
This initiative arose from CoPmembers’ recognition of an increas-
ing need to assist persons with dementia, who often experience
spatial disorientation, to find their way more easily within their
physical environment.

This CoP case study was part of a larger 3-year multiple case
study that involved SHKN CoPs working to improve practice and
the health of seniors in Ontario, Canada (Conklin, Kothari, Stolee,
Chambers, Forbes, & Le Clair, 2011). Similar to the other case
studies in our program of research (Conklin et al., 2011), this case
study (Wayfinding Initiative CoP) sought to understand the KTA
processes that were initiated through the CoP. Specifically, this
project aimed to understand: (1) the extent to which the KTA
process involved explicit and tacit knowledge, (2) how active
involvement of knowledge users in the CoP influenced knowledge
utilization, and (3) the factors that supported or hindered the KTA
process.

Methods

A case study methodology allows for in-depth explorations of
complex social phenomena within their natural contexts (Anaf,
Drummond, & Sheppard, 2007; Tellis, 1997) and is therefore an
appropriate method for studying processes that occur within CoPs
as well as those that extend from CoPs to frontline health care
settings (Connell, Lynch, & Waring, 2001). Findings from case
studies have been used by health services researchers to develop
explanatory theories, evaluative conclusions, and recommenda-
tions for interventions in health care (Baxter & Jack, 2008). Differ-
ent from other types of qualitative methods, case study research
involves intensive analyses and descriptions of a single unit or
system bounded by space and time and is grounded in multiple
sources of information (e.g., interviews, observations, document
reviews; Hancock & Algozzine, 2006). A detailed description of the
methods used in this study and in the other case studies that make
up this program of research, can be found in a study protocol
published by the investigators (Conklin et al., 2011).

Ethics clearance for the project was obtained from the Health
Sciences Research Ethics Board of Western University (#17879E),
the Bruyère Continuing Care Research Ethics Committee (#M16-
11-004), the Concordia University Human Research Ethics Com-
mittee (#HU2010-115), and the University of Waterloo Office of
Research Ethics (ORE#16894).

Data Collection

Data collection involved key informant interviews, document
reviews, and observations, thus providing methodological triangu-
lation. Members of the CoP who had been actively involved were
invited to participate in an interview. Interviewees were purpo-
sively selected to include members with leadership, knowledge
brokering, and knowledge user roles. Semi-structured interview
guides were developed for the multiple case study project; the
interview guide is included as an additional file in our published
protocol article (Conklin et al., 2011). Review of CoP documents
provided background information on the CoP, including its mem-
bership and its goals. The review also provided information on the
sources of knowledge that were used in the KTA process. To gain a
closer perspective of interactions, processes, and relationships
within the CoP community, a member of the research team

(K.M.) recorded observations as field notes after observing the
CoP meetings and events (Baker, 2006; DeWalt & DeWalt, 2002).

As a first step in the data-collection process, a teleconference
was held with five CoP members (two CoP leads, one SHKN
knowledge broker, and two CoP planningmembers). The purposes
of the teleconference were: (1) to introduce the research project,
including research activities and outputs, and to review the CoP
members’ role in the project; and (2) to learn about the CoP1P and
their plan for the Wayfinding Initiative. Data collection then
proceeded as follows:

1. Interviews: Four semi-structured, 30-minute interviews were
conducted with two CoP leads and two CoP planning members
at the start of the observation period, to provide contextual data.
Additionally, four semi-structured follow-up interviews and
four concluding interviews were conducted at the end of the
observation period to further understand the behaviours, activ-
ities, and environment related to the KTA initiative. The four
follow-up and the four concluding interviews involved frontline
and non-frontline staff, and took approximately 30 minutes
each. Every interviewee was given the opportunity to review
their transcript and correct errors or add information; no sub-
stantial changes were requested.

2. Meeting Observations: A researcher (K.M.) observed all of the
meetings (n= 9) held by the CoP over a 12-month period to plan
the KTA initiative. These meetings took 60–90 minutes, and
were usually facilitated by the same two CoP co-leads. The
number of participants in the planning meetings ranged from
four to eleven. Topics discussed included updates on CoP
membership, literature and resource development, task assign-
ment, future planning, and new issues and opportunities for
the CoP.

3. Field Notes: After each meeting, rough field notes and audio
recordings were used to develop more formal field notes using a
standard template. Field notes captured emerging patterns with
respect to knowledge types, member roles, and other contextual
factors.

4. Document Review: Documents about the CoP and the KTA
initiative were obtained from the CoP knowledge broker, and
relevant information was collected from the documents for
analysis.

All interviews and meetings were audio recorded with consent
from participants, and were transcribed verbatim. All CoP mem-
bers who participated in the planning meetings and interviews
provided informed consent to take part in the study.

Data Analysis

This article reports on the results of emergent coding that was done
following the principles of qualitative description and thematic
content analysis (Strauss & Corbin, 1990). Emergent coding and
analysis of the text allowed new themes to emerge from a thorough
review of the data. More than 90 codes were identified from the
data analysis. The codes were reviewed, and similar and related
codes were grouped together to form a theme. Themes were
identified, relationships and connections between themes were
assessed, and a summary of findings was drawn (Braun & Clarke,
2006; Hsieh & Shannon, 2005). The resulting themes were sup-
ported by multiple codes and examples from the data; if a theme
was not well supported, it was either eliminated or combined with
another idea. To assure strength and quality of the analysis (Pope,
Ziebland, & Mays, 2000), two researchers conducted the analysis
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and one of the principal investigators was involved when the two
researchers differed in their coding. The research team then syn-
thesized the findings into a detailed case report that highlighted the
emerging themes and detailed a description of each theme. The
team prepared a thick description of the case study that described
the knowledge informing the CoP’s KTA initiative, the knowledge
facilitation and translation mechanisms (adaptation, understand-
ing, utilization), and the involvement of users in the KT process.

Developing a Diagram to Represent Results

The next step involved a more detailed analysis to determine
interactions and connections among the themes. This involved
printing the themes and their descriptions on individual pieces of
paper and taping them to a large board. The researchers then
examined each theme and description. Connections between
themes were noted, allowing researchers to develop a diagram to
better display the results.

The results of the analysis and development of the diagram,
which were discussed extensively at a team meeting, are discussed
in the following section.

Results

The CoP and Case (KTA Initiative)

The KTA initiative for the CoP1P was intended to develop a toolkit
with guidelines to assist in wayfinding for people with dementia
living in LTC homes (see Table 1 for related acronyms and mean-
ing). The intended recipients of the Wayfinding Toolkit included
frontline caregivers (nurses, nursing assistants, physiotherapists,
occupational therapists, and other allied health professionals), and
administrators within LTC. The toolkit was considered to be of
particular interest to those working in LTC, as they deal with issues
of responsive behaviours and wayfinding with residents on a daily
basis.

The Wayfinding Initiative of the CoP1P included a knowledge
broker, two co-leads, and five to nine participants. Team members
were selected based on an invitation from the knowledge broker
sent to the larger AKE membership to see who might be interested
in joining the initiative. The CoP1P planning team was composed
of researchers, health care providers (predominantly psychogeria-
tric resource consultants who provide consulting support to LTC
homes), students, and stakeholder organization representatives
involved in dementia care (see Table 2 for participant roles/
perspectives). The CoP held planning meetings once a month.
These were chaired by the CoP co-leads and co-facilitated by the
SHKN knowledge broker. The initiative included an information

specialist’s initial literature search on wayfinding to identify poten-
tial design topics and considerations for persons with dementia.
The SHKN knowledge broker amalgamated this information into a
document and separated the information into initial sub-categories
related to specific design features and brought this to the planning
team. Subsequent literature searches filled information gaps, and
members collaborated on further development of the document
through a number of in-person and virtual planning meetings. The
final version of the Wayfinding Toolkit was shared with the larger
AKE membership via a webinar on January 21, 2013; a total of
15 individuals outside of the core planning team attended the
webinar.

The purpose of the webinar was to share the recommendations
with the larger AKE audience who expressed interest in CoP1P,
particularly wayfinding. The CoP also used the webinar to gather
feedback on the recommendations before broader dissemination
took place. The planning team hoped to use the webinars to reach
not only frontline care providers and long-term care administra-
tors, but also representatives of important stakeholder organiza-
tions such as the Alzheimer Society. The planners were particularly
interested in reaching policy and decision makers through the
webinar; however, this proved to be a challenge as reflected in
the following field note from a planning meeting:

In terms of the target population for the webinar, the group was pleased
with the diversity of attendance. However, they did mention that they
would like to see more representation from legislative or regulatory
bodies (e.g., fire marshals) –they want to attract people that can make a
“regulatory” or political difference as well as people that can use the
information in a practical way. They mentioned that they have been
previously successful in reaching out to the Ministry of Health and the
fire marshals to receive input on the development of their previous
toolkits. Although they would ideally like to see such representation at
the webinar, they are not sure what the best way to get them there would
be. They also pointed out that they have been successful in reaching

Table 1. Acronyms and meaning

Acronym Meaning

CoP Community of practice

KTA Knowledge-to-action

LTC Long-term care

AKE Alzheimer Knowledge Exchange

SHKN Seniors Health Knowledge Network

KT Knowledge translation

PRC Psychogeriatric resource consultant

Table 2. Participant roles

Code Role/Perspective

COP1P1 Knowledge broker

COP1P2 Co-lead/Frontline provider (PRC)

COP1P3 Co-lead/Researcher

COP1P4 Consultant

COP1P7 Frontline provider (PRC)

COP1P8 Knowledge broker

COP1P12 Home adaptation and maintenance program

COP1P13 Information specialist

COP1P14 Architect (designing homes for seniors)

COP1P18 Knowledge broker

COP1P19 LTC director

COP1P20 Director of education

COP1P21 Frontline provider (occupational therapist)

COP1P22 Researcher

COP1P30 Frontline provider (social worker)

COP1P31 Frontline Provider (physiotherapist)

Note. PRC = psychogeriatric resource consultant; LTC = long-term care.
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more individuals outside of the field of health, including architecture.
(Source: Field Note)

Attendees of thewebinar appreciated that the toolkit produced by the
CoP included recommendations for simple, manageable, and cost-
effective design changes (e.g., signage) that could be made in their
facility to assistwithwayfinding. Frontline staff felt that theywould be
able to put into practice small changes that required few resources
and minimal or no administrative input. They also expressed that
they felt that the recommendations were credible given the support
provided through both the academic literature review and the expe-
riential knowledge provided by members of the CoP planning team.

Results from Emergent Coding

Ten themes emerged from the data analysis; these are summarized
in Table 3 and considered in the following paragraphs.

Theme 1: Positive Team Dynamics

The formation of the CoP1P was facilitated by the SHKN and
composed of members committed to developing practice design
recommendations to facilitate wayfinding for individuals with

dementia, in particular those living in LTC homes. The members
included individuals with diverse perspectives and expertise who
represented a variety of professions such as: psychogeriatric
resource consultants (PRCs), architects, academics, Alzheimer-
related organizations, and students. During one of the planning
meetings, the researcher observed that some CoP members were
experts in environmental design. They also had access to resources
such as research articles that they shared with the group. One
member had extensive knowledge on wayfinding and had con-
ducted considerable research on the topic.

The CoP members were collaborative, organized, and supportive
of one another. The CoP created a good environment for the mem-
bers to contribute to a cause they cared about, as CoP1P3 (to protect
the identity of research participants, they are identified by codes
beginning with the letters CoP1P) expresses in the following quote:

…this community of practice seems very well suited in terms of per-
sonalities and strengths andwe are able to really count on one another…
to trust one another with information, and I think it is a very nice blend
of folks to work with and we don’t push ourselves hard because this is
not our full time job, but when we do create something, we’re pretty
proud of it. It’s a very collaborative group effort in anything we do
(COP1P3).

Table 3. Emerging themes

Theme Name Short Description

Theme 1: Positive team dynamics The core CoP1P teamwas collaborative and ensured that all of themembers’ voices were heard. They
had a shared passion for improving environmental design and a shared goal that drew them
together. The team had a trusting and respectful relationship.

Theme 2: Fluidity of team membership Themembership process was both fluid and flexible, allowing for inclusion and accessibility of diverse
expertise.

Theme 3: Structured process A structured process was used to direct guideline development. Roles were assigned, and a common
template ensured consistency in guideline format across CoP initiatives.

Theme 4: Use of technology Technology enabled the process of the design and development of the guideline, as well as
dissemination. The use of an online screen-sharing program and telephone and video conferencing
allowed for core team members to develop and immediately modify the document during
meetings.

Theme 5: Variety of knowledge sources The overall aim of the Wayfinding Initiative was to develop best practice guidelines for design within
LTC homes to assist persons with dementia in finding their way. The guideline was informed by
important key sources of knowledge including research and practice-based (experiential-based)
evidence.

Theme 6: A clear goal (to change people’s thinking and
practice on environmental design)

Leaders of the initiative recognized that to achieve their goals they needed to change the way people
think about and practice environmental design. This meant that staff would need to be educated
about both design issues and change processes. To ensure that the changes were sustained, they
would need to be embedded in institutional policies.

Theme 7: Senior leaders may be operating under other
constraints

CoP leaders believed that the guidelines they produced must be focused on improving the quality of
life of people who are living with dementia. This implied that their work was intended to be person-
centred (though they did not use this term), rather than focused on the needs of management or
the institution.

Theme 8: Links to a broad network of interested
stakeholders

The core team had created linkages with knowledge users (in part by including knowledge users as
team members), and strengthened these linkages as the initiative moved toward implementation
and adoption. Although the guideline developed during this initiative was focused on LTC settings,
core team members recognized that it could be adapted for other settings (e.g., community).

Theme 9: Facilitators of implementation Implementation of the guidelines was facilitated both by the readiness and enthusiasm of frontline
providers and the support and commitment of LTC homemanagers. Supportive actions of frontline
staff (representing all disciplines) included: involvement in implementation, “trial and error”
testing of different wayfinding strategies, and sharing the guidelines with other staff.

Theme 10: Challenges to implementation Successful implementation required adaptation to local conditions, but resources to support
frontline modifications were limited. Implementation of design changes required management
support which was often lacking; management may have been removed from frontline
circumstances, or they may have been unwilling or unable to support changes because of limited
resources or regulatory barriers.
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Clear expectations of members were necessary to ensure proper
group functioning. For example, to remain in the group, members
were expected to attend all meetings, and they would be dropped if
they failed to attend three consecutive meetings. They were also
expected to read documents and to provide input in the develop-
ment of the guidelines.

Another factor that contributed to the functioning of the group
was the freedom they had to contribute whatever knowledge they
had regarding the guidelines. Their suggestions on additions,
changes, and improvements were well received and incorporated
in the initiative. For example, COP1P2 suggested that the group
could later work on signage, either as an addition to the document
that they were working on, or as a separate companion document.
Other members were keen on details, and they identified gaps in
knowledge and brought questions regarding literature and research
that were discussed in meetings.

Although all members of this CoP shared roles, a member of the
team always stepped up to guide discussions and generation of
ideas during meetings. When people got off track (although the
group did not seem tomind) amember (often CoP1P2 or CoP1P3)
would pull them back.

At times the meeting got off course…. This got confusing at times as
several ideas were being floated around at once – this did not seem to
faze the group however, as they continued to engage in conversation as if
the change in focus had not occurred (Source: Field Notes).

COP1P18 took the important role of organizing meetings and
activities (including assembling academic literature and editing
the document), being the liaison between the general (peripheral)
membership and core team, and seeking new partnerships to
facilitate broader dissemination.

The group members encouraged and supported one another
throughout the process. For example, CoP1P1, CoP1P2, and
CoP1P3 regularly praised other members for their contributions.
CoP1P2 was particularly passionate about the Wayfinding Initia-
tive and expressed her feelings several times during meetings.
CoP1P3 made many positive comments about the team in inter-
views and planning meetings:

She’s brilliant. Oh, everybody is, honestly. We’ve got this librarian
goddess who keeps us all on track and we’ve got these inspired passion-
ate people that really enjoy coming together and CoP1P1… we’ve had a
number of knowledge brokers, COP1P1 and then COP1P18… and in
particular, the last couple of knowledge brokers had dedicated time to
our group, and we’ve accomplished a lot by having that kind of dedi-
cated time, our tools look great and we’re always looking forward to our
meetings on the third Friday of every month, it’s been a really good ride
for this Community of Practice (COP1P3).

…At the conclusion of the meeting, COP1P19 specifically singled out
COP1P13 so that praise could be given for her work done with the group.
This led COP1P3 to thank COP1P18 for her work, following which
COP1P18 acknowledged that the group had been very welcoming. The
group was clearly supportive of one another as they moved towards a
common goal, and recognized the importance of the role specificmembers
played and the contributions they made to the CoP. (Source: Field Notes).

Theme 2: Fluidity of Team Membership

The fluidity of the CoP membership allowed for flexibility and
resilience in its composition; changes in the teams did not seem to
affect task roles. Instead, these changes benefited the CoP with

expertise and perspectives from multiple members. COP1P3 and
COP1P14 capture this fluidity in the following example:

We normally have a wonderful engineer (COP1P10) that participates
and he’s been a very, very steady member in our group. Way-finding is
not his area of expertise and he opted out…. So we do have people that
come in and out of the group (COP1P3).

… the more people who are involved, the more likely we are to find the
people we need (COP1P14).

Participants appreciated the flexibility of the CoP, as it allowed
for people to come in and out of the group depending on their
interest in the topic and their availability. Although this fluidity
may have introduced confusion into the group’s work, they
mitigated this by developing a structured process (discussed in
theme 3) that balanced their flexibility with suitable management
controls.

Theme 3: Structured Process

The development of the Wayfinding Guidelines had a structured
process. For example, there was a schedule for meetings, although
not all members adhered to it, which is be expected in any group. In
addition, the Wayfinding Initiative was one of the many initiatives
that the CoP had undertaken over time, and the CoP had developed
a common template to ensure consistency in the format of the
guidelines across all the initiatives.

We have a template for the document…so all of the documents look the
same…(COP1P2).

The structured process was also evident in the assignment of tasks.
For example, the knowledge broker assigned tasks to each core
team member, while a librarian obtained the research articles and
assisted the core team in filling the emerging knowledge gaps.
Having a librarian on the team to pull together materials from
different sources was an important contribution to the initiative.

However, there were no set timelines for the completion of
tasks, and there was no clear reason for the flexibility with regard
to time schedules. In response to a question about time schedules,
COP1P2 and COP1P3 had the following to say:

We don’t really have one. When we’re finished then we are finished and
that’s by mutual consent usually…. Usually each time we meet we
identify gaps in what we have or whether we’re lacking accreditation
and all of that stuff, and so thenwe carry on until we feel the document is
complete (COP1P2).

…probably we could finish it (the task) in about fourmore visits if we all
were diligent and read our articles (COP1P3).

This flexibility in timelines may have been because the CoP mem-
bers were volunteers who had other commitments in their profes-
sional roles and had little room for additional tasks.

Theme 4: Use of Technology

Technology was a key component of the initiative. Web and
telephone-based conferencing helped coordinate members of the
team. Screen-sharing was an efficient means of making live mod-
ifications to the document, and allowed for simultaneous discus-
sions on the process.
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…technology… teleconferencing and videoconferencing, that’s cer-
tainly been an important aspect of what makes this work (COP1P14).

Some knowledge users could not take time away from their work,
and some may not have had the time to read the document
containing the recommendations. Webinars were a convenient
means of reaching these knowledge users. They attended the webi-
nars during lunch breaks, and participated in two-way communi-
cations that took place between the core team and other
participants.

I used to do more of that than I do now and that is mostly because of a
time factor. I have almost 150 residents on my caseload and I am just
flying around like a crazy woman. If I had a half a day a week or
something where I could actually sit down and read, that would be
great. But that’s another reason why I like these webinars because they –
you know, I can sit. I can have my lunch. It is my lunch break that I’m
taking but I can just listen and I’m still learning. No, I don’t have a lot of
time for reading (COP1P30).

Apart from being useful in the development of the guidelines,
webinars were used to disseminate the guidelines to, and get
feedback from, stakeholders. In addition to webinars, the AKE
Web site was an important resource for the target audience to
access the guidelines.

Theme 5: Variety of Knowledge Sources

The aim of the Wayfinding Initiative was to develop best design
practice guidelines to assist persons with dementia in finding their
way in an LTC home. The initiative drew from both explicit and
tacit knowledge. The sources of information for the guidelines were
research and best practices (explicit knowledge), and personal and
experience-based knowledge (tacit knowledge). Explicit knowledge
was in the form of academic literature and documented best
practices. Some CoP members had solid research backgrounds
and expertise that they contributed to the initiative. COP1P3 was
a good example of a member who was a source of explicit knowl-
edge. As an academic working on her doctorate, she came across a
lot of literature that she shared with the group. Another member,
the knowledge broker, accessed and distributed research informa-
tion to the CoP members for analysis.

Themembers also brought in personal and experience-based, or
tacit, knowledge. They shared their knowledge on design in the
form of ideas and viewpoints based on their lived experiences and
professional backgrounds. For example, COP1P2 provided infor-
mation and examples on design from her work, which supported
the information found in the literature, and in one instance, she
knew that specific recommendations such as use of cartoons, would
not work in the context of the dementia community. Tacit knowl-
edge was often included when no academic or research evidence
was available. The inclusion of this experience-based knowledge
made the guidelines both useful and practical to the context and to
the target audience.

I think wherever we can we try to back up the tacit knowledge with the
academic literature…. We rely a lot on people’s tacit knowledge, and in
particular, I’ve really benefited myself from COP1P21’s Occupational
Therapy (OT) experience and COP1P14’s architecture experience….
They’ve brought a dimension that is very, very necessary for grounding
in terms of actual applied knowledge, being out there and working in the
field (COP1P3).

Theme 6: Goal to Change People’s Thinking and Practice

One way of achieving the CoP’s goal was by transforming people’s
thinking about practice and environmental design in dementia
care. The main target of the Wayfinding Guidelines (Wayfinding
Toolkit) were the frontline caregivers (nurses, nursing assistants,
physiotherapists, occupational therapists, and other allied health
professionals) and administrators in LTC. These health care pro-
viders and administrators deal with issues of responsive behaviors
and wayfinding among LTC residents on a daily basis. The guide-
lines could also be used to influence development of policy in LTC.

The development of the guidelines was not an end in itself; they
needed to be disseminated and promoted to key audiences includ-
ing health care providers, organizations such as The Alzheimer
Society, and importantly, to policy and decision makers. CoP
leaders’ intention was for appropriate design changes to be embed-
ded into the health system and into institutional pLolicies. CoP
leaders recognized that administration, not the frontline staff, of
LTC homes was responsible for making decisions on design. They
were also aware that staff needed education on both design issues
and change processes. At the system level, policy makers needed to
buy in for the recommendations to be entrenched into policy. The
CoP used webinars to disseminate and to get feedback on the
recommendations. The webinars attracted participants from
diverse backgrounds.

The CoP leaders recognized the need to target large LTC homes
because these homes had financial and other resources to redesign
their facilities. Decision makers in the targeted institutions needed
to be shown the link between design changes and practical con-
cerns, such as reducing incidents of responsive behaviours, and
financial benefits (e.g., cost reductions). However, the design guide-
lines were not restricted to LTC homes; they were applicable to
other settings.

… it may appear that… [focus] is long-term care homes, but they could
be supportive housing, it could be adult day programs, and even worth
looking at in the person’s own home and we’re going to start inviting
other members of the Alzheimer’s Society for example…(COP1P3)

There was therefore a need for continued engagement with key
stakeholders in dementia care to create awareness of the issues, to
promote the guidelines, to change policy on design, and ultimately,
to change individuals’ and organizations’ knowledge, attitude, and
practice regarding design.

Theme 7: Senior Leaders May Be Operating Under Other
Constraints

CoP leaders wanted the guidelines to focus on improving the
quality of life of persons living with dementia. Participants sug-
gested that frontline providers in particular needed guidelines
when dealing with a population whose behaviour could be unpre-
dictable.

Dementia is an incredibly challenging disease to work with, and …. So
we need to have the biggest toolkit we possibly can have to try and
manage the behaviours and keep things going relatively smooth inside
the institutions. And you know to be very respectful of the people who
have dementia, to be very supportive of the people who are trying to
work frontline with these challenging behaviours (COP1P30).

People with dementia respond in a variety of ways to different
interventions. The guidelines (or toolkit) needed to cover many
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areas relevant to the complexities of dementia care. Frontline staff
interacted with, and knew the appropriate care for, people with
dementia. COP1P31 reported that it was common practice for
practitioners like her to share information and knowledge with
others involved in dementia care. However, she also reported that it
was not easy to share the same information with, and get buy-in
from,managers in the institutions. This could be becausemanagers
and administrators sometimes set priorities based on circum-
stances such as regulatory expectations and financial constraints
in their institutions. It was also pointed out that management is
usually disconnected from frontline activities, and implementation
of Wayfinding Guidelines may not be a priority.

Theme 8: Links to a Broad Network of Interested Stakeholders

This theme is related to the first theme regarding membership
composition, the resources membersbring with them, and the
functioning of the CoP. The members had linkages and networks
with other stakeholders (including other CoPs) and knowledge
users outside the immediate group. Although the guidelines
focused on LTC home settings, they could be adapted and used
in other settings, and therefore the CoP leveraged these connec-
tions and networks in the development of the guidelines.

We tend to focus on physical design and it is easiest to look at this in
settings such as long term care homes. However, the work may be
applicable to other design settings such as supportive housing, adult
day programs and personal homes. We are working with people from
different agencies, like personal education coordinators, to make [the
guidelines] applicable to other settings (COP1P3)

The CoP tapped into the different viewpoints, experiences, and
expertise in diverse areas of practice relevant to design. The CoP
also obtained feedback from a broader network of existing and
potential stakeholders, potentiallymaking the guidelines applicable
in diverse settings.

COP1P2 explained that the general membership tends to be our core
group. We then asked for clarification, “Do you have a larger group that
you seek clarification from, outside of your core group?”COP1P2 stated
that they have sought feedback from a group of PRC’s (psychogeriatric
consultants) in Ontario. She mentioned having collaborated with the
other CoPs a couple of times, presenting the guidelines and receiving
feedback. COP1P2 andCOP1P3 also talked about surveys they had done
in the past to gather feedback from a larger group of people. (Source:
Field Notes)

In addition, the expanded networks and connections enabled the
CoPs to disseminate and promote use of the guidelines to audiences
beyond the immediate knowledge users.

Theme 9: Facilitators of Implementation

The CoP1P had a number of frontline staff members involved with
the Wayfinding Initiative. Frontline staff are key knowledge users
and their involvement in the initiative provided information and
perspectives on LTC issues of which the CoP may not have been
aware. Participation of frontline staff was helpful in presenting the
guidelines in a language consistent with the language used in LTC
settings, and ensured that the recommendations were practical and
appropriate for use in that context. A member who was familiar
with the context suggested use of appropriate content and illustra-
tions for the document. Moreover, frontline staff (for example,

COP1P30, a social worker) promoted the initiative by inviting their
colleagues to the webinars, and by sharing the Wayfinding Guide-
lines with them.

We also have a weekly meeting here with all the nurse managers and
both social workers and part of that meeting is to talk about challenges
we’re having with different responsive behaviours and that’s when I’m
able to share a lot of my knowledge [COP1P30].

Participants reported that LTC homes and hospitals had expressed
interest in the guidelines, and that there were plans to translate
them into French for wider dissemination and use. It was also
reported that frontline staff were enthusiastic about using the
guidelines, and some had applied the guidelines in their places of
work, albeit on a small scale, and on a trial-and error-basis, as
COP1P30 reported:

They [unit staff] don’t really have time to sit and read things. It’s more,
you know, talking on the fly and trying to get, you know, let’s try this one
intervention today and then I’ll come up tomorrow and see if it helped
and if not, we’ll try something else and so it’s just more trial and error…
(COP1P30).

Some of the guidelines being put into practice included
camouflaging exits by setting up a mural of bookcases over the
door to minimize exit-seeking for some of the patients. Another
practical application was the use of room identifiers such as
pictures in a patient’s room. The patients might not be able to
read their names but they could identify the pictures and be able to
locate their rooms more easily. Although it was too early to assess
the full uptake of these guidelines, COP1P31 (a physiotherapist)
provides an example of a positive impact from the use of the
guidelines.

It is a little [thing] and certainly the simple ones as far as putting the
pictures up outside the rooms has helped me. A lot of our luminescence
is taupe on blue so everything is quite similar so I have had a couple of
patients say “Where’s my room, oh, I have to go towards the flowers”
and then they have been able to find their roomwhich has been great but
a very simple, simple change [COP1P31].

This happened with the support of LTC home managers, which
included providing staff time for education and providing some
resources for the changes.

Theme 10: Challenges to Implementation

Barriers to practical application
Dementia is a complex disease, and people with dementia have
particular challenges in terms of behaviour and the type of care they
need. The guidelines were required to address specific needs of
different residents, and to be aligned with the needs of different
organizations so as to be applicable in specific LTC homes. At the
local level, frontline staff needed to see the guidelines as an impor-
tant tool in their work. It was reported that some frontline staff were
more reactive than proactive with regard to dementia care. It was
also reported that some had negative attitudes towards dementia
and that they were not interested in changing the environment for
the residents with dementia.

Time constraints prevented frontline staff from passing on
knowledge to other colleagues. In addition, consistency was cited
as a barrier to the application of the guidelines. Frontline staff
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worked in shifts, and it was therefore difficult to be consistent in
applying the guidelines because of challenges in ensuring continuity.

I would say consistency between front line staff is probably a barrier for
us because I can go up and meet with day staff and meet with afternoon
staff and really try and say, okay, this is what we’re trying to do and if we
could all just be consistent and try to redirect and try to, you know, try all
these things that we’re trying, but we really do need to have that
consistency so that someone with cognitive issues maybe can catch on
if we’re all doing the same thing. It’s very, very, very hard to have that
consistency because there’s just so many staff here and it’s, you know, I
may meet with two shifts but the next day it’s all new people again
[COP1P30].

Lack of financial resources was another barrier to the development
and practical application of the guidelines. The CoP did not have
enough funds to modify the guidelines for easy reading or to
translate them into French for wider reach. According to
COP1P31, structural changes to the environment were more desir-
able, but there was no funding for such changes.

Barriers to system change
Design changes require management support, which was often
lacking. Participants said that management might not be in touch
with frontline circumstances, and therefore did not see the need for
the changes. Even in cases in which design changes were recognized
as desirable, changes were inhibited by more immediate demands
and conflicting priorities such as the need to meet government-
mandated expectations in other areas. Participants also said that
managers may be unwilling or unable to support changes because
of limited resources or regulatory barriers.

The CoP recognized the need for KTA processes that engaged
policy makers, but their access to this group was limited. Policy
makers are important in ensuring that the guidelines are
entrenched at the system level and implemented across the board.
For example, there were no policy makers in a meeting where
suggestions were made regarding modifications within the provin-
cial Long-Term Care Act to support design optimization across the
province. In addition, although the CoP had a broad range of
connections, they had trouble reaching people at management
levels. For example, managers did not attend webinars where the
guidelines were disseminated and discussed, although they sup-
ported attendance by frontline staff. This denied the initiative
important input from those whowould spearhead implementation.

When I asked her whether management has been supportive in imple-
menting the knowledge into practice, she explained that she has not yet
found a way to increase buy-in at this level. “Management are very far
removed from what is happening at the frontline,” she said. (Source:
Field Note)

The preceding section highlights the themes that emerged through
the CoP’s development of wayfinding guidelines. The themes high-
light the importance of team dynamics, the development of guide-
lines and implementation at both the system and practice levels, the
use of technology, and the dissemination plans. The work highlights
that system transformation and policy change were not arrived at
because of a number of constraints, including lack of involvement by
policy makers. However, some changes that required minimal
resources (more practical changes) were made. Behaviour change
was observed in the residents, implying that more changes are
possible with resources and organizational support.

The frontline staff seemed highly receptive and ready to implement
small, practical design changes within their homes such as putting
pictures up outside of the room. However, they are challenged by the
competing priorities of the home to save money. (Source: Field Note)

The impact of the guidelines on environmental design changes was
not measured in this case study.

Discussion

The purpose of this case study was to gain a deeper understanding
of the KTA processes of the CoP1P. We used the case study of
CoP1P’sWayfinding Initiative to examine the processes that were
initiated through the CoP, and the interaction of tacit and explicit
knowledge in the process.We also examined how the involvement
of knowledge users influenced the utilization of knowledge, and
finally, the factors that supported or hindered the effectiveness of
the KTA process. The themes that emerged revolved around the
group or team (the CoP) functioning, the task (the KTA process of
developing the Wayfinding Guidelines), the use of technology,
and the implementation of the guidelines. The factors that hin-
dered and those that facilitated the KTA process were also iden-
tified.

This initiative had the characteristics of CoPs, which include a
common interest (a domain), a practice, and a community (Lave &
Wenger, 1991). The focus of the CoP was to collect, synthesize,
package, and share knowledge related to environmental design
change to improve wayfinding for persons with dementia living
in LTC homes and other environments. The CoP members were
committed to the effort, and they provided resources in terms of
time and knowledge, which were necessary for its success (Wenger
& Snyder, 2000). Throughout the KTA process, there was commit-
ment to collective learning and the achievement of the CoP goal.
The core members of the CoP collaborated well; they had passion,
dedication and strong leadership.

By definition, a CoP has members and relationships at different
levels (Lave & Wenger, 1991). Some members are at the core,
whereas others are at the periphery; some are committed to the
cause, and others are pursuing their own interests (Benne & Sheats,
2007). The effectiveness of group existence and functioning
depends on members’ support for one another, and on a clear,
shared reason for coming together (Smith &McKeen, 2004;Wage-
man, Hackman, & Lehman, 2005). The members of the CoP1P
were committed to and supportive of one another. They had the
common goal of changing people’s beliefs and practices with regard
to environmental design. However, membership in the CoP was
not static, and there were changes over time for various reasons.
Whereas some members left the CoP because the topic was not
relevant to them, others joined because they possessed skills and
knowledge that they wanted to contribute to the initiative. This is
consistent with fluid teams; changes occur in fluid teams because
they are structured around interests and roles depending on mem-
bers’ skills, experiences, and personalities (Bechky, 2006; Huckman
& Staats, 2010). Some authors (Feldman, 1994; Kane, Argote, &
Levine, 2005) argue that fluidity benefits teams by bringing in fresh
ideas and perspectives. Other authors (Summers, Humphrey, &
Ferris, 2012) argue that changes disrupt the balance and relation-
ships among teammembers, and that these changes leave gaps that
often take time to fill, therefore affecting the team’s performance.
With regard to the CoP1P, the fluidity of its members provided
different levels of expertise and experience to the group, and the
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external networks that the new members brought expanded the
CoP’s reach.

The development of the Wayfinding Guidelines followed a
structured process based on available best practices (Jacobson,
Butterill, & Goering, 2003; Phillipson, Lowe, Proctor, & Ruto,
2012). Members took on roles and a core group coordinated the
process. In addition, the CoP had developed tools, including a
template for use in all the initiatives that the CoP undertook. This
is consistent with proper functioning of self-organized groups
(Stempfle, Hübner, & Badke-Schaub, 2001). These groups establish
certain structures, processes, and tools to guide their work, which
include standards to govern procedures, the quality of work,
methods of doing things, clarity of roles, guidelines on what needs
to be achieved, and the timing of the activities. However, these
elements can be changed or modified at any time depending on the
stage of the task, the prevailing needs, and the context (Kane et al.,
2005; Summers et al., 2012). This was evident in the development of
theWayfinding Guidelines, where, for example, the document was
said to be “live” in that it could be changed at any time depending
on new evidence from research or practice. In another example, the
timing of activities could be extended to accommodate the schedule
of members.

Our work has highlighted the role of CoPs as knowledge trans-
lation mechanisms that link both tacit and explicit knowledge,
consistent with the view of Wenger and Snyder (2000) that CoPs
are groups of people who share both knowledge and experiences.
According to Smith (1997), members’ diverse tacit and explicit
knowledge provides a CoP with a variety of knowledge, perspec-
tives, and ways of doing things. Members of the CoP1P used tacit
and explicit knowledge to develop theWayfinding Guidelines. The
development of the design guidelines was supported by a variety of
knowledge sources including academic literature and experience-
based knowledge. They also tapped into their relational and col-
lective tacit knowledge (Collins, 2010) to ensure group functioning
and cohesion.

Technology is another key resource that can play an important
part in CoPs (Hemmasi & Csanda, 2009). The CoP1P used tech-
nology for its internal and external processes to not only collaborate
and create the toolkit, but also to facilitate wider dissemination of
the recommendations to knowledge users. The CoP’s use of Web
and telephone-based communication during their planning meet-
ings provided such a forum, where evidence was shared, discussed,
and modified. This collective exchange and interpretation of
knowledge through the use of technology helped facilitate the
uptake of new knowledge and the collection of a more comprehen-
sive range of information (Mohrman, Gibson, &Mohrman, 2001).

Effective knowledge translation requires not only the ability and
skill to navigate the complexities of identifying the problem and the
sources of knowledge and synthesizing, disseminating, and pro-
moting use of knowledge; it also requires the ability to address the
needs of multiple stakeholders (Graham et al., 2006; Ward, House,
& Hamer, 2009). Frieden (2014) suggests involving many stake-
holders (including public-and private-sector organizations, the
health care community, decision makers, the general public, and
the political establishments) to enhance the implementation of
health initiatives. This provides more information and different
perspectives, and builds private and public support for initiatives.
The CoP1P involved researchers, frontline staff, architects, stu-
dents, and stakeholder organization representatives involved in
dementia care in the KTA initiative. The frontline staff were aware
of the end-use context and provided information that made the
recommendations practical and appropriate for use in LTC homes.

The CoP, however, had limited success in involving policy makers
and administrators in its KTA process. One reason for their lack of
involvement could be that the CoP did not understand the complex
environment of policy making and the intricacies of getting policy
makers to participate in the KTA process (Lavis, 2006). Addition-
ally, administrators and policy makers linked to long-term care
homes are often forced to follow government mandates that may
have competing priorities. We note that whereas front-line staff
attending webinars on their lunch hours reflects the ability of the
CoP to accommodate their educational efforts to their schedules,
this may also reflect that administrators do not see these activities
as a priority. Future research should investigate how to engage key
stakeholders, such as policy makers, in KTA processes to achieve
positive policy outcomes (McWilliam, 1997). The CoP also did not
involve residents and family caregivers in the development of the
Wayfinding Guidelines. In more recent years, there has been an
emphasis on engaging patients, residents, and family caregivers in
co-creating health system change including care processes, tools,
and resources. At the time that this study took place, engagement of
patients, residents, and family caregivers was suggested; however, it
was not well known how to do this (McNeil et al., 2016). Involving
patients, residents, and family caregivers takes time: to build rela-
tionships, make sure they are well supported to participate in
meetings, and ensure they feel meaningfully involved in the process
(McNeil et al., 2016). The involvement of residents and family
caregivers in CoPs should be explored in future research initiatives.

Despite the successes of the CoP in synthesizing and dissemi-
nating the design recommendations, there were barriers to their
utilization. These barriers highlight the need to consider the many
factors in the dissemination and use of research knowledge. Many
studies (for example Amara, Ouimet, & Landry, 2004; Grimshaw
et al., 2004) show that synthesizing and packaging knowledge may
be the easier part in the KTA process, whereas dissemination and
the eventual use of the knowledge is more challenging. Bero et al.
(1998) examined 18 systematic reviews for evidence of the effec-
tiveness of different strategies used to disseminate and implement
research findings. They found that the mode of disseminating
knowledge determined how it was received and used. They also
discovered that passive dissemination of knowledge was ineffective,
and thatmultiple strategies including interactive educational meet-
ings were more effective in ensuring use of knowledge. The least
effective strategies were using educational materials and holding
educational meetings. Sudsawad (2007) suggests making decisions
earlier in the KTA process regarding the intended users of the
knowledge and how the users will use it. However, there is no way
to guarantee the effective implementation or use of knowledge even
with such early decisions, because of themany factors that affect the
implementation process (Al Ghabeesh, 2015).

Our findings highlight the fact that CoPs operate in the same
environments as other knowledge translators and that they face
equivalent challenges. This particular CoP was flexible and adap-
tive, and used a variety of techniques to make the design recom-
mendations available to knowledge users. However, it was unable
to create a mechanism to facilitate change at a policy level.

This project aimed to observe the KTA process. We were not
responsible for developing the process in which the Wayfinding
Guidelines were created, whowas involved, or how the product was
disseminated. This case study shares the limitations that arise in
this type of qualitative inquiry: subjectivity and reflexivity in col-
lecting and analysing data. However, this limitation was mitigated
in a number of ways. First, data were collected using a standard
template that was applied to all of the other case studies, to allow for
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consistency in data collection and later cross-study analysis. Sec-
ond, the researchers were not active participants; they merely
observed the KTA process. Third, more than one researcher ana-
lysed the data and a larger team of researchers was involved in
verifying and interpreting the findings, thus providing added
objectivity to the research. Finally, the final data were collected
and analysed in 2013. Although the data may therefore seem dated,
we believe that they are still very relevant given the continued
recognition of the need for efforts to apply best practices in demen-
tia care in the design of LTC homes (Seetharaman et al., 2020).

Conclusion

Overall, many factors were evident in the KTA process for the
CoP1P. Consistent with Wenger, the structural elements of a CoP
(domain, community, and practice) were in place for successful
accomplishment of the CoP’s task. The CoP benefited from the
extensive tacit and explicit knowledge of its members, who also had
extensive networks and linkages. The diverse and proactive nature
of the group allowed for broad perspectives and active dissemina-
tion strategies at a practical level. Additionally, technology created
a forum to access, interpret, and package knowledge. Deeper
understanding of the themes that came out of this CoP case study
could be used to build stronger CoPs that are effective at both
knowledge synthesis and knowledge application. High level man-
agement and policy maker buy-in of the recommended design
changes, which was a barrier for this CoP, could be considered
more explicitly during the planning stages in an effort to secure
earlier involvement and commitment of these decision makers.

Findings from this study can inform future KTA processes of
CoPs including how these processes can best be improved and
supported in their efforts to improve health system capacity and
functioning.
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