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Objectives: To describe the process for selecting and
training chiropractic opinion leaders (OLs) and best
practice collaborators (BPCs) to increase the uptake of
best practice.
Methods: In Phase 1, OLs were identified using a
cross-sectional survey among Canadian chiropractic
stakeholders. A 10-member committee ranked
nominees. Top-ranked nominees were invited to a
training workshop. In Phase 2, a national e-survey was
administered to 7200 Canadian chiropractors to identify

Objectifs : Décrire le processus permettant de choisir et
former les leaders d’opinion (LO) et collaborateurs des
pratiques d’exemplaire (CPE) en chiropratique dans le
but de favoriser l’adoption des pratiques d’excellence.
Méthodologie : Lors de la première phase, on a
désigné les LO au moyen d’une enquête transversale
parmi les intervenants canadiens de la chiropratique.
Un comité composé de dix membres a classé les
candidats. Les candidats les mieux classés ont été
invités à un atelier de formation. Lors de la deuxième
phase, 7 200 chiropraticiens canadiens se sont soumis
à une enquête nationale en ligne visant à désigner
d’autres LO et CPE. Les noms recommandés ont été
présélectionnés par les LO et le choix final s’est fait
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additional OLs and BPCs. Recommended names were
screened by OLs and final selection made by consensus.
Webinars were utilized to train BPCs to engage peers in
best practices, and facilitate guideline dissemination.
Results: In Phase 1, 21 OLs were selected from 80
nominees. Sixteen attended a training workshop. In
Phase 2, 486 chiropractors recommended 1126 potential
BPCs, of which 133 were invited to participate and 112
accepted.
Conclusions: OLs and BPCs were identified across
Canada to enhance the uptake of research among
chiropractors.

d’un commun accord. On s’est servi de webinaires pour
former les LO à encourager leurs pairs à adopter des
pratiques d’excellence et faciliter la diffusion des lignes
directrices.
Résultats : Lors de la première phase, on a choisi 21
LO parmi 80 candidats. Seize d’entre eux ont assisté à
un atelier de formation. Lors de la deuxième phase, 486
chiropraticiens ont recommandé 1 126 LO potentiels,
parmi lesquels 133 ont été invités à participer et 112 ont
accepté.
Conclusions : On a désigné des LO et CPE à l’échelle
du pays pour favoriser l’adoption de la recherche parmi
les chiropraticiens.

(JCCA. 2017;61(1):53-64)

(JCCA. 2017;61(1):53-64)
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Background
Clinical practice guidelines (CPGs) are widely recognized as a foundational tool to inform clinical decision
making.1 When followed, CPGs have the potential to improve health outcomes, as well as the efficiency of the
health care system.2,3 Low adherence to CPGs for the
management of musculoskeletal disorders and spine care
in particular contributes to a wide variation in services
seen across several health disciplines including chiropractic.4-7 Implementing guidelines typically requires
change at multiple levels, including attitudinal and behavioural change by clinicians and promoting use of CPGs
by stakeholders (e.g., governing bodies and professional
associations).8
The Canadian Chiropractic Guideline Initiative
(CCGI) was launched over a decade ago by the national
chiropractic professional organizations in Canada in order
to develop CPGs to improve quality care9 and decrease
the burden of musculoskeletal disorders10. The mission of
the CCGI is to develop, disseminate and help implement
CPGs among Canadian chiropractors.11
Prior work explored the determinants of guideline adherence among health care professionals using the Theoretical Domain Framework (TDF)12, a framework previously applied in a wide range of disciplines, settings and

contexts13. Interviews of chiropractors and professional
leaders in Canada14,15 suggested that guideline adherence
is potentially influenced by the theoretical domains of
social influence and social/professional role and identity.
In other words, the set of behaviours and personal qualities displayed in social or work settings (social influence)
and the processes existing between people that have the
potential to influence thoughts, feelings or behaviours
(social/professional role and identity) can lead to behaviour change.16 Mapping of Behaviour Change Techniques
(BCTs)17 on to these theoretical domains suggested that
social processes of encouragement, pressure, support,
and modeling/demonstration of behaviour are important
techniques for changing professional behaviour15. Change
agents (people who, by the nature of their position or
abilities are particularly capable of promoting change)
are well suited to accomplish these BCTs. This is partly
because peer pressure to conform to social norms affects
behavioural intention, an important predictor of individuals’ behaviour.18
Implementation research supports the use of change
agents, including practitioners, to deliver evidence-based
recommendations and programs to improve the quality of
care.19,20 Opinion leaders (OLs) are individuals who have
formal or informal influence on the attitudes, beliefs and
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behaviours of their colleagues and stakeholder organizations.21,22 Generally viewed by their peer group as likeable, trustworthy and influential, OLs play an important
role in promoting health care initiatives, in leveraging
established relationships to create access points within a
target community, in communicating key messages23, and
in demonstrating and reinforcing desired behaviour24. As
respected members of a community, their spheres of influence provide an opportunity for long-term subsistence
of an initiative, long after active intervention has concluded.25 Reviews on the effectiveness of OL interventions
suggest that a 12% absolute increase in compliance with
an intervention may be expected when using OLs to promote evidence-based practice.26
By extension, best practice collaborators (BPCs) can
also be seen as important change agents. Here BPCs are
defined as individuals who are also seen as caring, knowledgeable and good educators and who assist the OLs in
their role. Recognizing the use of change agents as an
important strategy to influence professional behaviour
change, the current paper outlines the strategy used by
the CCGI to identify and train OLs and BPCs to promote
the use of best practice within the Canadian chiropractic profession broadly (i.e., practicing chiropractors and
leaders of national and provincial associations, regulatory boards, liability insurance carriers, and other stakeholders).
Methods
Phase 1: Opinion Leaders
The aim of Phase 1 was to appoint OLs to assist the CCGI
with the dissemination and implementation of CPGs
among Canadian chiropractors and support professional
leaders engaged in the process of guideline implementation.
Study design
A cross-sectional research design was employed to identify OLs in the chiropractic profession in all 10 provinces
across Canada.
Participants and recruitment
CCGI stakeholders, professional leaders of national and
provincial chiropractic associations and regulatory boards
in Canada (n=50) who attended an annual meeting in
J Can Chiropr Assoc 2017; 61(1)

February 2014 were asked to complete a survey questionnaire.
Survey questionnaire
The questionnaire asked participants to provide up to
three names of Canadian chiropractors they felt to be suitable to serve as OLs as well as their reasons to nominate.
Nominations were based on the chiropractors’ skills and
attributes, specifically, whether they were educationally
influential, knowledgeable and humanistic, along with
their sphere of influence (i.e., clinicians and/or professional leaders/decision makers)(Appendix 1).27
Data collection
For each nominee, general demographic and practice data
were collected from internet searches on publicly available search engines such as Google and social media, the
practitioner’s clinic website and provincial/regulatory
websites. Data gathered from these searches were complemented by information provided by the members of
the selection committee based on knowledge of the candidate through prior work (described below). A candidate
profile was established in an Excel spreadsheet for each
nominee, including their gender, the number of years in
practice, their participation (or not) in continuing education activities, presentations given to their peers, academic and publication record, and the presence/absence of
prior liability issues or regulatory complaints.
Data analysis
A 10-member selection committee of CCGI stakeholders
was established to review the candidate profiles. To obtain a wide range of views, perspectives and professional
experience, the committee was composed of a purposive sample from diverse geographical settings including
members of a chiropractic specialty college (n=2), a field
practitioner (n=1), academics (n=2), leaders from provincial associations and regulatory boards (n=3), and researchers (n=2).
To guide the selection process, committee members considered pre-established criteria adapted from
Rycroft-Malone27 to help inform their selection, including
geographical location, past and current level of engagement with the profession, availability, attitudes and beliefs toward evidence-based practice and CPGs, and prior
teaching experience. Other desirable attributes included
55
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Identifying

CCGI stakeholders invited to complete the survey questionnaire (n=50)

Self-reporting method

Peer Nomination Method

(CCGI stakeholders propose
themselves)

(CCGI stakeholders propose up to 3
names of potential candidates)

Ranking

Eligibility

Screening

Potential CCGI Opinion Leaders (n = 80)

Candidate profiles to ascertain eligibility as
Opinion Leaders (n = 79)

Round 1: Candidates (n=48) ranked for Practitioners
(n=21), Decision Makers (n=9), Both (n=18)

Round 2: Candidates with a mean score >5.5/7
ranked as 1st, 2nd & 3rd choices (n=35); Practitioners
(n=12), Decision Makers (n=7), Both (n=16)





Candidates selected and initially invited to participate (n=21),
Declined/withdrew (n=9), additional candidates invited (n=5)

Licensed in Canada
Gender
Years in practice
Participation in continuing
education activities
Lecturing to peers
Academic and publication record
Presence or absence of a history of
liability issues or regulatory
complaints

Criteria for consideration
Rounds 1-3



Round 3: Consensus reached over top 2-3
candidates in each province (n=21)

Invited

Characteristics extracted














Attitudes and beliefs toward
evidence-based practice and
guidelines
Past and current level of
engagement with the profession
Prior teaching experience
Perceived credibility across different
professional groups
Authority and presence
Communication skills
Ability to convince colleagues about
issues related to clinical practice
Ability to treat all colleagues with
respect
Geographical location
Availability

CCGI Opinion Leaders appointed April 2015 (n=17), additional
appointments after Nov 2015 (n=5). OLs in May 2016 (n=22)

Figure 1.
Flowchart illustrating the systematic process used to identify Canadian chiropractic OLs.
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being perceived as being credible and/or as an authority
figure by their peers, having good communication skills,
treating all colleagues with respect, and being capable
of influencing colleagues about issues related to clinical practice (Figure 1). Potential OLs needed to have experience dealing with a range of practicing chiropractors
(e.g. working in solo vs. multidisciplinary practices, those
with an evidence-based vs. alternative philosophy, and
non-specialist vs. specialist chiropractors) and different
professional groups.
The committee formally met online on three occasions
between June and August 2014 to undertake a two-round
consensus process to identify nominees that would be
invited to become OLs. In round 1, members of the selection committee considered the above criteria to rank
candidates using a Likert scale from 1-7 (“1” = strongly
disagree and “7” = strongly agree) on their likelihood of
being influential toward practitioners and/or stakeholders.
Mean scores were calculated and candidates with scores
over 5.5 out of 7 were considered in the next round. In
round 2, names retained were grouped by province and
ranked by committee members as first, second and third
choices. In round 3, committee members reached consensus over the top 2-3 candidates. These were then invited
by e-mail to serve as OLs. A follow-up call was made
by the project lead (AB) to provide detail about the OL
program and answer any questions they had about the
program. Other nominated individuals were kept in the
retained list.
Results
CCGI stakeholder survey response rate was 38% (19/50),
providing names of 80 potential OLs (Figure 1). One candidate was from the US and was excluded. In round 1,
median scores across identified potential OLs were 5.19
(0.73) for ‘Practitioners’ and 5.44 (0.75) for ‘Leaders/decision makers’. To retain 40% of potential OLs, candidates with scores of 5.5 or above (n=48) were considered
in the next round, including OLs for ‘Practitioners’
(n=21), ‘Leaders/decision makers’ (n=9) or nominated in
both categories (n=18). In round 2, 35 candidates ranked
as either first, second and third choices were retained for
the following round, including potential OLs for ‘Practitioners’ (n=12), ‘Leaders/decision makers’ (n=7) and
16 for both ‘Practitioners’ and ‘Leaders/decision makers’
roles. In round 3, the selection committee made final recJ Can Chiropr Assoc 2017; 61(1)

ommendations for 21 OLs, including two in each province with the exception of a larger province (three in Ontario and Quebec) and a smaller province (one in Prince
Edward Island). Of the 21 clinicians and professional
leaders/decision makers in the profession who received
an invitation letter to become a CCGI OL, 5 declined due
to time constraints or lack of interest. Five alternate candidates were invited from the retained list and, of these,
4 withdrew for similar reasons, leaving 17 OLs. Because
some new OLs admitted to having limited availability for
this project, additional appointments were made from the
retained list in November 2015 for Nova Scotia (n=1),
and in March 2016 for Saskatchewan (n=1) and Alberta
(n=3), bringing the total number of OLs in place to 22 by
May 2016. The names of OLs in each province are available at: http://www.chiropractic.ca/guidelines-best-practice/about-us/meet-the-team/opinion-leaders/.
Training workshop for Opinion Leaders
Sixteen OLs were available to attend a one-day workshop
in Toronto, Ontario in February 2015. While participation
in the OL program is voluntary, traveling expenses were
reimbursed. The session was co-developed and delivered
by a Certified Executive Leadership Coach with the assistance of three academic researchers with clinical training in chiropractic (AB, MM, DG) and one chiropractor
and medical student (SB) and a research manager. Content of the workshop was informed by the literature and
addressed five essential activities of the implementation
process: engaging, planning, reflecting, executing and
evaluating.28 The workshop objectives and agenda can be
found in Appendix 2.
Two weeks prior to the workshop participants received
an online invitation to complete the Strength Deployment
Inventory (SDI®), a tool aimed at assessing self-awareness, conflict resolution and team functioning strategies.29
During the workshop, the Certified Executive Leadership
Coach presented the results of the self-assessments, aiming to raise the self-awareness of participants and forming the basis for enhancing their ability to communicate
more effectively, handle conflict more productively, and
improve relationships. This was further explored in the
context of the roles and personal qualities of effective
OLs.
Participants were asked to identify stakeholders who
they could directly or indirectly influence. Participants
57
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were then divided into three groups to identify potential
audiences they had access to regionally (e.g. patients, decision-makers, clinicians, multidisciplinary teams) and
determine those upon which they had the most/least influence.
After a brief overview of the content of the CCGI
website (www.chiroguidelines.org), participants were
given time to explore its resources and tools. Comments
received in the end-of workshop feedback questionnaire
suggested that this activity successfully addressed an important need of OLs to become familiar with CCGI tools
and resources on CPGs and EIP.
To provide insight about the OLs’ expectations about
their participation in the workshop, attendees were asked
to do a ‘3-2-1 exercise’, listing three important things
they had learned during the workshop, two questions they
felt remained unanswered, and one suggestion for next
steps. Results from the exercise indicated a need for additional resources to help with their tasks, such as summaries of key guideline recommendations, PowerPoint presentations for board meetings or continuing educational
events, a Question and Answer sheet to address potential
questions by clinicians, and patient handouts and posters. Participants were invited to draft an ‘Opinion Leader
Action Plan’ to identify upcoming opportunities of influence and to outline the perceived needs for resources from
the CCGI.
A detailed summary of the workshop was forwarded
to the participants with an invitation to attend a follow-up
teleconference call. During periodic follow-up teleconference calls, OLs provided updates on their progress and
their plans for dissemination in their respective provinces.
Phase 2: Best Practice Collaborators
The aim of phase 2 was to confirm the additional OL selection and appoint additional OLs and BPCs to complement and assist trained OLs.
Study design
A descriptive cross-sectional survey was conducted online 20 months after phase 1 (REB Approval: 1507X01,
Canadian Memorial Chiropractic College).
Participants and recruitment
An invitation to complete a 10-minute national online
survey was sent by the Canadian Chiropractic Associ58

ation (CCA) by e-mail to all members with a valid e-mail
address (n=7200). It included a description of the study
and a link to access the survey. Those who returned their
completed survey were eligible to win one of two $100
Indigo gift cards.
Survey questionnaire
The survey was adapted from Hiss’ sociometric questionnaire administered to care providers30,31 and was divided
into four sections (Appendix 3). Section I contained eight
questions to find out how respondents give/receive information from colleagues (e.g. In general, do you talk to
other chiropractors about clinical or professional issues in
chiropractic practice?). They had to indicate, on a 5-point
Likert scale, the answer that best represented their behaviour (“1” = Never and “5” = Very often). In section
II, respondents were asked to provide the names of three
chiropractors in their province who best fit the following
roles: educator, knowledgeable practitioner, and caring
professional. In section III, the survey asked respondents
to suggest up to 18 names of colleagues they would turn
toward for: 1) their ability to give good advice, 2) discussing challenging cases, 3) information on referrals resources, and 4) socializing. Section IV asked 10 demographic
questions about participants and their practice.
Data collection
Data collection took place over a three-week period in
the fall of 2015. The survey was available in English and
in French and delivered on FluidSurveys (www.fluidsurveys.com). Data was submitted by respondents electronically immediately after completion and a list of all the
proposed names of CCGI collaborators were entered into
an Excel spreadsheet by province.
Data analysis
To further refine the list of names proposed by clinicians,
OLs selected in phase 1 were asked to indicate if they considered the individuals nominated as potential BPCs had
the skills and attitudes required to help accomplish their
tasks to promote EIP, guidelines and best practice. They
were asked to classify the nominees in one of three categories: 1) In my opinion, this candidate carries influence
over their peers in the area of evidence-informed practice;
2) In my opinion, this candidate does not carry influence
over their peers in the area of evidence-informed practice;
J Can Chiropr Assoc 2017; 61(1)

Canadian chiropractors invited to complete the survey questionnaire on
identifying chiropractic opinion leaders (n=7200)
Chiropractors completed the
survey (n=486)

Potential OLs nominated by peers (n=1126)

Screening

Identifying
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Eligibility





Invited

Nominees accepting invitation to
participate as CCGI BPCs (n=112)

Licensed in Canada

Criteria for
consideration

Candidates licensed in Canada (n=1077)

Nominees identified by existing opinion
leaders as influential in the area of evidenceinformed practice and invited to participate
(n=129)

Characteristics
extracted









Gender
Years in practice
Attitudes and beliefs
toward evidence-based
practice and guidelines
Past and current level of
engagement with the
profession
Communication skills
Ability to convince
colleagues about issues
related to clinical practice
Ability to treat all
colleagues with respect
Geographical location
Availability
Absence of a history of
liability issues or regulatory
complaints

Figure 2:
Flowchart illustrating the systematic process used to identify CCGI BPCs
or 3) I do not know this person. Individual opinion leaders
in each province then independently rated the nominees
who they knew in their region, and who they classified in
the first category mentioned above. Best-rated candidates
were placed on a short list based on personal knowledge
of OLs and Phase 1 criteria. Final selection of short-listed
nominees was made by consensus by the existing team of
OLs in each province during a teleconference. The number of nominees selected varied according to context (e.g.
J Can Chiropr Assoc 2017; 61(1)

size of the province) and perceived local needs (e.g. distance between communities).
Results
A total of 486 Canadian chiropractors submitted their
completed survey, providing a response rate of approximately 6% (Figure 2). Results indicate that a majority of respondents were male (53.7%), between the age of
25 and 45 years (66.0%), and in full time practice (86.4%)
59
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Table 1:
Profile of survey participants (November 2015)
Characteristics
Gender (n=339)
Male:
Female:
Work Status (n=339)
Part-time (< 12 hrs/wk):
Full-time:
Age (n=339)
25-45:
46-65:
Practice location/Province (n=347)
Ontario:
Quebec:
British Columbia:
Alberta:
Manitoba:
Saskatchewan:
Nova-Scotia:
New-Brunswick:
Newfoundland/Labrador:

Proportion
n (percentage)
182 (53.7%)
157 (46.3%)
46 (13.6%)
292 (86.4%)
224 (66.0%)
115 (18.9%)
154 (44.3%)
59 (16.7%)
46 (13.3%)
46 (13.3%)
17 (5.0%)
  9 (2.6%)
  9 (2.6%)
  5 (1.4%)
  2 (0.5%)

(Table 1). The largest percentage of participants was from
Ontario (44.3%). Survey respondents volunteered names
of 1077 colleagues from Canada, 47 individuals from the
US and 2 from the UK. Among these, 338 were nominated between 2-3 times, 132 between 4-7 times and 36
people over 8 times. All but one of the OLs selected in
phase 1 were nominated within the top five choices in
their province. OLs in place helped reduce the list to 129
names they believed had favourable attitudes and skills to
assist them with their tasks as CCGI OLs. The potential
BPCs received a letter informing them of the results of the
survey and were asked if they were interested in collaborating with OLs in their respective province. A total of 112
chiropractors accepted the invitation to become BPCs.
The list of names is available at: https://www.chiropractic.ca/guidelines-best-practice/about-us/meet-the-team/
best-practice-collaborators/.
60

Training of Best Practice Collaborators
BPC nominees in each province were invited to attend
a 45-minute webinar describing the mission and related strategies of the CCGI, the current role of OLs, and
their potential contribution as BPCs (Table 2). BPCs were
asked to help OLs promote the use of best practices using
their own network of colleagues. OLs were encouraged to
engage with new BPCs to discuss respective views about
the CCGI mission and strategies, possible roles and contribution of collaborators and their availability for future
guideline dissemination projects, as well as to ensure that
they have access to and become familiar with the CCGI bilingual website, available tools (e.g., online learning modules on EIP and guidelines) and resources. Participation in
these various activities aims to provide BPCs with a baseline understanding of the work of the CCGI and to help
them perform their new role. A Competency Development
Program was developed for OLs and BPCs along with associated performance indicators, including topics such as
demonstrating adequate knowledge, effective communication and ability to develop networks with colleagues to
help disseminate best practice (Appendix 4).
Discussion
Chiropractors across Canada occupying key positions
within provincial, national and international organizations
and academic institutions were identified and trained to
serve as OLs or BPCs. In addition to facilitating the uptake and application of guidelines to improve chiropractic
patient care within their networks, these individuals will
help raise the credibility and visibility of the CCGI.
Engaging team members tasked with implementing
best practice and guidelines is often-overlooked.32 It is
vital that members be carefully and thoughtfully selected
or allowed to rise naturally, especially those considered
to be ‘implementation leaders’ and ‘champions’.22 The
decision about who to invite as OLs and BPCs for this
project was informed by the scientific literature27,30,31 and
group consensus. There are different conceptualizations
of OLs21,33, one of which proposes that there are two types
of OLs: experts and peers. Expert OLs exert influence
through their authority and status, while peer OLs exert
influence through their representativeness and credibility.34 CCGI OLs and BPCs include a mixture of these
types, and results from the stakeholder survey undertaken
in phase II affirmed the committee’s selection.
J Can Chiropr Assoc 2017; 61(1)
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Table 2:
Roles and activities of CCGI Best Practice Collaborators

Roles and activities of CCGI Best
Practice Collaborators
Education
 Discuss key guideline recommendations with
clinicians;
 Support the implementation of best practice among
the profession in their own area, in collaboration
with existing local CCGI opinion leaders;
 Participate in or lead activities, groups or events.
(e.g. make presentations or assist with workshops on
EIP at continuing education events or conferences in
partnership with the local CCGI OL/BPC team);
 Have a presence on social media (e.g., LinkedIn,
CCGI YouTube) to encourage awareness of available
CCGI resources;
 If teaching, introduce learners to EIP by including it
in coursework and highlighting the importance of EIP
for clinicians in practice.

Advancing the
profession
 Raise awareness of the most
recent research and encourage
clinicians to use it in practice.

Relationship building
 Build relationships through regular communication with various stakeholders (e.g.: clinicians,
fellow BPCs/OLs);
 Create networks to encourage clinicians and stakeholders to follow CCGI;
 Share your own experiences with other BPCs and OLs regarding knowledge translation (KT)
strategies used within respective context and setting;
 Encourage clinicians to learn about and discuss EIP principles and guideline recommendations;
 Encourage clinicians to use CCGI tools and resources;
 Inform on how/where to access reliable information on CPGs or EIP principles;
 Address concerns clinicians express about EIP principles and guideline recommendations.

J Can Chiropr Assoc 2017; 61(1)
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Table 3.
CCGI Opinion Leader and Best Practice Collaborator activities since 2015
Province
Ontario

Québec
Prince Edward
Island
Newfoundland
& Labrador
New
Brunswick
British
Columbia
Manitoba
Nova Scotia

Event
OLs presented EIP to chiropractic students in different contexts at the Canadian Chiropractic
Memorial College and showed where and how to access information, tools, resources on the
CCGI website. OLs also presented the CCGI mission, strategies, and website to CMCC board
members to raise awareness of the benefits for future chiropractors.
OLs presented the concept of EIP to clinicians at provincial meeting.
Workshop was held for clinicians to show them how to navigate the CCGI website and access
numerous tools and resources, such as CPGs.
OL meeting with provincial and national politicians to explain how chiropractic could be used
more efficiently in a primary care setting and how guidelines can be used to promote best care.
OLs explained to insurance company representatives the guidelines development process and how
these may be used to increase guideline adherence.
Letter sent to family doctors to raise awareness of the chiropractic guidelines and encourage them
to either refer to chiropractors when deemed appropriate and to use the guidelines when managing
patients with musculoskeletal disorders.
OLs reviewed the essential components of an evidence- based spine care pathway, which
practice-based research network (PBRN) practitioners are expected to follow when receiving
referrals from the local hospital- based spine program.
Presentation to Alberta College and Association of Chiropractors, Red Deer AB
OL and BPC presentation to Annual Maritime Chiropractic Convention and Tradeshow, Halifax
NS
OL presentation to Collaborative Care Conference, Halifax NS

Early accomplishments of the OL/BPC program
Although this program is still in its infancy, several activities have already taken place across Canada, including
presentations of the EIP approach and CCGI resources
to clinicians and chiropractic students, communications
with physicians and presentations to insurance companies
to raise awareness of the chiropractic guidelines (Table
3).
Next steps
Monitoring the success of this program will be accomplished in multiple ways. For instance, evaluations will
be conducted on the implementation process. Process
indicators will include the frequency, type and quality
of OL and BPC encounters with practitioners and leaders/decision makers, and whether OLs are appropriately
supported/equipped/trained to complete their task. Social
Network Analysis will be used to map and measure the
relationships between actors, the patterns of these rela62

Date
Sept 2015ongoing
Sept 2015
Sept 2015
Sept 2015

Jul 2016
Nov 2016
Sept 2016
Sept 2016
Nov 2016

tionships, and the flow of resources (e.g., knowledge, support) between actors.35
OL and BPCs’ roles and activities will be revisited, expanded, refined, and re-evaluated throughout the course
of implementation of the program. For instance, the selection committee agreed that the list of OLs should be
reviewed every 2 years. Based on achieved outcomes,
we may elect to update the selection process and offer
tailored training programs to new OL and BPC participants.
The CCGI OL/BPC program has a number of strengths,
including a structured process to identify and train chiropractic OLs. Since the context and opportunities for structuring dissemination of CPGs can vary greatly between
geographical settings (e.g.: population size, culture, environment – urban vs. rural, professional structures) each
region remains independent in the conduct of its activities, the local context being at the core of change implementation, nonetheless promoting the same guideline
recommendations.36,37 This however represents a chalJ Can Chiropr Assoc 2017; 61(1)

AE Bussières, M Maiers, D Grondin, S Brockhusen

lenge in terms of systematic assessment of success. While
every attempt was made to maximize the response rate in
the survey administered to chiropractors, we are unable
to determine the generalizability of our findings to the
total population of Canadian chiropractors; this is partly
because our sample was a convenience sample of members of the CCA limited to those with e-mail addresses
who did not previously opt-out from receiving these. Importantly, it remains to be shown whether this long-term
investment strategy will significantly increase uptake of
EIP and CPGs in chiropractic and improve chiropractic
care and patient health.
Conclusion
The CCGI identified OLs and BPCs across Canada as a
strategy to enhance the uptake of best practice and guideline recommendations among clinicians, decision-makers/professional leaders and patients. Respected and influential individuals have been tasked to leverage their
spheres of influence to reach out to field clinicians and
other stakeholders. This initiative stands to improve the
use of research evidence in practice by chiropractors and
key leaders in Canada and, ultimately, patient care.
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