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Abstract
Background: Knowledge brokers (KBs) can help promote the uptake of the latest research evidence into
clinical practice. Little is known about who they are, the type of work they do, and their training.
Establishing a portrait of Canadian KBs working in the rehabilitation sector may inform health care
organizations and knowledge translation specialists on how best to advance KBs practices. The overall
goal was to describe the pro�le of KBs working to promote the uptake of evidence within rehabilitation
settings in Canada. Speci�cally, this study aimed to describe the sociodemographic and professional
characteristics, work activities, and training of KBs.

Methods: A cross-sectional online survey was administered to KBs working in rehabilitation settings
across Canada. The survey included 20 questions covering sociodemographic and professional
characteristics, work activities, and training opportunities. Response frequency and percentage were
calculated for all categorical variables, and the weighted-average “WA” for each role was calculated
across participants. Descriptive analysis was conducted for all open-ended questions.

Results: Of 475 participants accessing the website, 198 completed the survey questionnaire, including 99
clinicians, 35 researchers, and 26 managers. While over two-third of respondents had completed a
graduate degree, only 38% reported receiving KBs-related training. The respondents’ primary roles
corresponded to a linking agent (WA=1.84), followed by capacity builder (WA=1.76), information manager
(1.71), facilitator (WA=1.41), and evaluator (WA=1.32).

Conclusions: KBs are mostly expert clinicians who tend to perform brokering activities part-time targeting
their peers. Participants mostly perform linking agents, capacity builder, and information roles. Moreover,
few participants received formal training to perform brokering activities. 

Background
Health care administrators and decision-makers emphasize the importance of evidence-based practices
(EBP) as a means to improve e�ciency and effectiveness in service delivery. [1] However, ensuring
optimal use of EBP in health-related settings remains an ongoing challenge for decision-makers and
practitioners alike. [2] Knowledge translation (KT) is a process used to promote EBP in healthcare [3] and
reduce the gap between routine practice and best available evidence. [4]

Several systematic reviews and meta-analyses have reported on the effectiveness of KT interventions for
promoting EBP. [5–11] Overall, the use of passive KT interventions such as dissemination of printed
educational materials (PEMs) [12] and professional educational conferences [9] show a 2–6% absolute
improvement in professional practice compared to no intervention. In contrast, active KT interventions,
including audit and feedback [5] and educational outreach [13] have been shown to be more effective in
changing professional behavior, [14] with approximately a 10% practice change. [14–17] Several reviews
suggest that the use of intermediary individuals [18, 19] is associated with the highest improvement in
practice behavior, up to 12% [11, 20] among practitioners in various healthcare disciplines, [21–31]
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including rehabilitation. [14, 32–38] Professionals who act as intermediaries in facilitating knowledge
exchange between researchers and clinicians are referred to as human agents, [39] change agents [20] or
opinion leaders, [11] while the most commonly used term in literature is brokers or knowledge brokers.
[40]

Knowledge brokers (KBs) are de�ned as one of the human forces which bring people together to build
relationships, identify practice needs, and share ideas to improve job productivity. [41] A recent
systematic review reported that knowledge brokers can increase practitioners’ adoption of evidence-
based guidelines by 2.76 times (95% CI, 2.18–3.43). [42] Employment of KBs appears to be more
effective than using tailored messages alone in in�uencing practitioners’ behavior in clinical settings. [19,
43] Thus, KT experts advocate using KBs [44, 45] to enhance the success and sustainability of the whole
KT process, [46] and consequently reduce the research-practice gap. [41, 45, 47–53]. Since KBs activities
are highly context-speci�c, [54, 55] their roles can vary greatly. [56] Of interest, Glegg et al. [57] recently
developed the Role Model for Knowledge Brokering which encompasses all possible KBs activities that
are classi�ed into �ve main domains: 1) information manager, 2) linking agent, 3) capacity builder, 4)
facilitator, and 5) evaluator. Additional �le 1 presents each role, with de�nitions and examples of related
tasks.

While there is evidence that KBs help reduce research-practice gap, [19, 41, 45, 47–53, 58–62] studies
have found that there is a the lack of knowledge about the personal and professional characteristics of
KBs in the rehabilitation context, [55] their speci�c work activities, [40, 63] and the type of training that
they have received to perform their role. [41, 55, 60, 64–67] This scarcity of research can limit health care
organizations’ ability to advance KBs practice [45, 68]. Robust research is needed in order to 1) guide
researchers who aim to utilize KBs in rehabilitation settings, 2) help employers to optimize the integration
of KBs in rehabilitation settings, and 3) bene�t KBs themselves by providing a clearer understanding of
the various roles and activities they may perform to better achieve the targeted outcomes.

The overall aim of the study was to describe the pro�le of KBs working within rehabilitation settings in
Canada. The speci�c objectives were to describe the sociodemographic and professional characteristics,
work activities, and training of KBs.

Methods
Research design

A descriptive study design was used. We administered a cross-sectional online survey to a convenience
sample of KBs working in rehabilitation institutions across Canada. The Checklist for The Checklist for
Reporting Results of Internet E-Surveys (CHERRIES) is available in Additional �le 2. This study was
approved by the McGill University Institutional Review Board (IRB Number: A02-E11-17B).

Participants and setting
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KBs employed with the purpose of promoting the uptake of research into clinical practice in rehabilitation
institutions, whether in clinical, educational or research institutions, across Canada, were invited to
participate in the study. Eligible participants: 1) were responsible for performing one or more knowledge
brokering activities as an information manager, a linking agent, a capacity builder, a facilitator, or an
evaluator; 2) worked full-time or part-time in any type of rehabilitation setting (e.g. hospital, rehabilitation
center, professional association, research institution, academic organization); 3) could communicate in
English or French; 4) had access to the internet; and 6) consented to participate.

Recruitment strategies

Three recruitment strategies were used. First, we sent recruitment emails with the information sheet, and
made follow-up phone calls to all rehabilitation institutions asking them to promote the study by sending
emails to their members (see Additional �le 3). Second, the recruitment team made phone calls to all
public hospitals and rehabilitation centres across Canada to identify KBs working in each setting. Third, a
snowball strategy was used whereby KBs that were identi�ed using the �rst two strategies were asked to
share the recruitment email with other KBs in their network. The survey was accessible to all interested
participants without password-protection. All identi�ed KBs received a personalised e-mail invitation with
a 4-minute YouTube video clarifying the �ve roles of KBs, and describing the study objectives and
eligibility criteria as well as a hyperlink to complete a consent form prior to accessing the online survey
questionnaire (see English and French videos). E-mail reminders were sent to the targeted organizations
and to the identi�ed participants up to three times within a 6 weeks period. The survey closed 4 weeks
after the last reminder. The data was collected from June 2018-April 2019. Con�dentiality of the data was
protected by assigning each participant a unique identi�cation number; all electronic records protected by
a user password.

Instrument

The online self-administrated survey was developed through brainstorming session of the research team,
which included three KT experts. Questions that aimed to identify the approaches by which the role of
KBs was assigned to participants were based on the ten identi�cations techniques developed by Valente
et al. [69] used to identify opinion leaders. As previous research has indicated that KBs and opinion
leaders share mutual roles and goals, minimal adaptation was required. The Role Model for Knowledge
Brokering guided questions on knowledge brokering activities. [57] The online survey consisted of 20
questions (5 pages) covering three topic areas: 1) socio-demographic and professional characteristics,
including how the KBs role was assigned to them (10 questions [9 close-ended questions and 1 open-
ended question]); 2) KBs’ work activities (5 close-ended questions with 5–10 sub-questions each, on a 5-
point Likert scale from “Always” to “Never”); and 3) KBs training opportunities (5 questions [1 binary
close-ended question “Yes/No” and 4 open-ended question]). Fourteen questions were mandatory to
complete the survey. A professional translator translated the questions to French. Three English-speaking
and three French-speaking KBs working in rehabilitation reviewed for content validity of the survey
including the clarity of items, the scaling responses, the comprehensiveness of the survey, and the
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technical functionality of the electronic survey. The survey was pre-tested on the �rst ten KBs recruited
and no additional modi�cations were needed. The survey was mounted on the Lime Survey platform
(Version 2.63.1 + 170305) and it took approximately 30 min to complete. The participants were able to
review and change their answers through a Back button to review and correct their responses before
submission. The Lime Survey platform provides view rates to determine the number of potential
participants who logged in the website and who �lled in the consent form/agreed to participate, and the
PI received an email noti�cation on every complete response (see Additional �le 4).

Statistical analysis
Response frequencies and percentages were calculated for categorical variables (i.e. close-ended
questions). Work activities were classi�ed into �ve main roles, with a number of tasks under each role. A
weighted-average (WA) was calculated for each task across participants considering response options:
“always = 4”, “usually = 3”, “sometimes = 2”, “rarely = 1”, and “never = 0”. To obtain an overall average for
each role collectively, the WA was obtained by calculating the average of all tasks for each role per
participant, followed by a computation of the average of average task scores across all participants.
Missing data were treated by pairwise deletion when a particular data-point was missing. Pairwise
deletion is the recommended method for managing missing data as it is less biased when data is
missing at random. [70]

For the �ve open-ended questions asking about KBs’ titles and training opportunities, we used a
frequency count. A deductive content analysis was conducted to categorize the qualitative data into
themes. Data related to KBs professional titles were categorized into 1) health professionals’, 2)
knowledge translation-related, and 3) administrative. Likewise, data related to KBs training opportunities
were categorized into training related to 1) knowledge translation and knowledge brokering, 2) research
activities, 3) organizational change, 4) communication and interpersonal abilities, and 5) technology use
in KT.

Results
In total, 76 health care organizations in Canada (rehabilitation schools [n = 19], regulatory bodies [n = 20],
professional associations [n = 25], research institutions [n = 12]) were contacted by e-mail and
subsequently by phone. In addition, 934 Canadian hospitals and rehabilitation centers were contacted by
phone by the �rst author and a research assistant. Of the 475 potential participants who logged onto the
survey platform, 372 agreed to participate (78% participation rate). Although 182 participants completed
all sections of the survey (49% completion rate), data from 198 respondents answering at least one of the
knowledge brokering activities’ section of the survey were included in the �nal analysis (Fig. 1).

Socio-demographic information

Table 1 presents the socio-demographic information of KBs. Participants were from Central Canada
(71%), Western Canada (27%) and Eastern Canada (2%). They spoke either English (59%) or French



Page 6/27

(41%), and the majority (73%) was between the ages of 36–60 years old.

Table 1
Socio-demographic characteristics of

KBs (n = 198)
Characteristics n (%)

Region

Central 140 (71%)

Eastern 4 (2%)

Western 54 (27%)

Province

Alberta 20 (10%)

British Columbia 20 (10%)

Manitoba 13 (7%)

New Brunswick 1(1%)

Newfoundland 1 (1%)

Nova Scotia 2 (1%)

Ontario 36 (18%)

Quebec 104 (53%)

Saskatchewan 1 (1%)

Language

English 117 (59%)

French 81 (41%)

Age group

Middle age (36–60) 144 (73%)

Senior (> 60 years old) 10 (5%)

Young age (25–35) 44 (22%)

Professional Characteristics

Table 2 presents the professional characteristics of KBs. Half of the 198 participants (n = 99) were
clinicians, 18% (n = 35) were researchers, and 13% (n = 26) were managers. Of the 99 clinicians, half (n = 
49) were occupational therapists, 36% (n = 36) were physiotherapists, 6% (n = 6) were speech-language
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pathologists, and 8% (n = 8) reported “other” (e.g. nurses, recreational therapists). More than half (56%)
had over 15 years of clinical experience, 21% had 6–15 years of clinical experience, and 23% had 5 years
or more. The majority of participants (n = 102) reported their titles as health professionals (i.e., physical
therapist, occupational therapist, speech-language pathologist), while fewer participants (n = 52) had a
knowledge translation-related title (i.e., knowledge broker, knowledge translation lead, knowledge
mobilization specialist, research coordinator, best practice coordinator, professional practice lead,
clinician champion, clinical educator), and few had administrative titles (n = 39), including manager,
project manager, team leader, healthcare improvement specialist, regional professional practice
consultant.
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Table 2
a Professional characteristics of KBs

Characteristics n (%) Total

Profession   198

Clinician 99 (50%)  

Manager 26 (13%)  

Researcher 35 (18%)  

other 62 (31%)  

Types of working organizations   198

Clinical setting 149 (75%)  

Research setting 35 (18%)  

Academic setting 43 (22%)  

Others 20 (10%)  

Experience in performing KBs activities   198

Beginner (≤ 10 years) 147 (74%)  

Moderate experience (11–20 years) 40 (20%)  

Experts (Over 21 years) 11 (6%)  

Educational level   198

Undergraduate (Diploma, Bachelor’s) 65 (33%)  

Graduate (Master, Doctoral, Post-Doc) 133 (67%)  

Job status   198

Part-time (1–3 days) 110 (56%)  

Full-time (4–5 days per week) 88 (44%)  

Clinical professions (*)   99

Physical therapists 36 (36%)  

Occupational therapists 49 (49%)  

Speech language pathologists 6 (6%)  

Others 8 (8%)  

(*) total number is 99, since this is for KBs clinicians only.

(**) total is 110, since this is for part-time KBs only.
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Characteristics n (%) Total

Clinical experience (*)   99

Low experience (≤ 5 years) 23 (23%)  

Moderate (6–15 years) 21 (21%)  

Expert (≥ 16 years) 55 (56%)  

Frequency of performing KBs activities (**)   110

Daily 16 (15%)  

Weekly 35 (32%)  

Monthly 59 (54%)  

Payment status   110

Paid 66 (60%)  

Non-paid 44 (40%)  

(*) total number is 99, since this is for KBs clinicians only.

(**) total is 110, since this is for part-time KBs only.
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Table 2
b Professional characteristics of KBs (*)

Characteristics n (%) Total (*)

Starting KBs activities   194

Volunteered 87 (45%)  

Hired via job post 110 (57%)  

Employers selection 51 (26%)  

Colleagues selection 19 (10%)  

KT expert selection 13 (7%)  

KBs recommendation 16 (8%)  

Evaluate abilities to perform KBs activities 10 (5%)  

KBs networks   188

Clinician 177 (94%)  

Researchers 69 (37%)  

Students 66 (35%)  

Receiving KBs training   182

Didn’t receive training 112 (62%)  

Received training 70 (38%)  

Salary rate for full-time KBs   66

31$ − 40$ 11 (17%)  

≤ 30 4 (6%)  

≥ 41$ 51 (77%)  

Salary rate for part-time KBs   73

31$ − 40$ 18 (25%)  

≤ 30$ 5 (7%)  

≥ 41$ 50 (68%)  

KBs perception to their salary   45

Equal to the salary of a clinician 19 (42%)  

Less than the salary of a clinician 9 (20%)  

(*) Number of respondents for each question varied.
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Characteristics n (%) Total (*)

More than the salary of a clinician 17 (38%)  

(*) Number of respondents for each question varied.

Seventy-�ve percent (n = 149), worked in clinical settings, 22% (n = 43) in academic settings, and 18% (n = 
35) in research settings. Out of 188 participants, 94% (n = 177) reported that they worked with clinicians,
and 37% (n = 69) and 35% (n = 66) work with researchers and students, respectively. Regarding the
frequency with which they performed their KBs role, more than half (56%, n = 110) were part-time and, of
those, 54% (n = 59) were performing this role monthly, while 32% and 15% were performing their KBs role
on a weekly and daily basis, respectively. Forty-four percent (n = 88) worked as a KBs full-time.
Concerning the participants’ experience as a KBs, 74% (n = 147) performed this role for ≤ 10 years, while
20% (n = 40) and 6% (n = 11) for 11–20 years and over 21 years, respectively. Moreover, approaches by
which the role of KBs was assigned to participants varied. Of the 194 participants, 57% (n = 110) were
hired following an application for a posted KBs job, while 45% (n = 87) volunteered to perform this role as
part of their existing position, and 26% were selected by their employers.

Seventy percent of participants (66 full-time and 73 part-time) reported on their salary. Rates were ≥ 
41$/hour for full-time KBs (77%, n = 51) and part-time KBs (68%, n = 50), 31$ − 40$/hour 17% (n = 11) of
full-time KBs and 25% (n = 18) of part-time, and ≤ 30$/hour for 6% (n = 4) of full-time KBs, and 7% (n = 5)
of part-time KBs. Moreover, 19 KBs out of 45 (42%) thought that their salary was equal to the salary they
would receive working as a clinician, 38% (n = 17) thought that their salary was higher than clinicians’,
and 20% (n = 9) thought that their salary was less than clinicians’.

Roles and tasks

Table 3 and Fig. 2 present the frequency of performing the KBs’ �ve roles as well as their corresponding
tasks. The primary role of participants was linking agent (weighted-average “WA” =1.84), followed by
capacity builder (WA = 1.76), information manager (1.71), facilitator (WA = 1.41), and evaluator (WA = 
1.32).
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Table 3
Activities performing the �ve role domains of KBs’ roles and tasks

Roles (activities) Total Responses n (%) Task
weight
average

Role
weight
averageUsually (at

least
once/week)

Sometimes
(at least
once/month)

Rarely
(at least
once/ 3
months)

Information Manager 198          

Access research evidence
through activities such as
searching research
databases journals, or
research websites

  95 (48%) 60 (30%) 43
(22%)

2.4 1.71

Participate in self-directed
learning activities such as
attending webinars or
workshops, or reading
recent peer reviewed
literature

  68 (34%) 82 (41%) 48
(24%)

2.21

Follow the latest evidence
through activities such as
setting up alerts for
journals and reviewing
them

  78 (39%) 42 (21%) 78
(39%)

1.95

Perform administrative
activities such as
organizing conferences,
meetings, or workshops

  57 (29%) 60 (30%) 81
(41%)

1.88

Develop knowledge
products such as
educational material,
�yers, binders, online
programs, etc.

  50 (25%) 61 (31%) 87
(44%)

1.8

Analyze research evidence
through activities such as
summarizing and
interpreting research
results

  48 (24%) 66 (33%) 84
(42%)

1.78

Assess the quality of
research evidence

  49 (25%) 56 (28%) 93
(47%)

1.69

Support applications to
funding agencies

  19 (10%) 23 (12%) 156
(79%)

0.89

Formulate a research
question (PICO question)

  9 (5%) 32 (16%) 157
(79%)

0.88

Linking agent 197          
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Roles (activities) Total Responses n (%) Task
weight
average

Role
weight
averageUsually (at

least
once/week)

Sometimes
(at least
once/month)

Rarely
(at least
once/ 3
months)

Communicate with other
individuals who perform
knowledge brokering
activities

  67 (34%) 52 (26%) 78
(40%)

2.03 1.84

Communicate with
stakeholders outside your
organization

  65 (33%) 59 (30%) 73
(37%)

2.02

Identify common goals
among stakeholders

  62 (31%) 69 (35%) 66
(34%)

1.92

Identify networking
opportunities for
stakeholders

  53 (27%) 55 (28%) 89
(45%)

1.73

Develop a network or
community of practice

  40 (20%) 48 (24%) 109
(55%)

1.52

Capacity builder 197          

Help others apply research
evidence into clinical
practice

  65 (33%) 62 (31%) 70
(36%)

1.98 1.76

Provide relevant
information to your
stakeholders

  64 (32%) 63 (32%) 70
(36%)

1.98

Design strategies to
address organizational
barriers to change the
practice

  51 (26%) 66 (34%) 80
(41%)

1.9

Tailor resources to
stakeholder needs

  56 (28%) 62 (31%) 79
(40%)

1.79

Design strategies to
address
professional/individual
barriers to change the
practice

  62 (31%) 61 (31%) 74
(38%)

1.74

Tailor resources to local
contexts

  58 (29%) 50 (25%) 89
(45%)

1.74

Deliver educational
courses, seminars, or
workshops to your
stakeholder

  24 (12%) 56 (28%) 117
(59%)

1.41
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Roles (activities) Total Responses n (%) Task
weight
average

Role
weight
averageUsually (at

least
once/week)

Sometimes
(at least
once/month)

Rarely
(at least
once/ 3
months)

Facilitator 190          

Promote knowledge
exchange among
stakeholders (e.g. by
supporting peer-to-peer
learning)

  54 (28%) 69 (36%) 67
(35%)

1.96 1.41

Facilitate workshops,
follow-up sessions,
individual and group
discussions

  43 (23%) 65 (34%) 82
(43%)

1.82

Facilitate organizational
changes

  38 (20%) 60 (32%) 92
(48%)

1.64

Promote re�ective practice
such as leading
discussion groups or/and
peer review activities
touching on clinical
practices

  32 (17%) 63 (33%) 95
(50%)

1.55

Guide ongoing
collaborative learning

  30 (16%) 44 (23%) 116
(61%)

1.25

Organize schedules to
hold educational meetings
during the workday

  23 (12%) 52 (27%) 115
(61%)

1.22

Facilitate online
discussion boards

  6 (3%) 15 (8%) 169
(89%)

0.45

Evaluator 190          

Evaluate the impact of
your knowledge brokering
activities

  14 (7%) 42 (22%) 134
(71%)

2.21 1.32

Identify opportunities for
integrating evidence into
practice

  55 (29%) 65 (34%) 70
(37%)

1.91

Identify relevant
stakeholders

  54 (28%) 60 (32%) 76
(40%)

1.82

Assess professional
barriers to practice change
and/or practice change
facilitators

  29 (15%) 66 (35%) 95
(50%)

1.52
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Roles (activities) Total Responses n (%) Task
weight
average

Role
weight
averageUsually (at

least
once/week)

Sometimes
(at least
once/month)

Rarely
(at least
once/ 3
months)

Assess organizational
barriers to practice change
and/or practice change
facilitators

  31 (16%) 61 (32%) 98
(52%)

1.51

Conduct environmental
scans or needs
assessments

  21 (11%) 53 (28%) 116
(61%)

1.36

Assess organizational
capacity for change

  20 (11%) 49 (26%) 121
(64%)

1.17

Evaluate KT and/or
implementation process
outcomes

  19 (10%) 40 (21%) 131
(69%)

1.13

Integrate KT frameworks
and evidence into
evaluation processes

  25 (13%) 30 (16%) 135
(71%)

1.06

Evaluate linkage and
exchange networks

  7 (4%) 28 (15%) 155
(82%)

0.71

The most common tasks of the linking agent role were “Communicating with other individuals who
perform knowledge brokering activities” (WA = 2.03) and “Communicating with stakeholders outside your
organization” (WA = 2.02), followed by “Identifying common goals among stakeholders” (WA = 1.92). For
the capacity builder role, the most common tasks were “Helping others apply research evidence into
clinical practice” (WA = 1.98), “Providing relevant information to your stakeholders” (WA = 1.98), and
“Design strategies to address organizational barriers to change the practice” (WA = 1.9). For the
information manager role, the most common tasks were “Access research evidence through activities
such as searching research databases journals, or research websites” (WA = 2.4), “Participate in self-
directed learning activities such as attending webinars or workshops, or reading recent peer-reviewed
literature” (WA = 2.21), “Follow the latest evidence through activities such as setting up alerts for journals
and reviewing them” (WA = 1.95), “Perform administrative activities such as organizing conferences,
meetings, or workshops” (WA = 1.88), and “Develop knowledge products such as educational material,
�yers, binders, online programs” (WA = 1.8), respectively. With respect to facilitator role, the most common
tasks were “Promote knowledge exchange among stakeholders (e.g. by supporting peer-to-peer learning)”
(WA = 1.96), and “Facilitate workshops, follow-up sessions, individual and group discussions” (WA = 
1.82). Concerning the evaluator role, the most common tasks were “Evaluate the impact of your
knowledge brokering activities (WA = 2.21), “Identify opportunities for integrating evidence into practice”
(WA = 1.91), and “Identify relevant stakeholders” (WA = 1.82).
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Training opportunities

Of the 198 participants, 67% (n = 133) had completed graduate studies (e.g., master’s, doctoral or post-
doctoral degree). Only 38% (n = 70) indicated having received some training to undertake or perform their
KBs role. Training covered a variety of topics including knowledge translation and knowledge brokering
(i.e., knowledge translation professional certi�cate, practicing knowledge translation, knowledge
mobilization certi�cate), research activities (i.e., program evaluation), and communication abilities (i.e.,
leadership, emotional intelligence, and coaching). The most common approaches through which
participants were informed about training opportunities included suggestions from a
colleague/employer/manager (n = 25), through online searches (n = 22), and via newsletter subscriptions
(n = 19). Many participants (n = 115) indicated needing additional training to be able to ful�ll their roles.
Proposed topics included knowledge translation, knowledge brokering, research topics (i.e., searching,
assessing, and synthesizing evidence), organizational change strategies, communication and
interpersonal abilities, and lastly skills for using technology in KT (i.e.; mobile applications and video
games).

Discussion
This study provides new insights on KBs’ demographic and professional characteristics, work activities in
the rehabilitation setting, and training opportunities. Our results indicate that a large proportion of KBs are
experienced clinicians, reporting over 15 years of clinical work. Most perform their brokering activities
part-time. These �ndings are consistent with a realist review by our team, showing that individuals who
perform knowledge brokering activities are clinicians embedded within rehabilitation settings. This is also
consistent with evidence from other healthcare sectors recommending that KBs be clinicians working in
clinical settings, [19, 71] as experienced clinicians having a dual role as KBs may be more aware of their
peers’ needs, current practices, various clinical roles, busy schedules and caseloads. [1, 58, 72] Such
extensive knowledge of their environment may help KBs tailor research evidence to working clinicians.

As in previous research, the KBs role in this study was neither o�cial nor was it explicit. [40] Our �ndings
showed that several titles are used to ‘label’ individuals performing KBs roles (e.g., physiotherapist,
occupational therapist, knowledge mobilization specialist, research coordinator, professional practice
lead, clinician champion, clinical educator), as knowledge brokering activities are usually embedded
within the function of managers, opinion leaders, researchers, and educators. [41, 52, 73, 74] The breadth
of health professionals and employment titles of KBs suggests that the KBs roles are supported by a
range of individuals that incorporate knowledge brokering within their role.

Personal attributes of KBs included being positive, persuasive, entrepreneurial, proactive, enthusiastic,
and self-motivated. [75] Highly motivated and enthusiastic KBs can positively in�uence various
stakeholder groups. [1, 72] Our �ndings tend to support these features by showing that many KBs were
proactive and self-motivated to the extent that they were willing to perform the brokering role on a
voluntary basis.
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Previous research has reported the main roles for KBs as linkage and exchange, [76–78] capacity-
building, [3, 19, 66, 79–81] and knowledge management. [45, 76, 79] Similarly, our �ndings showed that
the most frequent roles for KBs were linking agents, followed by capacity builder, and information
manager. Speci�cally, at the task level, our results suggested that KBs tended to more often perform self-
directed learning tasks (e.g., search for research evidence, evaluate the impact of brokering activities)
compared to tasks requiring engagement with other individuals (e.g., communicating with others KBs and
with stakeholders outside their organization). Self-directed learning tasks may be easier to accomplish as
these depend on their own time, initiative and motivation, while the tasks requiring engagement with other
individuals may be in�uenced by the organizational culture and constraints, which can reduce end-users’
tendency to be engaged in KBs activities. This supports the need for valuing and prioritising brokering
roles and activities within the organization to increase the likelihood of professional behaviour change.
[40] More time-consuming tasks (e.g., develop knowledge products such as educational material,
facilitate workshops and group discussions, identify relevant stakeholders, and administrative activities
such as organizing conferences) were less frequent, possibly because part-time KBs have to prioritize
tasks. Lack of time appears to be a constant barrier for clinicians who perform brokering activities, [40]
having to handle competing priorities and managing various tasks while meeting the responsibilities of
their roles. It is possible that employers may need to liberate KBs clinical schedules so they can undertake
important time-consuming activities. Another suggestion may be for KBs to collaborate with researchers
and graduate students to help with some of the research-related tasks.

Although very few participants received formal training to perform brokering activities, most had higher
education credentials (e.g. Master’s degree) and had performed the KBs role for over 10 years. As KBs
activities are context-speci�c, [54] it seems that performing similar types of activities that address local
needs for long periods of time may help KBs cumulate experience in performing the KBs role and
compensate the lack of formal KBs training. Nonetheless, most participants highlighted a need for
additional training to increase their knowledge and skills in several areas such as knowledge translation,
knowledge brokering, research topics, organizational change strategies, communication and
interpersonal abilities. The diversity of training topics identi�ed re�ects the wide range of KBs roles and
highlights that brokering activities are highly responsive to the real-world environments in which KBs
work. [54] Thus, training opportunities should not simply focus on exploring effective KT strategies, but
they should aim to target all competencies and roles that KBs are expected to ful�ll, including research
skills, barriers to and strategies for organizational change, and communication skills. In addition, training
of Canadian KBs should be available in both English and French, as the majority were located in central
Canada (Ontario and Quebec), and advertised through diverse medium (e.g., colleagues, online
announcements, newsletters of professional organisations).

Identifying the �nancial compensation of KBs was an important �nding from this research that can serve
to stimulate conversations with future employers. The majority of KBs reported receiving an hourly rate
that is equal to their salary as clinicians. Taking into consideration that KBs are expert clinicians
performing activities aimed at improving overall clinical practice to improve patient health, they should be
compensated fairly. Previous research indicated that dedicating �nancial support for research activities
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can facilitate brokering activities. [40] In part, additional �nancial support for KBs may be possible by
encouraging collaborations between KBs and researchers in order to take advantage of funded research
investigating brokering activities. [40] However, it is important for research projects to consider early on
the sustainability of the KBs role for organisations to plan as needed to maintain the KBs role in the long-
term.

A number of studies are still needed to increase our knowledge about KBs and improve KBs impact on
rehabilitation practices. First, there is a need to explore the relationships between KBs demographics,
professional characteristics, and work-related activities with successful implementation of the KBs in
speci�c contexts to better guide researchers, employers and managers when identifying KBs hired to
perform particular roles. Second, research that explores the types, characteristic, and content of available
training opportunities for KBs could help address some of their training needs. Lastly, we need to explore
the barriers and the facilitators that KBs face during the brokering process.

Strengths And Limitation
A major strength of this research was the use of three recruitment strategies covering numerous
academic, research, and clinical institutions across Canada as well as professional and regulatory
bodies. A response rate however cannot be calculated, as the denominator is unknown. Second, using an
online self-administrated survey was e�cient in saving time and cost, and helped to administer the
survey across Canada. Third, while previous researchers have discussed the roles and activities
performed by KBs in healthcare [57, 82] this study is the �rst study reporting on KBs’ roles and activities
by surveying a large number of KBs in rehabilitation across Canada, thereby increasing the
generalizability of our �ndings. Nonetheless, this study has some limitations. First, individuals decided to
participate in the survey based on self-identi�cation. To address this limitation, we clari�ed the
characteristics of the targeted participants through a short YouTube video attached to the invitation
emails. Second, there were challenges with circulating the invitation email among members of some
academic institutions due to local constraints related to research ethics, which meant that some
organisations could not be included in the recruitment strategy. Third, the lower response rate to sensitive
survey questions (e.g. respondents’ salary) may limit the generalizability of the related results. Fourth, our
results cannot be generalised to private clinical settings, as it was di�cult to target all rehabilitation
settings (public and private) due to limited resources and time constraints. Lastly, the survey instrument
was only validated for face and content validity. The work activities section was guided by the Role
Model for Knowledge Brokering; however, more items can be generated for each role in the future to
ensure covering all possible tasks in each KBs role. The items selected in this study were those perceived
to be most re�ective of a given role, and the total number of items included was based on maintaining a
balance between content coverage and the time needed to complete the survey.

Conclusions
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This research is an important �rst step in exploring the pro�le of KBs working to promote the uptake of
evidence within rehabilitation contexts in Canada. Findings suggest that KBs are mostly expert clinicians
who tend to perform brokering activities targeting their peers on a part-time basis and as part of their
health professional position. Several titles are used interchangeably to refer to KBs, who mostly
performed the role of linking agent, capacity builder, and information manager. Moreover, few participants
received any formal training in performing brokering activities. There is a need to explore the available
training opportunities for KBs to help in addressing their training needs. These �ndings provide valuable
information to organisations wishing to employ KBs to help improve clinical practice, and ultimately
patient health outcomes.
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Figure 1

Flowchart of the recruitment strategies
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Figure 2

The weighted-average of performing each task corresponding to each knowledge brokering role across all
participants
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