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Abstract

Background: Asmore people are surviving stroke, there is a growing need for services and programs that support the long-term
needs of peopleliving with the effects of stroke. Exercise has many benefits; however, most people with stroke do not have access
to specialized exercise programs that meet their needs in their communities. To catalyze the implementation of these programs,
our team developed the Stroke Recovery in Motion Implementation Planner, an evidence-informed implementation guide for
teams planning a community-based exercise program for people with stroke.

Objective: This study aimed to conduct a user evaluation to elicit user perceptions of the usefulness and acceptability of the
Planner to inform revisions.

Methods: This mixed methods study used a concurrent triangul ation design. We used purposive sampling to enroll a diverse
sample of end users (program managers and coordinators, rehabilitation health partners, and fitness professionals) from three
main groups. those who are currently planning a program, those who intend to plan a program in the future, and those who had
previously planned aprogram. Participants reviewed the Planner and compl eted a questionnaire and interviewsto identify positive
features, areas of improvement, value, and feasibility. We used descriptive statistics for quantitative data and content analysis
for qualitative data. We triangulated the data sources to identify Planner modifications.

Results: A total of 39 people participated in this study. Overall, the feedback was positive, highlighting the value of the Planner’s
comprehensiveness, tools and templates, and real-world examples. The identified areas for improvement included clarifying the
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need for specific steps, refining navigation, and creating more action-oriented content. Most participants reported an increase in
knowledge and confidence after reading the Planner and reported that using the resource would improve their planning approach.

Conclusions: We used arigorous and user-centered process to develop and evaluate the Planner. End usersindicated that it is
avaluable resource and identified specific changes for improvement. The Planner was subsequently updated and is now publicly
availablefor community planning teamsto usein the planning and delivery of evidence-informed, sustainable, community-based

exercise programs for people with stroke.

(IMIR Form Res 2022;6(7):€37189) doi: 10.2196/37189
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Introduction

Community-Based Exer cise Programsfor PeopleWith
Stroke

There are >13 million new cases of stroke per year worldwide
[1], and 1 in 4 adults aged >25 years will experience a stroke
in their lifetime [2]. Advances in acute stroke treatment have
significantly reduced mortality; however, thisincreased survival
rate has led to more people living with chronic stroke-related
disabilities. With stroke now being aleading cause of long-term
disability [3,4], rehabilitation researchers have identified
enhancing brain recovery and promoting long-term healthy
behaviors as a priority; this research has generated a wealth of
new evidence-based stroke recovery practices [5,6]. However,
thereisaneed to move this evidence into practice and close the
gap between best and current stroke rehabilitation practices[7].

Although many individual s see improvements during the acute
rehabilitation phase after the stroke, many losetheir initial gains
when they return to the community, and their disability
progresses over time [8]. Evidence suggests that exercise
improves motor function [9,10], health-related quality of life
[11,12], cognitive function [13,14], and cardiovascular risk
factors [15,16] in those with stroke. The implementation of
community-based exercise programs, which are defined as
“structured, instructional programs of exercise for groups or
individuals delivered outside the public health care setting and
available in community settings,” are avenues for engaging in
lifelong physical activity [17]. Community programs that are
focused primarily on walking, such as outdoor walking or mall
walking programs, are often difficult to follow for individuals
with mobility impairment from stroke, and many traditional
fitnessfacilities and health clubs have accessibility barriers[18]
that present additional challenges for people with stroke. Thus,
people living with stroke may require adaptations to meet their
unique needs and abilities. Stroke exercise programs should
incorporate functional tasks that mimic daily activities, be
guided by trained personnel knowledgeable in stroke and
stroke-related impairments, and be delivered with an appropriate
instructor-to-participant ratio [17]. Moreover, pre-exercise
medical clearance by a health care provider and further
eligibility screening by exercise providers are recommended to
ensure the safety and appropriateness of adapted programs[17].
Despite the established benefits of ongoing exercise and
evidence-based recommendationsin the design and delivery of
community-based exercise programsfor stroke[17], most people
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with stroke do not have access to such community-based
exercise programs that provide the specialized support to meet
their long-term needs.

In 2016, the Heart and Stroke Foundation’s Canadian
Partnership for Stroke Recovery (CPSR) [19] convened its
Knowledge Tranglation Advisory Committeeto identify priority
areas for knowledge trandation. The committee, comprising
people with stroke, caregivers, stroke recovery experts, health
care providers, policy makers, and knowledge translation and
mobilization experts, identified poststroke exercise as a high
priority and specifically identified the need to develop
sustainable evidence-based and community-based exercise
programs for people with stroke. Within Canada and
internationally, researchers and clinicians have developed
various community-based exercise programs for people with
stroke [20-22]; there is now a need to catalyze the
implementation of these evidence-based approachesto optimize
the health and social benefits for people with stroke.

Development of the Stroke Recovery in Motion
Implementation Planner

Building on this momentum, our team aimed to develop an
evidence-informed resource [23] to guide community program
planners (eg, program managers and coordinators, rehabilitation
health partners, fitness professionals, people with stroke, and
caregivers) through the process of planning for the successful
implementation of community-based exercise programs for
people with stroke. We used a multistep process over 3 years
to develop the Stroke Recovery in Motion Implementation
Planner (hereafter referred to asthe “Planner”; Figure 1).

Thewell-established Knowledge-to-Action (KTA) cycle, which
helps bring the results of health care research into effective
changes in practice, provided the overarching framework for
the planning process [24-26]. It also builds on the
CAN-IMPLEMENT guideline adaptation process, which divides
the KTA cycle into 3 substantive planning phases [27,28].
Furthermore, the planning model incorporates elements of the
Implementation Roadmap, which is based on the KTA cycle,
and further breaksthe 3 planning phasesinto practical stepsand
activities to facilitate implementation planning and execution
[29]. The planning process is underpinned by 6 guiding
principles (Textbox 1).

The “Planner development” phase (Figure 1) informed early
decisionsrelated to the content and organization of the Planner.
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For example, we identified the type of information and tools
that would be most helpful to end users, decided on the use of
ageneric approach that could be applied to any stroke-specific
community-based exercise program, worked to include
real-world examples, and reduced technical language. As part
of this development process, we conducted a national survey
of potential end users across Canada (health partners, agency
administrators, program managers, and fitness professionals).
Of the 21 invited people, 13 (62%) reviewed theinitial Planner
prototype and completed a web-based questionnaire on what
they liked and what could be improved.

Reszdl et al

As the prototype was developed, the research team engaged
stroke advisors, including members from an existing group of
Stroke Community Advisors through the CPSR. These stroke
advisors (3 people with stroke and 2 caregivers of an individual
with stroke) reviewed the Planner and provided feedback on
the content and format to ensure that people with stroke, their
families, and caregivers were reflected appropriately.

On completing thisrigorousinitial Planner devel opment process,
the resource was deemed ready for evaluation (user evaluation
and field testing).

Figurel. Summary of the Planner development process and stakeholders involved in the process.

I Planner development

H— Evaluation —H— Final review and updates ————]

June 2018 — September 2019

Preparation and circulation
of first draft
September — December
2018

* Coinvestigators/
exercise program leads
(n=7)

+  Clinical and knowledge
translation/mobilization
experts (n=2)

+  Community stakeholders
(n=8)

Information gathering Further development

June — September
2018

January — April
2019

» Coinvestigators /
exercise program leads
(n=7)

*  Clinical and integrated
knowledge translation
(IKT) experts (n=3)

* Literature scan
+ Community stakeholders
(n=18)

= Data from three Canadian substudies: twa reviews of program implementation and one focused on sustainability factors ]

December 2019 — June — September 2021
April 2021
National survey and
revisions
May — September
2019

External review Finalizing Planner
Planner ready
for user evaluation

(n=39; presented in this

June —July
2021

August — September
2021

* Health partners, agency N * Coinvestigators/ =+ Studyteam
administrators, program paper) and field testing exercise program  *  Professional
managers, and fitness (n=16) leads (n=4) graphic designer
professionals (n=13) *  Clinical and IKT

experts (n=3)

*  End users {(n=6}

Consultations with stroke advisors (n=5)

Textbox 1. Implementation Planning Roadmap guiding principles underpinning the Stroke Recovery in Mation Implementation Planner.

Characteristics of the planning approach:
of individual therapeutic care)
« Participant centered (putting people with stroke and caregivers at

providers to achieve the best outcomes) [30]

implementation plan)

« Aimed a strengthening participant health outcomes

«  Focused on sustaining successful programs

« Intended for exercise programs situated within the community and provided by organizations with amandate for community service (vs provision

« Participatory and inclusive (people with stroke and other relevant stakeholders, including health care partners, involved in cocreating the

«  Evidence-informed (uses effective approaches to planning and implementation and incorporates the use of local datain making decisions)

the center of decisions and seeing them as experts working with service

Study Objectives

The purpose of the study was to conduct a dual-component
evaluation of the Planner comprising auser evaluation and field
test. The objective of the user evaluation was to elicit user
perceptions of the usefulness and acceptability of the Planner
and revise the Planner based on the data. The objective of the
field test was to describe how teams used the Planner in
real-world conditions; describe the effects of using the Planner
on participants’ implementation planning knowledge, attitudes,
and activities; and identify factorsinfluencing Planner use[31].

The goal of this paper (part 1) is to describe the results of the
user evaluation and the revisions we subsequently made to the
Planner. The results of the field test are reported separately in
part 2 [31].

To guide the reporting of this study, we used guidelines for
mixed methods studies (GRAMM S[Good Reporting of aMixed
Methods Study]) [32], qudlitative studies (COREQ
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[Consolidated Criteriafor Reporting Qualitative Studies]) [33],
and survey studies (CROSS [Checklist for Reporting of Survey
Studies]) [34]. These checklists are provided in Multimedia
Appendix 1 [32-34].

Methods

Design

The user evaluation was a mixed methods study that used a
concurrent triangulation design [35]. We used a convergent
model where cross-sectional questionnaire data (closed and
open-ended questions) and interview and focus group datawere
collected and analyzed separately, with the quantitative and
qualitative findings merged during the interpretive phase [35].
The quantitative and quditative datawere assigned equal weight.
The quantitative data facilitated identifying the “what”;
specifically, it helped us identify what aspects of the Planner
were most frequently identified as needing modification or
removal, which enabled prioritization of essential changes. The
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qualitative data helped us understand the “why” of the
participant feedback and provided insight into how we could
best address participant concerns aswe revised the Planner. The
qualitative data al so provided additional ideasto strengthen the
Planner, which may not have been captured in the structured
guestionnaire. The settings for this study were Canada and
Australia.

Sampling and Recruitment

We used purposeful sampling. All staff involved or interested
in the planning and delivery of community-based exercise
programs for people with stroke were ligible to participate in
the user evaluation, including community and municipal
program directors, managers and coordinators, regional health
authority staff, fithess or exercise professional's, physiotherapists,
and other consulting health partners. We identified potential
participants through the professional networks of (1) study
coinvestigators, many of whom have developed exercise
programs; (2) individuals who previously participated in the
Planner development process; and (3) participants enrolled in
the study (ie, snowball sampling).

In Canada, we aimed to identify participants from different
geographical regions with various population densities. Using
definitions from Statistics Canada [36], we created a matrix
based on geographical region and population size category. As
recruitment progressed, we aimed to identify individuals from
the remaining undersampled cells (region x urban or rura) in
our recruitment matrix. As the Canadian study progressed, we
identified an emergent opportunity to include participantsfrom
Australia. One of the coinvestigators returned to Tasmania,
Australia, where there was a state goal to increase
community-based exercise opportunitiesfor peoplewith stroke.

Reszdl et al

Unlike Canada, Tasmaniahad low rates of COVID-19 and fewer
pandemic restrictions during the study period, and
community-based program planning and implementation
proceeded as usual. This gave us a unique opportunity to use
the professional network of the coinvestigator, who was situated
in an urban area of Tasmania, to identify participants who were
currently actively engaged in the planning and delivery of
community-based exercise programs for people with stroke.
We consulted and received approval from our funding partner
(CPSR) for the addition of participantsfrom Australia, asthere
was perceived value in having an international perspective on
the Planner.

We started recruiting individuals to prospectively field test the
Planner in December 2019. In March 2020, the COVID-19
pandemic caused significant challenges for recruitment as the
pandemic resulted in many teams stopping community-based
program planning. In May 2020, we amended our protocol to
add 2 additional groups (Table 1) to our study with different
levels of experience in planning community-based exercise
programs for people with stroke, allowing data collection on
the Planner within pandemic restrictions. Study enrollment was
completed in February 2021. The eligibility criteria for each
participant group are presented in Table 1.

All 3 groups participated in the user eval uation component. The
current program planners engaged in additional study activities
as part of the field test component of the evaluation [31].

The study staff contacted potential participants via email with
study information. If therewas no response, we sent 2 follow-up
reminders. Interested participants connected with the study staff
to review therequirements, confirm eligibility, obtain informed
written consent, and schedule atime for the study activities.

Table 1. Eligibility criteriaand data collection methods for the 3 groups of participants in the study.

Participant group  Inclusion criteria

Data collection methods

Current program

Interested in implementing a community-based exercise program

Questionnaire

Basdline interview or focus group
Monitoring interviews

End-of-study interview or focus group

Questionnaire
Follow-up interview or focus group

Interview or focus group about past experience
Questionnaire

planners for people with stroke in the next 6 to 12 months
« Arewilling to use the Planner to guide their planning process
Future program « Haveavested interest in community-based exercise programsfor
planners? people with stroke and the development of a useful resource for
program planning
«  Havenot previously launched a community-based exercise pro-
gram for people with stroke and are not currently considering
planning a program
Past programplan- «  Have previously implemented a community-based exercise pro-
ners® gram for people with stroke in the past 1 to 5 years

Follow-up interview or focus group

3New participant group added in May 2020.

Data Collection

The study participants completed a web-based questionnaire
and a minimum of 1 interview. The order of the activities and
the content of the questionnaire and interviews were tailored to
each group (Table 1). Participants received an honorarium at a
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rate of CAD $25 (US $19.5) per hour to compensate for their
time.

Questionnaire

Each participant completed a web-based questionnaire created
in LimeSurvey (LimeSurvey GmbH) [37]. This was a
“restricted” questionnaire, meaning that only participants
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enrolled in the study could complete the questionnaire through
asingle-use unique URL generated by theresearch team. There
was no validated instrument that met our needs; therefore, the
core study team created a questionnaire that was specific to the
Planner content during the development phase (Figure 1). It
was tested internally with 2 other research team members for
functionality and clarity and then administered to 13 end users
who represented people who were currently running programs,
had run programs in the past, or were interested stakehol ders.
We then modified the questionnaire to tailor the content to the
3 participant groups and optimize functionality (eg, adding
branching logic). Participantswere required to read the Planner
before starting the questionnaire. Depending on the group, the
guestionnaire had between 79 and 89 closed-ended questions,
most of which also included open textboxes to expand on their
selected answers, and between 11 and 22 open-ended questions.
Questions were spread across 7 sections and focused on
participants impressions of the Planner sectionsand tools (keep,
modify, or remove), format and presentation, value of the
Planner for community program planners, impact of the Planner
on knowledge and confidence, and questions on respondents’
demographics and experience. The estimated time to read the
Planner and compl ete the questionnaire was 4 hours. Multimedia
Appendix 2 presents the questionnaires administered to the 3
study groups.

I nterviews and Focus Groups

Each participant completed at |east oneinterview or focus group.
Some participantstook part in the study asateam and therefore
chose to complete a focus group together. The semistructured
interview and focus group guides were developed by the
research team and informed through discussions with end users
in the Planner development phase. Question topics included
overall impressions of the Planner, likes and dislikes regarding
the Planner, in-depth discussion about the questionnaire
responses, and perceived feasibility of the planning process. In
addition, past program planners were asked to compare their
current experience using the Planner with their previous
experience. Multimedia Appendix 3 presentsthe semistructured
interview and focus group guides.

Current program planners completed brief “monitoring”
interviews that were scheduled every 1 to 2 months with the
research staff. Discussion points during these interviews
included how they had been using the Planner, what they liked
about using it, and what was missing.

Interviews and focus groups were conducted either in person,
through video calls, or by phone, depending on participant
preference. Sessionswerefacilitated by 1 of 4 femaleresearchers
(1 master's degree—prepared nurse researcher [J Reszel], 1
PhD-prepared rehabilitation researcher [TN], 1 master's
degree—prepared nutrition researcher [KE], and 1 PhD-prepared
physiotherapy researcher [MLB]) experienced in qualitative
data collection. None of them had pre-existing relationships
with the participants. The interviewers worked to create a
nonjudgmental environment and welcomed both positive and
negative feedback. On average, theinterviewsand focus groups
lasted 44 (range 21-106) minutes, and the monitoring interviews
lasted 24 (range 13-39) minutes. The interviews were audio

https://formative.jmir.org/2022/7/€37189
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recorded and transcribed verbatim. Altogether, there were 42.9
hours of audio recordings, yielding 912 pages of transcripts.
Field notes were made after the interviews and focus groups to
document researcher reflections and observations, including
participant interactions.

Data Analysis

Questionnaire

We analyzed the data using descriptive statistics in SPSS
(version 27; IBM Corp) [38]. For nominal data (eg, gender and
geographical location) and ordinal data (eg, confidence and
knowledge), we calculated frequencies and percentages to
illustrate the distribution of the responses across categories. For
continuous data (eg, years of experience), we calculated
measures of central tendency (eg, mean and median) and
measures of variability (eg, SD and range). The text in the
open-ended questions was analyzed by grouping content into
categoriestoidentify what participantsliked and disliked about
the Planner steps, tools, format, and planning approach. Given
the small sample size, no comparisonswere made based onrole,
organization, or geography.

I nterviews and Focus Groups

We used conventional content analysis, an inductive approach
through which the codes and categories emerged from the data
[39]. Each transcript was verified against the audio recording,
read asawhole, and then segments of the text were |abeled with
codes in Microsoft Word. As the analysis progressed, we
continued to devel op our coding scheme while adding emerging
codes. To enhance the trustworthiness of our findings, 40% of
the transcripts were coded independently by 2 researchers[40].
The 2 researchers met regularly to comparetheir coding, resolve
discrepancies, and update the coding scheme. All the transcripts
were revisited to apply the final version of the coding scheme.
We reached inductive thematic saturation [41] as no new codes
were added after the 31st transcript (out of 67 transcripts). Data
analysis occurred concurrently with data collection, with
interview probes evolving to explore emerging themesfrom the
analysis. The team reviewed and discussed field notes, and no
notable group dynamics were identified. Although transcripts
were not returned to participants, in thefinal stages of the study,
4 interview participants reviewed and shared their impressions
of therevised Planner. This participant check allowed the study
team to assess the extent to which we successfully applied the
study findings to the Planner.

Triangulation of Quantitative and Qualitative Data to
Inform Planner Revisions

On completion of the descriptive analysis of the questionnaire
dataand coding of the qualitative data, we created amaster data
summary document that included both data sets to facilitate
comparing and contrasting. The coreresearch team met regularly
during this triangulation phase (>40 hours of meetings) and
discussed the similarities and differences between the qualitative
and quantitative data.

The team focused on changes to be made in the Planner,
grounded inthe study data. First, to identify “essential” changes,
wereviewed the questionnaire data by using athreshold of 75%,
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acommonly used figure to define consensus [42]. Where <75%
of respondents (in any of the 3 participant groups) selected the
most positive response option for a question (ie, keep as is,
strongly agree or agree), we carefully reviewed the open-ended
guestionnaire responses and qualitative interview data for that
Planner section to determine the required changes. Next, even
when consensuswas reached (ie, 275%), we gtill reviewed every
comment provided in the questionnaire and interviews to
identify other opportunities to enhance the Planner. Decisions
regarding whether to address the suggestions were based on (1)
alignment with the guiding principles underpinning the Planner
(Textbox 1), (2) alignment with evidence from implementation
science (eg, best and promising practices for implementation)
and pedagogical science (eg, value of repetition for learning),
(3) the significance of the suggestions, and (4) the feasibility
of the changes related to formatting and design constraints.

Ethics Approval

We obtained ethics approval from the Ottawa Health Science
Network Research Ethics Board (protocol 20190594-01H) and
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the Tasmania Health and Medical Human Research Ethics
Committee (project ID 23559) for the initial and amended
protocols. All participants signed an informed consent form
before starting any study activities, and al study procedures
were conducted in accordance with privacy and confidentiality
reguirements.

Results

Overview

We enrolled 39 participants between December 2019 and
February 2021. We contacted 27 current program planners, of
whom 16 (59%) enrolled; 14 future program planners, of whom
9 (64%) enrolled; and 43 past program planners, of whom 14
(33%) enrolled. The participant demographic dataare presented
in Table 2, participant roles based on employment setting are
presented in Table 3, and the types of data collected during the
study are presented in Table 4.
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Table 2. Participant demographics (N=36)2

Reszdl et al

Variable Current program  Future program Past programplan-  All participants
planners (n=15) planners (n=9) ners (n=12)
Gender, n (%)b
Female 4(57) 8(89) 10 (83) 22 (79)
Male 3(43) 1(112) 2(17) 6 (21)
Gender fluid 0(0) 0(0) 0(0) 0(0)
L ocation of community, n (%)
Alberta 1(7) 3(33) 0(0) 4(11)
British Columbia 4(27) 0(0) 2(17) 6 (17)
Manitoba 0(0) 2(22 0(0) 2(6)
Newfoundland and Labrador 1(7) 0(0) 0(0) 1(3)
Nova Scotia 0(0) 0(0) 1(8) 1(3)
Ontario 5(33) 3(33) 8(67) 16 (44)
Prince Edward Island 0(0) 1(11) 1(8) 2(6)
Tasmania, Australia 4(27) 0(0) 0(0) 4(11)
Population density, n (%)
Rural or mostly rural 6 (40) 1(11) 4(33) 11 (31)
Urban or mostly urban 7 (47) 7(78) 5(42) 19 (53)
Combination of rural and urban 2(13) 1(11) 3(25) 6 (17)
Size of community, n (%)
<5000 0(0) 0(0) 1(8) 1(3)
5000-9999 5(33) 0(0) 0(0) 5(14)
10,000-24,999 4(27) 1(11) 1(8) 6(17)
25,000-50,000 1(7) 0(0) 0(0) 1(3)
>50,000 5(33) 8(89) 10 (83) 23 (64)
Type of organization where the program isor will be offered, n (%)°
Community recreation center (public and municipal) 5(33) 6 (67) 5(42) 16 (42)
YMCAY 1(7) 0(0) 5(42) 6(17)
Community health center 1(7) 2(22) 1(8) 4(11)
Recreation center for older adults 0(0) 1(11) 1(8) 2(6)
Physiotherapy clinic 3(20) 1(11) 1(8) 5(14)
Nursing home 0(0) 0(0) 1(8) 1(3)
Retirement residence 0(0) 0(0) 2(17) 2(6)
Private gym or facility 0(0) 3(11) 2(17) 3(8)
Family health team 4.(27) 0(0) 0(0) 4(11)
Nonprofit community space 0(0) 0(0) 3(25) 3(8)
Web-based program 2(13) 1(11) 1(8) 4(11)
Number of years of experiencein community program planning and/or deliveryb
Values, median (range) 2(0-21) 5 (0-20) 10 (1-20) 7(0-21)
Values, mean (SD) 5(8) 8(6) 10 (6) 8(7)
Individual rolein planning or delivering this exercise program, n (%)
Provider agency administration 0(0) 1(11 1(8) 2(6)
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Variable Current program  Future program Past programplan-  All participants
planners (n=15) planners (n=9) ners (n=12)

Program manager or coordinator 7 (47) 2(22) 4(33) 13 (36)
Fitness or exercise professional 2(13) 2(22) 3(25) 7(19)
Rehabilitation health professional 6 (40) 4 (44) 4(33) 14 (39)

Experiencein planning thistype of program, n (%)
Previous experience planning adapted or speciaized fitness 10 (67) 6 (67) 12 (100) 28 (78)
programs

Experiencein delivering thistype of program, n (%)
Previous experience delivering adapted or speciaized fitness 12 (80) 6 (67) 8 (67) 26 (72)
programs

Current confidence in planning an adapted or specialized fitness program, n (%)
Extremely confident 0(0) 1(11) 1(8) 2(6)
Very confident 5(33) 4 (44) 6 (50) 15 (42)
Moderately confident 8(53) 3(33) 5(42) 16 (44)
Slightly confident 2(13) 1(1) 0(0) 3(8)
Not at all confident 0(0) 0(0) 0(0) 0(0)

K nowledge of how to use evidence to inform decision-making in program planning, n (%)
Extremely knowledgeable 3(20) 0(0) 0(0) 3(8)
Very knowledgeable 4(27) 8(89) 3(25) 15 (42)
Moderately knowledgesble 2(13) 1(11 8(67) 11(31)
Slightly knowledgeable 4(27) 0(0) 1(8) 5(14)
Not at all knowledgeable 2(13) 0(0) 0(0) 2(6)

8n this study, of the 39 participants, 36 (92%) completed the questionnaire. Of the 36 participants who completed the questionnaire, 35 (97%)
guestionnaires were complete, with only 1 (3%) participant skipping 2 out of 86 questions (the skipped questions are not reported in this table).

bThefirst version of the current program planner questionnaire did not include this question; therefore, 8 responses are missing.

®Respondents could select >1 response option.
dyMCA: Young Men's Christian Association.

€Some participants may actually represent >1 group (eg, a rehabilitation professional who is working as a program coordinator); however, these data
reflect how participants self-identified their primary rolein planning as per the questionnaire responses.
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Table 3. Role of participants based on their employment setting (N=39).

Reszdl et al

Employment setting Participant role, n (%) Total, N
Provider agency Program manager or  Fitness or exercise  Rehabilitation health
administration coordinator professional professional

Community-based nonprofit? 2(20) 4 (40) 4 (40) 0(0) 10

Municipality® 0(0) 3(60) 2(40) 0(0) 5

Health authority® 0(0) 2(40) 0(0) 3(60) 5

Private practi ced 0(0) 1(17) 2(33) 3(50) 6

Primary care® 0(0) 1(25) 0(0) 3(75) 4

University 0(0) 0(0) 0(0) 4 (100) 4

Hospital 0(0) 1 (50) 0(0) 1(50) 2

Stroke network' 0(0) 2(67) 0(0) 1(33) 3

Total 2(5) 14 (36) 8(21) 15 (38) 39

3For example, the Young Men's Christian Association (YMCA).

BFor example, acity.

CFor example, a provincial, state, or regional health authority.

dror example, a physiotherapy clinic or gym.

For example, a family health team.

"For example, aprovincial or regiona network.

Table4. Summary of quantitative and qualitative data collected by participant groups (N=39).

Datacollection Current program planners Future program planners Past program planners All participants

method (=169 (n=9°) (=149

Questionnaire 15 responses 9 responses 12 responses 36 responses

15 interviews and focus
groups with 16 participants

Interviews and focus

groups pants

Monitoringinterviews 18 interviewswith 10 partici- \/ad

pants

9 interviews with 9 partici-

49 interviews and focus
groups with 39 participants

25 interviews and focus
groups with 14 participants

N/A 18 interviewswith 10 partici-

pants

8 rom 7 planning teams.
bFrom 9 sites.

®From 13 sites.

dN/A: not applicable.

Overall Impressions of the Planner

Overall, feedback on the Planner was positive. All questionnaire
participants felt that the Planner addressed the key factors to
consider when planning a community-based exercise program
for people with stroke; amost all (34/36, 94%) felt it would
help them make decisions informed by evidence, and most
(29/36, 81%) indicated that it would improve their usual
approach to planning:

The Planner is a very good teaching tool and | think
you could easily work through that with a team. It
would put your team all on the same page and
certainly enhance some people's background...| think
it would keep the group on the same page and have
a good idea of what we're doing, why we're doing it,
who we're doing it for, and the benefits. [Fitness or
exercise professional, ID38]

https://formative.jmir.org/2022/7/€37189

RenderX

Most participants (26/28, 93%) reported that reading the Planner
increased their knowledge of how to use evidence to inform
decision-making in program planning. Nearly as many
participants (24/28, 86%) al so reported that reading the Planner
increased their confidencein their ability to plan an adapted or
specialized fitness program.

Several past program planners who had successfully launched
and sustained programs commented on the alignment between
the Planner and their own experiences and the added benefit of
the Planner:

Initially it [the Planner] was overwhelming and |
went “ oh my gosh | missed every single step” ...But
then | looked back and | saw that | did most of it, but
just not necessarily with as much intention or thought.
A lot of it [Planner content] isjust kind of intuitive
and | didit but it wasn't asthoughtful . [Rehabilitation
health professional, ID37]
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Nearly al future and past program planners (19/21, 91%)
indicated that they would likely use the Planner for future
program planning. Similarly, most questionnaire participants
(33/36, 92%) said they would likely recommend it to colleagues
to support program planning, described by one participant as
follows:

If I knew somebody was thinking of [planning a
program], | think a resource such as this would be
the exact one they should be using. If | were in a
position where | was implementing or supporting or
advising on theimplementation of a program, | would
definitely recommend the use of this resource at the
planning stage in order to make sure that everything
has been thought about. [Rehabilitation health
professional, ID21]

Most questionnaire participants (34/36, 94%) agreed that the
Planner could be applied to planning programs that were not
stroke specific, including exercise programs for people with
other health conditions and nonexercise programs.

I’mworking on a different program and some of the
concepts in the Planner have helped develop that
program. It's not an exercise program but the Planner
has hel ped me think about other thingswhen it comes
to programming. [Program manager or coordinator,
ID12]

Although the most commonly reported first impression of the
Planner was that it was long and possibly overwhelming, over
three-quarters (28/36, 78%) of the questionnaire participants
agreed that the Planner presented the right amount of
information. Most participants indicated that after reading and
digesting the information, they saw great value in all the
presented materials and could not identify materials that could
be removed. Participants recognized the need to strike abalance
between making the Planner a comprehensive information
sourcefor people with various roles and experience levelswhile
also ensuring that the material was not overly long or onerous
to read:

https://formative.jmir.org/2022/7/€37189
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As far as usability, it's trying to walk that fine line
between providing too much information and not
enough information. Because you get a variety of
people, from those who have never implemented a
community-based program, to those who are very
used to that. Trying to make it work for both those
groups, how do you do that asbest aspossible? That's
not an easy answer. [ Program manager or coordinator,
ID13]

All questionnaire participants (36/36, 100%) agreed that the
Planner was well organized, and nearly all agreed that it was
easy to read and understand (35/36, 97%) and clearly presented
the planning process (33/36, 92%). Participants were split on
the format of the Planner; 56% (20/36) of participants would
have preferred aweb-based version over a paper-based version,
and 28% (10/36) did not have a preference. Participants
frequently desired access to both a web-based version for easy
navigation and tool completion and a paper-based version for
hard copy use.

Feedback That Prompted Changesto the Planner

Planner Content

There were several recurring comments related to the Planner
content, which cut across sections and tools that resulted in
edits. For example, we observed a discordance in some
participant settings between the Implementation Planning
Roadmap and the “usua way things are done,” reflecting a
differencein philosophy. To address this, we made the guiding
principles and assumptions explicit a the beginning of the
Planner to make the approach and val ues transparent and explain
therationalefor the planning process (Textbox 1). Furthermore,
some participants expressed concerns about the theoretical
language used in the Planner. We carefully reviewed the Planner
and simplified the technical terms wherever possible.

For questions ng specific Planner sectionsand tools, 70%
(30/43) of the items were deemed “ necessary—keep asis’ by
at least 75% of the questionnaire participants (Multimedia
Appendix 4). Key content changes were made to the Planner
and tools based on the participant feedback (Table 5).
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Table 5. Examples of key content changes made to the Planner and tools.

Reszdl et al

Identified area of improvement

Changes made to the Planner and tools

Include more information to clarify why specific steps and activities

areimportant to complete during implementation planning (eg, forming
planning partnership, decision-making methods, terms of reference,
celebrating the launch, and preparing an evaluation plan)

Include more examples of the real-world solutions used by other teams  «

to address planning challenges; include examples of completed tools
from planning teams

Wherever possible, make content action oriented .

Include information on how to consider the specific needs of people

with stroke or caregivers as planning partners

Include more exercise program-specific information to facilitate pro-

gram comparisons

Emphasi ze the importance of considering and addressing program .
sustainability factors early and often .

Make tools concise (eg, implementation work plan and assessment of

barriers) and avoid duplication between tools (eg, community assess-

ments) .

“Why isthisimportant” statements were emphasized throughout the
Planner to provide therationale and potential benefits of completing the
step or activity

Addition of the “ Tips and Potholes” section at the end of each planning
phase to highlight the success factors and challenges encountered by
teams involved in the devel opment and evaluation of the Planner
Added samples of completed tools created by study sites (with permis-
sion)

Implementation Planning Roadmap revised from 13 stepsto 8 stepsand
Planner guidance edited to provide greater clarity and focus on specific
activities and tasks to complete

All tools reviewed and edited to ensure templates provide concrete
guidance

Creation of standardized cover sheetsfor each tool, which include “ Why
isthisimportant?’ and “How to use thistool” statements

New section and tool with specific guidance on factors to consider and
guestionsto ask when engaging peoplewith stroke and caregiver partners
intheteam
Voices of peoplewith stroke and caregiverswere brought to the forefront
by inserting verbatim quotes collected during our eval uation throughout
the Planner

Creation of a“program comparison template” with guiding questions
for planning teams to assess the history, attributes, and requirements of
programs under consideration

Sustainability information was included in all 3 phases of the Planner
Creation of a new section on sustainability capacity

Key sustainability factors identified in the end-of-phase checklists and
throughout tools

Tool content reorganized, simplified, and relabeled to align more clearly
with road map steps

Repetitive content merged and the number of tools reduced

Longer tools split into easy-to-manage sections (eg, identifying barriers
to program, program users, and program setting became 3 short work-
sheets)

Planner Format and Organization

The participants offered constructive comments on how to
optimize the format and organization of the Planner, which
resulted in several key changes (Table 6).
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Table 6. Examples of key format and organization changes made to the Planner and tools.

Identified area of improvement

Changes made to the Planner and tools

Simplify structure, balance the workload across the 3 phases,
and reorder the sequence of activities and steps

Improve navigation; clearly align Planner content with the .
phases and steps of the road map .

Facilitate different “ starting points’ in the Planner to help situate  «
readers from different contexts and starting places in their
planning journey

Keep the body of the Planner concise for easy reading .

Implementation Planning Roadmap reduced and simplified from 13 stepsto 8
steps

Implementation planning process reorganized to better balance planning activities
within and across the 3 phases

Phase 2 and 3 steps reordered to make the planning sequence more logical (eg,
developing an evaluation plan before launching the exercise program)

Road map figure moved to the start of the Planner as a key navigation element
Planner redesigned to better link content to road map phase and step and orient
the reader to the location on the map

Professional graphic design concept developed to facilitate navigation

Developed a new “Where do we start?’ section in the Planner introduction to
outline different planning scenarios and potential starting pointsand how to use
the Planner accordingly

Directed readers to the progress checklists at the end of each phase to assess
what work still needs to be completed

Selected content (eg, additional resources and program samples) moved from
the body of the Planner to the appendix as “Read more” sections for interested
readers

Provide easy access to tools and appendices (additional re- .
sources); ensure tools are fillable and editable .

Tools summarized at end of each phase with links
PDF and original, editable files provided for easy download

«  Design concept to include both hard copy and web-based versions of the Planner

Feedback Considered but Existing Approach
Maintained

The study participants made some suggestions for Planner
modifications that after careful consideration, we decided not
to make. Here, we provide 2 key examples with the rationale.

First, some participants requested that to facilitate use, the
Planner should be separated into different sections to assign
specific content to different roles on the planning team.
However, the desire to distinguish between those “planning”
and those “delivering” was not aligned with our guiding
principle of using a participatory and inclusive approach.
Planning teams are most effective when those delivering the
program (eg, fitness or exercise professionals) and using the
program (eg, people with stroke) are engaged early in the
planning process. In addition, team members’ rolesmay befluid
over time and in different contexts. Therefore, we left the
Planner as one document designed for all team members, with
the goal of encouraging awareness of and participation in the
full planning process. Theimportance of an integrated planning
team was supported by a study participant who regularly
delivered community programming:

I was really excited about having “boots on the
ground” kind of people [on the planning team].

https://formative.jmir.org/2022/7/€37189

Because often times you don't hear about these things
until after others have made the decision and you're
like “ oh if only you had talked to the people who
actually implement these things. It would have been
helpful” Because the concept of policy can often vary
greatly from the reality. [Fitness or exercise
professional, 1D22]

Second, several participants commented on the level of
repetition throughout the Planner and recommended making
the document shorter and more concise. Although we carefully
reviewed the Planner and eliminated unnecessary redundancies,
some repetition was left in for pedagogical reasons [43].
Repetition helps readers remember and understand the
information. We also recognized that some readers would not
read the Planner from start to finish and skip from section to
section; therefore, we chose to judiciously repeat essential
contextual information throughout the Planner.

Positive Feedback on the Planner Supporting the
Existing Approach and Resulting in Enhancements

All the participants provided positive feedback on the Planner
and identified features that they found useful. We used this
positive feedback to identify content and featuresto keep in the
final version. We also identified ways of expanding upon and
further enhancing these features where possible (Table 7).
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Table 7. Sections and features of the Planner rated positively with illustrative quotes.

Reszdl et al

Positive feedback on the Planner

Illustrative quote

Planner decisions made based on positive feedback

Although many participants felt they
would not necessarily need to use al
Planner tools to implement every exer-
ciseprogram, they generally appreciated
theinclusion of various tools, should
they be needed.

Although many participants felt the
Planner was long, most participants ap-
preciated the comprehensiveness of the
Planner and the breadth of information
presented.

Nearly all participants commented posi-
tively on the summary checklists at the
end of each phase as a clear way of as-
sessing progress and the remaining
planning tasks.

Many participants valued the quotes and
field notes from other planning teamsto
|earn about real-world successes and
challenges and highlight the importance
of the various planning steps.

“Although | feel all [tools] are important to keep, |
don't feel | would use them all each time | would
start aprogram. It would depend on the type of orga-
nization | was working with and how much detail
would be needed, thus having all the tools available
isimportant.” [Rehabilitation health professional,
1D32]

“There'slots of information. You can go lots of
placesto look at program planning information, but
having it al consolidated...isreally helpful to me.
Because | could get lost and | could go down asig-
nificant rabbit holeif | start Googling al this stuff
on my own. To forego the Google rabbit holeisvery
helpful.” [Program manager or coordinator, |D35]

“| did like the progress checklists. | redlly liked that
at the end of each section. It was a nice way to kind
of bring all of that together and in a practical tool
that people can use.” [Rehabilitation health profes-
sional, ID33]

“| liked the field notes about programs—thisiswhat
happened and thisisthe result...It makesit relatabl e
when you're reading all the info, it pulls you back
into the practical side of it, which is good.” [Fitness
or exercise professional, ID31]

«  Kept avariety of tools to meet the needs and
contexts of different planning teams

»  Created cover pagesfor each tool, further high-
lighting who, how, when, and why planning
teams can use the various tools

o Kept the Planner as acomprehensive document
to meet the needs of various planning team
members

«  New content added based on participant feed-
back to improve comprehensiveness; for exam-
ple, more details on devel oping a planning
partnership, how to engage people with stroke
and caregiver partners, and web-based program
information

«  Kept checklists at the end of each phase

«  Phase checklistswere made into a separate tool
for easy access and printing

«  Content of checklists wasintegrated into the
implementation work plan

«  New quotes from study participants added
throughout the Planner

o “Tipsand Potholes’ added to the end of each
phase to further highlight study participant ex-
periences and learnings

Planner Revisions

Using the datareported in this study, we revised both the content
and format of the Planner. Integrating this feedback involved
extensive rewriting and editing by the core study team;
contracting the graphic designer; and a final review by 16
coinvestigators, consultants, end users, and stroke advisors. The

https://formative.jmir.org/2022/7/€37189

largest revision of the Planner involved improving the overall
structure and navigation (Figure 2).

The Stroke Recovery in Motion Implementation Planner isnow
hosted through March of Dimes Canada, a Canadian nonprofit
organization offering services for people with disabilities,
including the After Stroke program focused on stroke recovery
inthe community [44]. The Planner isfreeand publicly available
here[23].
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Figure 2. Implementation Planning Roadmap from the Planner summarizing the phases, steps, and activities.
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Principal Findings

This paper provides a comprehensive description of how the
Planner was developed, informing consumers of the rigorous
process used. Our mixed methods user eval uation demonstrated
that, overall, end users viewed the Planner positively and
indicated that it was a useful and valuable resource. They
reported that it would improve the planning process and help
them make planning decisions informed by evidence. The
participants constructive feedback on the content and
organization was used to revise and strengthen the Planner.

Comparison With Prior Work

Our development process aligns with that used by others to
devel op implementation guides and toolkitsin different settings,
including selecting an underpinning theory or framework
[45-48], searching the academic and gray literature [46-50],
consulting experts and consumers [45-48,50], and refining the
guide based on end user feedback [45,46,48-50].

Some participants provided feedback consistent with findings
reported in the literature; for example, perceptions that the
implementation process could be overwhelming or the guide
too long [50,51], the need to reduce the number of steps and
technical language [51], and the desire for new content and tools
to address team needs [48,49,51]. Engaging a wide variety of
stakeholders in the development process and using severa
user-centered design strategies ensured that the final product
was grounded in the needs and experiences of those who will
useit in real-world settings [52].

The use of an implementation framework can contributeto more
systematic planning, delivery, and evaluation of programs,
thereby contributing to improved success and sustainability
[53]. However, many implementers lack knowledge and

https://formative.jmir.org/2022/7/€37189
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experience in using these frameworks [53], and many
third-sector organizations (eg, voluntary and community
organizations and social enterprises [54]) face capacity and
capability issues when implementing evidence-based
interventions [55]. Leeman et a [56] identified “tools’ as a
strategy for  building implementation capacity in
community-based practitioners. The Planner is an
evidence-informed tool for building the capacity of practitioners
(in this context, community program planners, health
professionals, fithess professionals, people with stroke, and
caregivers) to plan for implementation in an applied and
approachableway. Most study participantsreported an increase
inknowledge and confidence after reading the Planner, including
many who reported being experienced program planners.

The Planner is based on the KTA, CAN-IMPLEMENT, and
Implementation Roadmap frameworks [24,25,27-29] and is
grounded in implementation science and practice. Studies on
third-sector organizations in general [55] and on poststroke
exercise specificaly [57-60] have revealed factors that can
influence program implementation, such as equipment, space,
time, staffing, training, funding, marketing and recruitment,
class capacity, sustainability, program adaptation challenges,
organizational culture and priorities, and collaboration between
organizations and professionals [55,57-60]. The Planner is
specifically designed to help planning teams identify these and
other factors unique to their settings, which may impede or
support the implementation of community-based exercise
programs for people with stroke. The Planner offers strategies,
including some recommended by others [55,57], to overcome
these barriers. Most importantly, the Planner provides a
step-by-step action-oriented road map to plan for successful
implementation and sustainability.
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Limitationsand Strengths

This study has some limitations that should be acknowledged.
A key challenge was conducting the study during the COVID-19
pandemic. Although we successfully recruited 39 participants
to review the Planner, the data collection period coincided with
the pandemic, atime of high personal and professional stress.
It is unknown how the stress of the pandemic may have
influenced decisions to participate in the evaluation or how it
influenced participants’ perspectives of the Planner. However,
nearly half of the individuals approached to participate did so
despitethe burden of having to read the comprehensive Planner,
complete a lengthy questionnaire, and participate in an
interview. This suggests that those who participated were
strongly committed to providing input on the Planner and
provided thoughtful and detailed feedback.

Although our sample was diverse, we would have liked to have
enrolled morefitness professionals, given their rolein delivering
exercise programs. There may be severa reasons for their
limited enrollment. For the current program planning group,
our primary contact was often the manager or coordinator or
health partner. These planning leads had sometimes not yet
identified the fitness professional team members and were
unable to connect the research team with fitness professional
study candidates. Furthermore, the pandemic led to the closure
of community centersand fitnessfacilities, and therefore, many
fitness professionals were not actively employed during this
time. Despite these challenges, approximately 20% (8/39) of
the study participants were fithess or exercise professionalswho
offered rich and thoughtful guidance on how to improve the
Planner to meet their needs.

Finally, the user evaluation involved the hard copy version of
the Planner, and therefore, the findings may not reflect
perceptions of a web-based format. Plans are underway to
develop a web-based toolkit based on the hard copy version.

A strength of the study was the mixed methods design, which
facilitated assessing perceptions of the Planner through a
comprehensive questionnaire with standard questions for all
participants, followed by an interview for in-depth discussions
on dimensions that were particularly important to each
participant. We used multiple types of triangulation, including

Reszdl et al

methods (questionnaires and interviews), sources (participants
from diverse settings), and analysts (coding and interpretation
by multiple researchers), all of which enhanced the quality and
credibility of our findings [61]. The targeted enrollment of
stakeholders from 3 groups (current, future, and past) allowed
us to collect data (and reach saturation) from a broad range of
stakeholders in various geographical areas with differing
experiences in community-based exercise programs for people
with stroke. Our rigorous analysis process resulted in every
comment being reviewed and carefully considered to inform
the Planner revisions and facilitated improved relevance and
feasibility of the Planner.

Future Directions

With the Planner finalized and freely and publicly available for
use by community teams, we how have the opportunity to further
evaluate its ongoing use and impact. Access and use will be
monitored through website statistics and consumer inquiries.
Working with key stakeholders, we aso plan to augment the
Planner to better address culturally tailored physical activity
programsfor racialized populationswith stroke, aswell asissues
related to planning web-based programsfor people with stroke.
Finally, future work will involve devel oping productsthat distill
the Planner information into alternate formats to meet diverse
learning needs, including video vignettes, infographics, a
condensed pocket guide, and a presentation slide deck.

Conclusions

Community-based exercise programs are urgently required to
address community reintegration and transitions for people
living with the effects of stroke. The Stroke Recovery in Motion
Implementation Planner 23] was designed to addressthe limited
use of evidence-informed planning practices for
community-based exercise programs for people with stroke.
Guided by knowledge from the field of implementation science
on how to facilitate implementation, we used arigorous process
to develop and evaluate the Planner. The evaluation revealed
that the Planner was perceived to be a valuable resource that
may be used to guide interdisciplinary teams in the planning
and dedivery of evidence-informed, sustainable,
community-based exercise programs for people with stroke.
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