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ABSTRACT

Introduction: Knowledge exchange (KE) in health promotion research encourages the outcome of mutual learning between
researchers and knowledge users. Researcher-practitioner partnerships (RPP) are an approach in health promotion intended to
cultivate mutually beneficial research between different disciplines and sectors. RPPs have been found to improve intervention
success and sustainability, including the bidirectional sharing of sector-specific knowledge, but how mutual learning occurs re-
mains unclear. This paper analyses two examples of mutual learning in health promotion RPPs, as told by the practitioners and
researchers involved.

Methods: During the Peas in a Pod virtual practice exchange, researchers and practitioners working in retail food environments
came together to discuss KE. The event included a fireside chat with two retailers sharing their experiences collaborating with
researchers. The primary author took notes from the discussion and led the writing of the case, which each practitioner reviewed
for accuracy. After the fireside chat, researchers and knowledge users held small group discussions which were analysed into
three themes to explore mutual learning within retail food environment research.

Results: Example one was a retailer-led hospital retail merchandising intervention study at an urban public tertiary hospital in
Nova Scotia, Canada. Example two was a healthy merchandising strategy trial with an Australian Aboriginal-owned and gov-
erned not-for-profit store corporation in the Northern Territory and Queensland, Australia. Mutual learning involved (1) partner-
ships with both near and far-sighted vision, (2) negotiation and meeting in the middle and (3) leveraging policies and strategies to
support interventions. Overall, KE bridged both knowledge and action.

Conclusion: This paper provides insight into how mutual learning occurs in health promotion research. Mutual learning within
an RPP influenced research design and implementation. Our findings showed that knowledge exchange emerging through the

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any

medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.

© 2025 The Author(s). Health Promotion Journal of Australia published by John Wiley & Sons Australia, Ltd on behalf of Australian Health Promotion Association.

Health Promotion Journal of Australia, 2025; 36:¢70065 10of 10
https://doi.org/10.1002/hpja.70065


https://doi.org/10.1002/hpja.70065
https://doi.org/10.1002/hpja.70065
mailto:
https://orcid.org/0000-0003-4279-4307
mailto:laura.kennedy@dal.ca
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fhpja.70065&domain=pdf&date_stamp=2025-07-01

intervention research also contributed to further changes in partnerships and policies. However, further study is required to

understand how knowledge exchange and policies intersect.

So What? Mutual learning in knowledge exchange can contribute to health promotion intervention evidence and create path-

ways to new partnerships with retailers who are sceptical or hesitant about implementing retail interventions.

1 | Background

The aim of knowledge exchange (KE) in health research is the
‘collaborative problem-solving between researchers and decision-
makers that happens through linkage and exchange’ [1]. An im-
portant assumption of integrated knowledge exchange is that such
a model can facilitate two-way or mutual learning throughout the
research process (e.g., planning, implementing and disseminating)
[2]. Integrated knowledge exchange attempts to codify a process
whereby researchers and knowledge users both benefit from the
transfer of information through learning [3] and, ultimately, in-
crease the likelihood of research being incorporated into practice
[4-6]. This normative shift towards the outcome of bidirectional
learning seeks to improve past efforts to incorporate research into
practice through one-way knowledge ‘dissemination’ but which
often overlooked the knowledge and practice concerns raised by
practitioners in the process [7].

A distinctive form of bidirectional knowledge exchange in
health promotion intervention research has been the cultiva-
tion of long-term partnerships between health researchers and
practitioners in the specific field, community, or setting of in-
quiry. Researcher-practitioner partnerships (RPP) are mutu-
alistic collaborations between partners of different disciplines
and sectors, developed and sustained over time, that explore
practice-based solutions to real-world health problems [8]. RPPs
are acknowledged across disciplines, sometimes called partic-
ipatory action research or knowledge co-production, and in
health promotion have been more recently called learning com-
munities [9]. During these partnerships, researchers and practi-
tioners collaborate throughout the process to identify research
objectives, decide on a design and methods and determine how
results or information generated can be owned and used for fu-
ture research and practice [10]. Some of this research employs
an ‘action-research’ stance, whereby researchers themselves
are invested in social-action or political imperatives in the com-
munities where they work. It has also been observed that part-
nerships can support joint efforts to address research agendas
emerging from both academia and real-world settings [7, 8, 11].

How mutual learning occurs in RPP has been explored in re-
search areas outside knowledge exchange, such as health edu-
cation [12], health policy [13] and international development
[14, 15]. These studies have tended to highlight the importance
of entrepreneurial individuals who play key roles ‘brokering’
the knowledge exchange. Features of partnerships that support
an outcome of mutual learning include identifying areas for
improvement together, engaging in co-design processes and re-
searchers sharing and interpreting findings [8]. An important
insight from these otherwise disciplinarily distinct studies is
that mutual learning does not naturally result in, or equate to,
equal learning, meaning that there could be risks of creating
new power imbalances during the process of mutual learning.

The power dynamics of RPPs have been studied in various forms.
For example, a qualitative study by McCabe et al. [16] discovered
multiple types of power, including resource, structural and nor-
mative power dynamics, all of which can interfere with the learn-
ing processes between researchers and practitioners. Managing
these imbalances can be crucial to researcher-practitioner collab-
orations success [17, 18].

However, mutual learning as a process is itself less understood.
Does the establishment and sustainment of an RPP equate to
eventual mutual learning? Or does a concrete practice change
(intervention) in the community need to occur and be sus-
tained? Are specific forms of knowledge generation and transfer
required, such as evidence of findings being incorporated into
co-designed research grants or co-authored publications? How
do RPPs negotiate power relations from different facets of the
research (e.g., research funding administration) and practice
(e.g., concrete implementation of an intervention within a com-
munity)? A study of how KE occurs, with particular attention to
mutual learning, could help us understand how best to facilitate
this type of learning to foster more effective partnerships.

The following paper examines two health promotion interventions,
one in a Canadian urban public tertiary hospital and the other in
an Australian Aboriginal-owned and governed not-for-profit re-
mote retail corporation, to explore mutual learning between re-
searchers and retailers actively engaged in research partnerships
to promote health in retail food environments. Specifically, we will
describe and synthesise lessons learned from a Canada-Australia
knowledge exchange forum, referred to as a ‘practice exchange’. A
growing body of literature has examined how the success and sus-
tainability of health promotion in retail settings may be contingent
on productive RPPs between researchers and amenable retailers
or store owners [19-21]. Food retailers appear to have mixed views
regarding healthy retailing interventions [22, 23]. Some studies
exploring retailer priorities found that profitability was prioritised
over selling healthy items [22, 24, 25]. Researchers and retailers
who partner to study food environments appear to be equally
knowledgeable about the potential risks of healthy retail interven-
tions, including competition and resource allocation factors [26]
or the embeddedness of retailing in larger food supply chains and
systems [22]. It has also been observed that certain kinds of retail-
ers, such as those offering publicly-funded services (e.g., hospital,
school) or in socially-driven not-for-profit sectors (e.g., coopera-
tive, community store), may hold a dual revenue generation-health
promotion mandate and in the uptake of health evidence, face a
duality; at times, they must prioritise health and, at other times,
business outcomes [27, 28].

The objective of the paper is to examine the bidirectional nature
of learning during an RPP-led research process. This includes
how practical knowledge from real-world industrial sectors
(food retailing) is incorporated into research questions and vice
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versa—how health promotion evidence is integrated throughout
the research process into the retail environment.

2 | Retail Food Environments: Australian and
Canadian Cases

2.1 | Methods

Participation in the Peas in a Pod practice exchange was organ-
ised through a snowballing approach in the multisectoral net-
work of a mid-career academic's research lab (senior author),
established in the sub-field of social and structural research in
food environments. Members of the coordinating research lab
extended invitations to current peer research collaborators. For
about 5years, the network had undertaken conventional forms
of science collaboration, such as preparing joint research fund-
ing proposals based on shared research objectives. At the same
time, each researcher had developed practices for fruitful RPP
development in local contexts with retailers. For Peas in a Pod,
each participating researcher was asked to invite the retailer
they had often partnered with in an RPP; hence, the name peas
in a pod, an idiom describing partners who are similar to one
another or, in this case, work in similar fields. The Peas in a Pod
exchange was conceived just prior to COVID-19 as an in-person
initiative, to strengthen research and practice translation about
RPPs. With the onset and continuation of the pandemic it be-
came evident that an in-person exchange would not soon be fea-
sible. Therefore, the event was reorganised into a virtual format
to adhere to travel and other public health restrictions during
the COVID-19 pandemic, and an accompanying asynchronous
process was organised to collect and analyse learnings. The
event was held via Zoom on 22 September 2021. Participants
were asked to review a draft discussion document ahead of time,
introducing questions about mutual learning in RPP.

At the event, a facilitated ‘fireside chat’ was then held between
two retailers (authors TN and KS), one a dietitian and foodser-
vices manager at a Canadian Atlantic provincial health author-
ity operating its own retail foodservices locations, and the other,

a public health nutritionist at an Australian Aboriginal-owned
and governed not-for-profit remote food corporation operating
in the Northern Territory and Queensland, Australia. Although
its origin is somewhat debated [29], ‘fireside chat’ is a colloqui-
alism of management fields that refers to a form of communi-
cation between senior decision-makers, with a high degree of
informality and intimacy of conversation, and without formal
rules of order [30]. The moderator for the fireside chat (author
RH) was selected in advance from among the invited partici-
pants, for their strong oral communication skills, being at a sim-
ilar career stage to the retailer speakers, and work experience
across sectors. Each practitioner was asked reflexive questions
by the moderator about mutual learning and knowledge ex-
change within their fields. The primary author (not a moderator
or fireside speaker) took notes from the discussion and led the
writing of the case, which each practitioner reviewed for accu-
racy. After the fireside chat, researchers and knowledge users
held small group debriefing discussions, which were analysed
into three themes to explore mutual learning within retail food
environment research.

3 | Results

The two RPP intervention examples examined during the ex-
change were Snacking Made Simple (Canada) and Healthy
Stores 2020 (Australia). This section outlines each example (see
Table 1) and is then followed by a description of the components
of mutual learning (Table 2).

3.1 | Snacking Made Simple: A Hospital Retail
Intervention

The Snacking Made Simple intervention was implemented in an
urban public tertiary hospital setting in Halifax, Nova Scotia,
Canada. Nova Scotia Health is the health authority that runs the
public hospitals in the province and is responsible for delivering
healthcare services to approximately one million provincial res-
idents [31]. Unlike many other public hospitals in Canada whose

TABLE 1 | An overview of the two examples (Canadian urban public tertiary hospital and Australian Aboriginal-owned and governed remote

retail corporation) included a description of the retail intervention, key partners involved and organisational supporting documents.

Canadian urban public tertiary hospital

Australian Aboriginal-owned and governed
not-for-profit remote retail corporation

What sparked the need
for the intervention?

Intervention Snacking Made Simple—a health
promotion intervention targeting the price,

promotion, placement and products of 5
healthier and 5 less healthy snack items

Key partners Food services manager and

director, researchers, dieticians

Did you have Yes

organisational Healthy Eating Policy

support?

High prices of healthy food/beverage
options identified as a barrier

Community wanted to address high sugar
consumption in light of high rates of diabetes

Healthy Stores 2020—a merchandising strategy to
reduce promotions of food/beverages high in salt,
sugar and saturated fat, e.g., reducing their placement
in high traffic areas (e.g., front of store) and no
buy one get one free, bundle deals, or giveaways

Aboriginal community leaders (store board
directors), researchers, nutritionists, retailers

Yes
Nutrition and health strategy
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TABLE 2 | Lessonslearned about mutual learning across examples.

Main findings
about mutual
learning

Key points

Timeline—near
and far-sighted
vision

Partnerships existed before the study in each example. Research grants,
including those designed for RPPs, do not typically support the scope of time
and resources necessary to form trusting partnerships with retailers.

Researchers in both examples led the research; retailers led the intervention implementation.
All members of the RPP brought both near-sighed (e.g., short term goals) and
far-sighted vision (e.g., larger grants, organisational priorities).

Canada

Retailer-led intervention with input from researchers
Supported expanded study of quality
improvement retail intervention

Meeting in the
middle

Australia
Co-designed between retailers and
researchers and community
Supported pragmatic randomised
trial of retail intervention

Active negotiation was necessary (e.g., prioritising affordability of products, supporting point-of-sale staff).
Researchers and retailers must both be flexible and willing to adapt certain aspects of

the intervention or research design that may not consider in their practice alone.
Retailers examined in this paper were unique in holding a dual role of health and fiscal
responsibility to communities (public and not-for-profit). Researchers incorporated this
into intervention planning and design and future funding (e.g., grants). Researchers often
provided in-kind resources where retail practitioners were more constrained.
Retailers provided context to support analysis and interpretation of research
findings. Retailers used study evidence to expand and scale health promotion
activities in their organisations outside of the original study context.

Canada

Data collected for administrative analysis
of sales but analysed by researchers.

Policies as part of
mutual learning

Australia
Data collected for research purposes.
Study adapted based on feasibility.

Existing organisational policies reinforced the research and KE processes.
Retailers provided insight about what policies meant and how they were actioned every day.

Organisations operating foodservices from a publicly funded or not-for-profit model may have social
responsibility more aligned with healthy eating than similar organisations in the for-profit sector.
Organisations both had high-level healthy eating or nutrition policies
that were able to encompass the intervention research.

Canada

Dietetic/nutrition professionals involved in the RPP were
publicly funded health authority permanent employees.

Australia
Dietetic/nutrition professionals involved
in the RPP are organisational staff
funded through store revenue.

Note: Mutual learning involved (1) partnerships with both near and far-sighted vision, (2) negotiation and meeting in the middle and (3) leveraging policies and

strategies to support interventions.

foodservice outlets are run by external contractors, Nova Scotia
Health has shifted its organisational policies and procedures
over the last decade towards a return to delivering its own food-
services. In 2018, Nova Scotia Health adopted an authority-wide
Healthy Eating Policy, upholding them as a leader in creating
supportive food environments in both retail and inpatient ser-
vices. In the policy, Nova Scotia Health agrees to ‘walk the talk’
and model evidence-based healthy eating policy [32]. The pol-
icy provides guidance on food pricing, promotions, fundraising,
breastfeeding and innovation.

Snacking Made Simple was initiated in response to staff healthy
food affordability concerns and under the auspices of the
Healthy Eating Policy. Two hospitals had disseminated a staff
feedback survey to determine why healthier items were less
popular. High prices were identified as a key barrier. In August

2018, they implemented Snacking Made Simple, with the goal
to increase the purchasing of healthier snack items and simul-
taneously decrease the purchasing of less healthy snack items.
Details about the intervention and an evaluation of its effects
on consumer purchasing have been published elsewhere [33].
Briefly, the intervention included price decreases for healthy in-
tervention items (ranging from 13% to 25%) and price increases
for less healthy intervention items (ranging from 26% to 54%),
implemented in four retail sites with slight variations depending
on layout and customer preference.

This RPP was comprised of a retailer-led intervention, and the
evaluation was researcher-led. The RPP implementation team
comprised food services managers, communications, point-
of-sale staff and researchers. Researchers who were members
of the Healthy Eating Policy Steering Committee (HEPSC), a
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committee providing strategic direction to the health authority
on the implementation of its policy, evaluated the purchasing
outcomes of the intervention.

3.2 | Healthy Stores 2020: A Community
Co-Designed Pragmatic Randomised Trial

Readers are referred elsewhere for full details of the Healthy
Stores 2020 pragmatic randomised trial, including the study
protocol [34], main outcomes paper [35] and an implementation
study [36]. Briefly, community leaders had long raised concerns
about high sugar consumption and its impacts on nutrition and
health. Existing research collaborators had led several prior
health promotion studies in rural and remote stores. These led
to researchers, retailers and community leaders discussing the
need to design a study that included restrictions on the place-
ment and promotion of unhealthy food and drinks.

Together, these longstanding discussions prompted the design
of a two-arm, parallel pragmatic randomised trial to evaluate
the effect of the Healthy Stores 2020 merchandising strategy
that would restrict the promotion and placement of unhealthy
foods and beverages (classified as ‘red’) in 10 stores through-
out remote Australian retail stores, with a further 10 stores
serving as the control group that would adhere to usual retail
practice. To accomplish the study, an RPP was established be-
tween researchers and the Arnhem Land Progress Aboriginal
(ALPA) Corporation, the largest Aboriginal-owned and gov-
erned not-for-profit remote food corporation [37] in Australia,
throughout the Northern Territory and Queensland. ALPA
adopted its own organisation-wide Nutrition Policy and the
Healthy Stores 2020 strategy was viewed as aligned with policy
implementation.

The RPP that initiated the Healthy Stores 2020 intervention
was a collaboration between Aboriginal community leaders,
academic researchers and retailers, including both research-
ers and retailers who held health practitioner qualifications
as medical, dietetic, or nutrition practitioners. Similar to the
Snacking Made Simple intervention, the intervention was
retailer-led and the research trial to evaluate the intervention
was researcher-led.

Front-line retail managers and staff operating individual stores
were initially hesitant about whether or not Healthy Stores 2020
would ‘work’. Even if it worked, there were concerns it would
divert business from ALPA stores. The nutritionists commu-
nicated concerns back to researchers and vice versa. However,
in the end, many of the intervention stores felt confident about
Healthy Stores 2020, and some expressed interest in trialling
other interventions to reduce sugar consumption. Another
outcome of Healthy Stores 2020 was a policy action series—co-
designed using research and evidence from store owners and
retailers [38]. The Policy Action Series included activities to in-
crease the acceptability and feasibility of actions within retail
settings (e.g., 4P's), such as best practices for product, place-
ment and promotion of healthy and unhealthy food and drinks.
This Series was co-designed for retailers by retailers to support
them in their future retail endeavours. Similarly, at ALPA, the

initiative was primarily led by a front-line retail manager, with
considerable input from point-of-sale staff [39].

3.3 | Exploring the Dimensions of Mutual
Learning Across RPPs

1. The timeline for partnerships involves near- and far-
sighted vision.

Members of both RPPs expressed that their projects required
both near- and far-sighted vision, meaning partners frequently
identified opportunities in front of them (near) and down the
road (far). In both RPP examples, partnerships between re-
searchers and retailers had existed long before the research was
conducted. The researchers involved in Healthy Stores 2020 had
completed prior research with ALPA and were familiar with
their Healthy Eating Strategy and organisational history. In
the RPP partnership between Nova Scotia Health and research-
ers, the researchers had membership in the health authority's
HEPSC. This meant there was a preexisting level of trust as well
as formalised interaction and a variety of forms of professional
cooperation between the partners before the interventions
proceeded.

During Peas in a Pod, several researchers mentioned that the
time relationship-building takes in RPPs is often unacknowl-
edged by research grants but increasingly is necessary to re-
ceive these grants from national funding agencies. Therefore,
researchers must invest in-kind and alternative resources in
partnerships long before the academic grant process begins.
Researchers’ process of involvement in each case study varied.
Healthy Stores 2020 was coordinated around an external grant
funding competition by a national research funding agency in
Australia. Snacking Made Simple was a quality improvement in-
tervention and the research component was unfunded (in-kind).

Healthy Stores 2020 was a co-designed intervention with fre-
quent bidirectional input from both partners. ALPA saw the
benefits of involving researchers as contributing legitimacy to
the results, providing expertise for the intervention and adding
scientific rigour to the study design. ALPA admitted they did
not have time or resources for a research study. In turn, the re-
searchers saw the benefit of collaborating with [name removed
for peer review] to advance an emerging and potentially impact-
ful area of research inquiry. ALPA provided insider knowledge
that contributed to the adaptation of the interventions based on
context. This adaptation contributed to the study's success since
the interventions were tailored based on the needs of the retail-
ers and community. This back-and-forth of research and design
benefited both partners by contributing to an intervention that
was successfully implemented, relevant and sustained.

On the other hand, Snacking Made Simple was a retailer-led
pricing intervention designed by Nova Scotia Health. The in-
tervention was a quality improvement initiative to iteratively
improve practice, and only routine monitoring and evaluation
had been anticipated. Although this intervention was retailer-
led, research input came from the opportunity for academic
researchers to participate in the HEPSC where aspects of the
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intervention design could be discussed. Researchers identified
important research gaps that this real-world intervention raised
and sought organisational views on whether the retailing strat-
egy behind the intervention could be studied in a structured way
on a larger scale. Researcher in-kind resources were provided
(e.g., trainees, analysis and academic dissemination) as well as
sharing of evidence on methodology (e.g., time series analysis) to
inform the organisation on its routine approaches to quality im-
provement. In turn, Nova Scotia Health saw the benefit in being
able to provide further research and evaluation metrics back to
their leadership to demonstrate the potential benefits of trialling
pricing interventions. This process ultimately contributed to
other quality improvement interventions within the health au-
thority's facilities.

2. Problem-solving, meeting in the middle and negotiation
contribute to mutual learning.

KE practice involves bidirectional, or mutual, learning be-
tween researchers and knowledge users. ALPA saw one of their
strengths as communicating real-world context in an ongoing
way. The financial viability of the ALPA stores has a significant
impact on food security in remote communities, as they are the
major food source. Thus, practitioners at ALPA helped research-
ers adopt the retailer's perspective in designing the study, and
the design of the final intervention implemented within the
store was ultimately a complex negotiation conducted at mul-
tiple levels: the RPP, community leadership, front-line store
management. Stores receiving Healthy Stores 2020 that were
near other competitor stores (e.g., in the same small commu-
nity) were left room to adapt or opt-out of the most potentially
commercially sensitive part of the study, removing certain sodas
from the fridge altogether. Several stores and communities in-
deed did not opt for that part of the strategy due to the potential
loss of revenue, and this tailoring of the intervention was then
integrated into the study methodology including the statistical
design for outcomes analysis. This learning occurred bidirec-
tionally between researchers and practitioners through one nu-
tritionist who served to broker between and translated retailer
and researcher needs to the other constituencies and individuals
impacted by the intervention (e.g., community members, sup-
pliers and point of sale staff). Throughout the study, the ALPA
nutritionist continued to communicate expectations to corpo-
rate stakeholders, acting as translators or knowledge-brokers
between researchers and other knowledge users.

In addition, retailers were knowledgeable about the feasibility
of interventions, in ways researchers without day-to-day expe-
rience could not anticipate. For example, Healthy Stores 2020
required changes to store layouts and substantial day-to-day
upkeep, which had potential cost and human resources implica-
tions (e.g., orientation for new staff). The ALPA nutritionist ad-
vocated for in-kind researcher assistance to help retailers since
implementing the intervention without additional support was
unrealistic in the eyes of retailers. As a result of this exchange,
researchers adjusted the intervention design for feasibility.

Point-of-sale employees were identified as critically important
partners in both examples. At Nova Scotia Health, employees
tended to receive the brunt of complaints when implement-
ing something new, and changes to pricing of items would be

potentially contentious. Organisational decision-makers took
particular care in facilitating the uptake of front-line knowledge
into the intervention design and made sure researchers were
also frequently informed of where front-line staff take risks by
deviating from their usual practice.

Researchers used hospital point-of-sale purchasing datasets for
a retrospective time series analysis following Snacking Made
Simple. This data was originally collected for food services ad-
ministrative purposes, to inform purchasing orders and weekly
menu scheduling. During the interpretation of preliminary re-
search findings, discontinuities and variations among outlets
in the longitudinal sales analysis were presented to the hospital
team. Retailers immediately noted that although all food outlets
were open to inpatients, visitors and staff and were located only
a few minutes from each other, each retail outlet was unique
and tended to serve different customers, including at different
times of the day. For example, the café near the parking garage
served daytime ambulatory patients, while the café in a building
for rehabilitation services tended to serve mainly proximally lo-
cated staff on break and residents, similar to long-term care. The
contextual knowledge led the researchers to ask other questions
about space utilisation and to incorporate these nuances into
further analysis of the study.

3. Leveraging policies and strategies.

In both examples, specific high-level organisational policies
consistent with the goals and research objectives of the in-
tervention study supported collaborative and effective RPPs.
Health-promoting policies are often difficult to implement in
both healthcare and private sector industry settings [40] but can
support research activities, as well as organisational priorities
(e.g., sustainability) and then, within those activities, guide in-
tervention research that aligns with organisational values.

The Nova Scotia Health Healthy Eating Policy emphasised in-
novation and evidence-based practice, hence the inclusion of
researchers in the HEPSC. In contrast to research being done
‘off the side of the desk’ at the health care organisation, external
researchers were sought for their interest in researching practice
concerns.

Policies guided both the research objectives and the tailoring
of the interventions. One of the focuses of Nova Scotia Health's
policy was providing affordable options, shifting the responsi-
bility from the employee to the employer for creating an afford-
able healthy food choice environment. The intervention, once
implemented and evaluated at a few central locations, was then
scaled outwards across the organisation into procedures focused
on making healthier options more affordable by offering a dis-
counted price across the province.

Policies provided common ground between researchers and
practitioners. ALPA is a not-for-profit corporation; funding
for ALPA retail positions (e.g., including nutritionists on staff)
comes from the revenue generated by ALPA-owned stores.
Researchers acknowledged the value of financial independence
of partner organisations within study designs and accounted
for potential revenue losses on the commercial side of RPP
projects. These priorities and values are reflected in the ALPA
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organisational nutrition and health strategy, which provided
researchers with a perspective on organisational values which
could be integrated into the Healthy Stores 2020 intervention.

4 | Discussion

This paper describes and synthesises lessons learned from a
Canada-Australia knowledge exchange forum, specifically a
‘practice exchange’, to discuss the concrete details of mutual
learning between researchers and practitioners working in retail
food environments. It draws from two examples of RPPs to focus
on where the ‘mutual’ in mutual learning originated from and
how it was cultivated and sustained. Commonalities across the
two RPPs were the capacity of all members of the partnerships
to bring both near and far-sighted vision, negotiate expectations
and leverage organisational policies and context. However, some
distinctive partnership features emerged, such as the interven-
tion research designs (retailer-led vs. codesigned) and quite
distinct retail settings (e.g., hospital vs. community). These part-
nerships offer illustrative concrete actions of the ‘how’, or prac-
tice of, bidirectional exchange and learning between researchers
and knowledge users, as well as some of the key challenges and
where they tended to arise (e.g., grants, time and resources).

Knowledge exchange research has highlighted the concept of
‘bridging’ worlds in establishing a mutually beneficial partner-
ship [41]. The findings in this paper reinforce the evidence on
specific roles for knowledge brokers, for instance, nutrition pro-
fessionals who can ‘speak the language’ of academic research
and retail organisations and re-balance what is considered ex-
pertise [42]. For instance, some scholars have critiqued the long-
standing ‘siloing’ that characterises the health and community
sectors and identify partnerships as one way to ‘bridge” knowl-
edge and action in a structured way (e.g., further influencing
partnerships, policies and food culture) [43]. In some ways, this
literature considers the practice work in various sub-sectors to
be ‘mutual’ in reinforcing specific health promotion goals, but
functionally distinct.

In contrast, our exchange process highlighted similarities in
practice across varied sectors and practice settings. Indeed, the
mindset and vision of the researchers and retailers who part-
nered on the initiatives examined were in many ways alike.
Key commonalities were found within both parties of the RPP,
for instance, where they shared near- and far-sighted vision.
Partnerships with far-sighted vision saw potential future oppor-
tunities to investigate retail food environment interventions on
larger-population level scales. In contrast, near-sighted vision
saw organisational/sector-specific opportunities within reach.

Past evaluations of health promotion interventions and how they
address sensitivity to the local context have examined how long-
term partnerships for research purposes require trust, time and
dedicated funding [7]. Trust is critical to establishing and main-
taining partnerships and, ultimately, developing mutualism
since partners need to believe and trust that their interests are
being upheld [44] in the short and long run. Material interests
must often align between partners; as evidenced in our exam-
ples, both partners held similar goals for promoting healthy eat-
ing in society (e.g., dietary sugar reduction; food affordability).

The RPPs examined in this study also broadly accepted the goals
of improving population diets by creating supportive food en-
vironments [21]. Despite these common aims, negotiation was
required and reinforces existing literature demonstrating how
trust can be built and maintained by supporting sector-specific
benefits such as retailer-led interventions or feasibility adapta-
tions in intervention designs [28, 44].

The practice exchange reinforced existing literature on how
RPPswork in relation to the academic grant process (e.g., timing,
process), which may not support the time and resources it takes
to form the necessary partnerships [45, 46]. It has often been
argued that researchers may need to take into account practi-
tioners' acute organisational demands in terms of how nimbly
analyses and dissemination occur [46]. Yet in the RPPs exam-
ined in this paper, it was also observed that the greater research
freedom and timeline discretion afforded academic researchers
in the partnerships enabled the production of larger-scale and
perhaps more complex or analytically demanding analyses that
were ultimately influential in other retail practices and policy
domains.

Our second finding highlighted the need to meet in the middle
and to actively negotiate. Existing research on organisational
behaviour for health promotion has explained how knowledge-
brokering activities often occur through diplomatic efforts
[47]. Mutual learning relies on networks of people to develop
a mutual comprehension of sometimes distinct contexts [15].
Clarifying what is meant by context is essential, as context is
dynamic and changing [48]. For instance, the RPPs in the prac-
tice exchange discussed multi-level physical (layout of stores),
organisational (policy and strategy values) and structural-
relational (food sovereignty) factors. Objectively measuring con-
text can be furthermore ambiguous and difficult to define [49].
Food environments may contain multiple retail settings, as is
the case for hospitals. Therefore, practitioners and researchers
may need to consider methodologies to capture or ‘adjust’ for
context as settings-within-settings in the study of health promo-
tion interventions [50].

Additionally, studying how these interventions actively change
the context where they are implemented is essential [51]. As in
the examples explored through our practice exchange, both sets
of interventions were kept in place after the study finished and
ultimately influenced other aspects of organisational practice.
Thus, context is dynamic and not static [52]. Increasing the un-
derstanding of integrating context into health promotion could
highlight vital measurements and lead to a longitudinal study
of context or study of context in different phases of development
(e.g., adoption, implementation and evaluation) [53].

Our third finding was that researchers and practitioners lever-
aged existing organisational policies to build common ground.
In a way, both examples covered in this paper were ideal situa-
tions in that overarching health promotion policies provided a
foundation for more in-depth and novel intervention research
work. Policies have been identified as effective tools for improv-
ing diets and altering the environments and conditions where
people shop for food [54]. However, health promotion policies
do not always consider specific retail contexts, and this can
present challenges. This was investigated by Law et al. [55] in
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their qualitative study of retailer perspectives on implementing a
nutrition policy in public healthcare settings. One of their main
findings was that the policy was incongruent with the retailer’s
local contexts. One of the policy requirements restricted certain
products (red light or unhealthy products) within certain areas
of the retail store (e.g., a certain distance from the cash register).
Retailers were perplexed by this, as the space and size layout
of some stores hampered this requirement. In response, they
wanted real-life examples of how other stores had accomplished
this policy objective. Researchers may need to develop a rela-
tional understanding of ‘how a policy means’ in practice for the
retail organisation and its corporate stakeholders [56].

The goal of integrated KE is often to contribute to organisational
culture change, where research and changes to practice are wel-
comed and lead to the adaptation of policies or incorporation
of findings into policies. For the organisations we examined in
this paper, policies were the start, not the outcome, of KE. Our
findings showed that knowledge exchange emerging through
intervention research also contributed to further changes in
partnerships and policies. However, further study is required to
understand how knowledge exchange and policies intersect.

5 | Limitations and Strengths

This paper comprised a synthesis of discussions catalysed by a
virtual knowledge exchange event. A key strength of this article
comes from the extensive applied KE experience of the partici-
pants who have worked in a variety of sectoral retail food environ-
ments across Canada-Australia. Another strength of this paper is
that it addresses a health promotion gap in synthesising the ‘how’
of knowledge exchange outcomes, including linking knowledge
products published elsewhere. The examples varied in geograph-
ical location, organisation type and customer base. Their similar-
ities in KE, however, potentially show the consistency across the
field of retail food environments intervention research and the
transferability of research from one setting to another.

This paper is subject to several limitations. While the two over-
arching research project contexts were well established, the
paper was based on findings derived from a one-time KE event
held within that context. Alternative data collection methods
might shed light on other aspects of mutual learning as well as
the sustainability of RPP and interventions [57]. Another limita-
tion is that participation in the event occurred through a snow-
balling approach. The participants thus represented at least part
of an existing knowledge network. Future studies involving a
wider range of participants may unearth additional aspects of
mutual learning. In addition, the knowledge during this event
was co-created and captured using non-traditional methods,
where participants might have felt they could speak more can-
didly than other data collection methods. However, since part-
ners were present at the event, they might not have spoken more
openly (response bias) [58].

6 | Conclusion

This paper explored mutual learning within retail food envi-
ronments using two examples of RPPs. There was evidence of

mutual learning as practitioners provided context to intervention
design and researchers provided research and scientific rigour.
Partnerships are necessary to build up the evidence base of retail
intervention effectiveness; however, simply working together
did not produce mutual learning. RPPs need to negotiate their
interests and build trust in several ways over time to advance
the scientific study of health promotion in retailing. Building
up the evidence could create pathways to new partnerships
with retailers who are sceptical or hesitant about implementing
retail interventions. KE appears to have been supported by or-
ganisational policies and, in turn, influenced the development
of new policies and strategies. KE, as examined in this paper,
was found to have organisational outcomes beyond bridging the
knowledge-to-action gap.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

Data sharing is not applicable to this article as no new data were created
or analysed in this study.

References

1. Canadian Institute for Health Research, “Knowledge Translation at
CIHR,” 2016, https://www.cihr-irsc.gc.ca/e/29418. html#1.

2.J.N. Lavis, D. Robertson, J. M. Woodside, C. B. McLeod, and J. Abel-
son, “How Can Research Organizations More Effectively Transfer Re-
search Knowledge to Decision-Makers?,” Milbank Quarterly 81 (2003):
221-248.

3. C. Mitton, C. E. Adair, E. McKenzie, S. B. Patten, and B. Waye Perry,
“Knowledge Transfer and Exchange: Review and Synthesis of the Liter-
ature,” Milbank Quarterly 85, no. 4 (2007): 729-768.

4.1. Fazey, A. C. Evely, M. S. Reed, et al., “Knowledge Exchange: A Re-
view and Research Agenda for Environmental Management,” Environ-
mental Conservation 40 (2013): 19-36.

5.S. E. Straus, J. M. Tetroe, and I. D. Graham, “Knowledge Translation
Is the Use of Knowledge in Health Care Decision Making,” Journal of
Clinical Epidemiology 64, no. 1 (2011): 6-10.

6. M. B. Harrison and I. D. Graham, Knowledge Translation in Nursing
and Healthcare: A Roadmap to Evidence-Informed Practice (John Wiley
& Sons, Inc, 2021).

7.V.Tseng,J. Q. Easton, and L. H. Supplee, “Research-Practice Partner-
ships: Building Two-Way Streets of Engagement,” Social Policy Report
30, no. 4 (2017): 1-17.

8. C. E. Coburn, W. R. Penuel, and K. Geil, Research-Practice Partner-
ships at the District Level: A New Strategy for Leveraging Research for
Educational Improvement (William T. Grant. Foundation, 2013), http://
learndbir.org/resources/Coburn-Penuel-Geil-2013.pdf.

9. C. Williams, N. W. E. Lai, Y. Tefera, T. Pettman, and L. Baldwin,
“Health Promotion and the Importance of Translating Research Into
Policy, Practice and Societal Impact,” Health Promotion Journal of Aus-
tralia 36 (2025): 1-3.

10. L. M. Desimone, T. Wolford, and K. L. Hill, “Research-Practice: A
Practical Conceptual Framework,” AERA Open 2, no. 4 (2016): 1-14.

11. W. R. Penuel, A. R. Allen, C. E. Coburn, and C. Farrell, “Concep-
tualizing Research-Practice Partnerships as Joint Work at Boundar-
ies,” Journal of Education for Students Placed at Risk 20, no. 1-2 (2015):
182-197.

8 of 10

Health Promotion Journal of Australia, 2025

85U80|7 SUOWWIOD @A ea1 8|qeo!|dde 8y} Aq pausenob are ssjolie YO ‘SN JO Se|n. 10y AriqiT8UIUO A8]IM UO (SUORIPUCO-PUe-SWLR/Woo" A3 1M AfeIq1 Ul |UO//:SANY) SUORIPUOD PUe SWe 1 8Y3 89S *[5202/20/20] Uo AriqiTauliuo A[Im ‘Aiseaiun uemod yip3 Aq 59002 eldu/zo0T 0T/10p/wod A8 | Im Aeiq 1 euluo//sdny wouy papeoumod ‘€ ‘520z ‘LTITT0ZZ


https://www.cihr-irsc.gc.ca/e/29418.html#1
http://learndbir.org/resources/Coburn-Penuel-Geil-2013.pdf
http://learndbir.org/resources/Coburn-Penuel-Geil-2013.pdf

12. M. Ragavan, H. Karpel, A. Bogetz, S. Lucha, and J. Bruce, “Health Ed-
ucation for Women and Children: A Community-Engaged Mutual Learn-
ing Curriculum for Health Trainees,” MedEdPORTAL 12 (2016): 1-9.

13. L. Bakker and K. Mbengi, “12th European Public Health Conference—
Poster Displays,” in Mutual Learning in Cancer Control Policy Implementa-
tion: Interviews With Local Policy Makers (Oxford, 2019), 642-643.

14. G. Isabekova, “Mutual Learning on the Local Level: The Swiss Red
Cross and the Village Health Committees in the Kyrgyz Republic,”
Global Social Policy 21 (2021): 117-137.

15.J. Constantine and A. Shankland, “From Policy Transfer to Mutual
Learning?,” Novos Estudos—CEBRAP 36, no. 1 (2017): 99-124.

16. A. McCabe, T. Osegowitsch, R. Parker, and S. Cox, “Knowledge Co-
Production in Academic-Practitioner Research Collaboration: An Ex-
panded Perspective on Power,” Management Learning 52, no. 5 (2021):
604-629.

17. W. S. Harvey and A. P. Spee, “Walking the Tightrope of Academic
and Practitioner Expectations in Field Research,” Management Learn-
ing 55, no. 5 (2023): 769-789.

18. L. Young and P. V. Freytag, “Beyond Research Method to Research
Collaboration: Research Co-Production Relationships With Practi-
tioners,” Industrial Marketing Management 92 (2021): 244-253.

19. A. Gupta, L. Alston, C. Needham, et al., “Factors Influencing Imple-
mentation, Sustainability and Scalability of Healthy Food Retail Inter-
ventions: A Systematic Review of Reviews,” Nutrients 14 (2022): 1-18.

20. A. Gupta, C. E. Huggins, G. Sacks, J. Gittelsohn, and A. Peeters, “A
Systematic Review of the Implementation of Healthy Food Retail Inter-
ventions in Settings With Multiple Food Retail Outlets (Complex Food
Retail Settings),” Journal of Nutritional Science 13 (2024): 1-11.

21. T. Scapin, T. Boelsen-Robinson, S. Naughton, et al., “A Best Practice
Guide for Conducting Healthy Food Retail Research: A Resource for Re-
searchers and Health Promotion Practitioners,” Obesity Reviews (2025):
1-13, https://doi.org/10.1111/0br.13870.

22. M. Lynch, M. Graham, K. Taylor, and C. L. Mah, “Corner Store Re-
tailers’ Perspectives on a Discontinued Healthy Corner Store Initiative,”
Community Health Equity Research and Policy 43, no. 4 (2023): 421-429.

23. M. Kim, N. Budd, B. Batorsky, et al., “Barriers to and Facilitators
of Stocking Healthy Food Options: Viewpoints of Baltimore City Small
Storeowners,” Ecology of Food and Nutrition 56, no. 1 (2017): 17-30,
https://doi.org/10.1080/03670244.2016.1246361.

24.B. Baquero, L. Linnan, B. A. Laraia, and G. X. Ayala, “Process Eval-
uation of a Food Marketing and Environmental Change Intervention
in Tiendas That Serve Latino Immigrants in North Carolina,” Health
Promotion Practice 15, no. 6 (2014): 839-848.

25. M. Lynch and A. Giles, “Using Diffusion of Innovations Theory to
Examine a Discontinued Heathy Corner Store Pilot Program,” Journal
of Hunger & Environmental Nutrition 19 (2022): 1-16.

26. J. Gittelsohn, M. N. Laska, A. Karpyn, K. Klingler, and G. X. Ayala,
“Lessons Learned From Small Store Programs to Increase Healthy Food
Access,” American Journal of Health Behavior 38, no. 2 (2014): 307-315.

27. L. M. Minaker, D. L. Olstad, G. MacKenzie, et al., “An Evaluation
of the Impact of a Restrictive Retail Food Environment Intervention
in a Rural Community Pharmacy Setting,” BMC Public Health 6, no. 1
(2016): 1-7.

28. M. R. Blake, A. Peeters, E. Lancsar, et al., “Retailer-Led Sugar-
Sweetened Beverage Price Increase Reduces Purchases in a Hospital
Convenience Store in Melbourne, Australia: A Mixed Methods Evalua-
tion,” Journal of the Academy of Nutrition and Dietetics 118, no. 6 (2018):
1027-1036.€8.

29. E. T. Lim, The Lion and the Lamb: Demythologizing Franklin Roos-
evelt's Fireside Chats (Singapore Management University, 2003), https://
ink.library.smu.edu.sg/soss_research.

30. K. Barnes, K. Vione, and Y. Kotera, “Effective Leadership Practice
Among Senior Leaders Working From Home and in the Hybrid Work-
place Across COVID-19,” SN Business & Economics 4, no. 5 (2024): 55.

31. NSH, “Nova Scotia Health by the Numbers 2021-22,” 2020, https://
www.nshealth.ca/AnnualReport2021-22/.

32. L. Kennedy, T. Nicholson, B. Macdonald, E. Jago, and C. Mah,
“Healthy Eating Policy for a Provincial Health Authority in Atlantic
Canada,” Rome: European Journal of Public Health (2020): v694.

33.C. L. Mah, L. Kennedy, N. G. A. Taylor, T. Nicholson, E. Jago, and
B. MacDonald, “Effect of a Relative Pricing Intervention and Active
Merchandising on Snack Purchases: Interrupted Time Series Analysis
of a Hospital Retailer-Led Strategy,” International Journal of Behavioral
Nutrition and Physical Activity 20, no. 1 (2023): 56.

34.]. Brimblecombe, M. Ferguson, E. McMahon, et al., “Reducing Re-
tail Merchandising of Discretionary Food and Beverages in Remote
Indigenous Community Stores: Protocol for a Randomized Controlled
Trial,” JMIR Research Protocols 8, no. 3 (2019): €12646.

35.J. Brimblecombe, E. McMahon, M. Ferguson, et al., “Effect of Re-
stricted Retail Merchandising of Discretionary Food and Beverages on
Population Diet: A Pragmatic Randomised Controlled Trial,” Lancet
Planetary Health 4, no. 10 (2020): e463-e473.

36.J. Brimblecombe, B. Miles, E. Chappell, et al., “Implementation of
a Food Retail Intervention to Reduce Purchase of Unhealthy Food and
Beverages in Remote Australia: Mixed-Method Evaluation Using the
Consolidated Framework for Implementation Research,” International
Journal of Behavioral Nutrition and Physical Activity 20, no. 1 (2023): 20.

37. ALPA Corporation, “Research Collaborations,” 2020, https://www.
alpa.asn.au/research-collab.

38. M. Ferguson and J. Brimblecombe, “Healthy Stores 2020 Policy
Action Series: Healthy Policy to Support Retailers and Communities,”
2021, https://healthyfoodretail.com/resource/healthy-stores-2020-
policy-action-series-healthy-policy-to-support-retailers-and-commu
nities/.

39. L. Kennedy, M. Sim, J. Parsons Leigh, S. Kirk, and C. Mah, “Explor-
ing the Barriers and Facilitators of Continuous Quality Improvement
for Health Promotion Within Healthcare Food Environments,” Health
Promotion International 40, no. 2 (2025): 1-12.

40. M. M. Barry, “Transformative Health Promotion: What Is Needed
to Advance Progress?,” Global Health Promotion 28, no. 4 (2021): 8-16.

41. T. Nguyen, I. D. Graham, K. J. Mrklas, et al., “How Does Integrated
Knowledge Translation (IKT) Compare to Other Collaborative Re-
search Approaches to Generating and Translating Knowledge? Learn-
ing From Experts in the Field,” Health Research Policy and Systems 18,
no. 1 (2020): 35.

42. A. Kothari and C. N. Wathen, “A Critical Second Look at Integrated
Knowledge Translation,” Health Policy (New York) 109, no. 2 (2013):
187-191.

43.]. Dixon, E. Shantz, A. E. Clarke, and S. J. Elliott, “Reconceptual-
izing Integrated Knowledge Translation Goals: A Case Study on Basic
and Clinical Science Investigating the Causes and Consequences of
Food Allergy,” Implementation Science Communications 4, no. 1 (2023):
1-13.

44.S. Lezotte, S. Krishnamurthy, D. Tulino, and S. Zion, “Finding the
Heart of a Research-Practice Partnership: Politicized Trust, Mutualism,
and Use of Research,” Improving Schools 25 (2021): 161-173.

45. E. Henrick, P. Cobb, W. Penuel, K. Jackson, and T. Clark, Assessing
Research-Practice Partnerships: Five Dimensions of Effectiveness (Wil-
liam T. Grant. Foundation, 2017).

46. M. English, K. Canuto, N. Schulenkorf, et al., “Co-Designing a
Health Promotion Program for Australian Aboriginal and Torres Strait
Islander Girls: Lessons Learnt,” Health Promotion International 38, no.
2(2023): 1-14.

90f 10

85U80|7 SUOWWIOD @A ea1 8|qeo!|dde 8y} Aq pausenob are ssjolie YO ‘SN JO Se|n. 10y AriqiT8UIUO A8]IM UO (SUORIPUCO-PUe-SWLR/Woo" A3 1M AfeIq1 Ul |UO//:SANY) SUORIPUOD PUe SWe 1 8Y3 89S *[5202/20/20] Uo AriqiTauliuo A[Im ‘Aiseaiun uemod yip3 Aq 59002 eldu/zo0T 0T/10p/wod A8 | Im Aeiq 1 euluo//sdny wouy papeoumod ‘€ ‘520z ‘LTITT0ZZ


https://doi.org/10.1111/obr.13870
https://doi.org/10.1080/03670244.2016.1246361
https://ink.library.smu.edu.sg/soss_research
https://ink.library.smu.edu.sg/soss_research
https://www.nshealth.ca/AnnualReport2021-22/
https://www.nshealth.ca/AnnualReport2021-22/
https://www.alpa.asn.au/research-collab
https://www.alpa.asn.au/research-collab
https://healthyfoodretail.com/resource/healthy-stores-2020-policy-action-series-healthy-policy-to-support-retailers-and-communities/
https://healthyfoodretail.com/resource/healthy-stores-2020-policy-action-series-healthy-policy-to-support-retailers-and-communities/
https://healthyfoodretail.com/resource/healthy-stores-2020-policy-action-series-healthy-policy-to-support-retailers-and-communities/

47. L. J. Kennedy, Snacking Made Simple? Exploring the Organizational
and Policy Practices of CQI for Health Promotion in Healthcare (Dalhou-
sie University, 2024).

48. B. Poland, K. L. Frohlich, and M. Cargo, “Context as a Fundamental
Dimension of Health Promotion Program Evaluation,” in Health Pro-
motion Evaluation Practices in the Americas (Springer International
Publishing, 2008), 299-326.

49. L. Rogers, A. De Brun, and E. McAuliffe, “Defining and Assessing
Context in Healthcare Implementation Studies: A Systematic Review,”
BMC Health Services Research 20, no. 1 (2020): 1-24.

50. L. J. Kennedy, S. F. Kirk, M. Sim, J. Parsons Leigh, H. Wong, and
C. L. Mah, “Let Them Eat (Birthday) Cake: Reframing Healthy Eating
in Healthcare Organizations,” Global Health Promotion (2025): 1-10,
https://doi.org/10.1177/17579759251318731.

51. P. Craig, E. Di Ruggiero, K. Frohlich, E. Mykhalovskiy, and M.
White, “Taking Account of Context in Population Health Intervention
Research: Guidance for Producers, Users and Funders of Research,”
2018,  https://www.ncbi.nlm.nih.gov/books/NBK498645/pdf/Books
helf NBK498645.pdf.

52. K. Oliver, “Why Is It So Hard to Evaluate Knowledge Exchange?,”
International Journal of Health Policy and Management 12, no. 1 (2023):
1-3.

53. The Health Foundation, Perspectives on Context: Context is Every-
thing (Health Foundation, 2024).

54.C. L. Mah, G. Luongo, R. Hasdell, N. G. A. Taylor, and B. K. Lo, “A
Systematic Review of the Effect of Retail Food Environment Interven-
tions on Diet and Health With a Focus on the Enabling Role of Public
Policies,” Current Nutrition Reports 8, no. 4 (2019): 411-428.

55.K. K. Law, C. E. Pulker, J. D. Healy, and C. M. Pollard, ““Just So You
Know, It Has Been Hard”: Food Retailers' Perspectives of Implementing
a Food and Nutrition Policy in Public Healthcare Settings,” Nutrients
13, no. 6 (2021): 2053.

56. D. Yanow, How Does a Policy Mean?: Interpreting Policy and Organi-
zational Actions (Georgetown University Press, 1996).

57.8S. Nutley, A. Boaz, H. Davies, and A. Fraser, “New Development:
What Works Now? Continuity and Change in the Use of Evidence to Im-
prove Public Policy and Service Delivery,” Public Money & Management
39, no. 4 (2019): 310-316.

58. A. Villar, “Response Bias,” in Encyclopedia of Survey Research Meth-
ods (Sage Publications, 2008), 752-753, https://doi.org/10.4135/97814
12963947.

10 of 10

Health Promotion Journal of Australia, 2025

85U80|7 SUOWWIOD @A ea1 8|qeo!|dde 8y} Aq pausenob are ssjolie YO ‘SN JO Se|n. 10y AriqiT8UIUO A8]IM UO (SUORIPUCO-PUe-SWLR/Woo" A3 1M AfeIq1 Ul |UO//:SANY) SUORIPUOD PUe SWe 1 8Y3 89S *[5202/20/20] Uo AriqiTauliuo A[Im ‘Aiseaiun uemod yip3 Aq 59002 eldu/zo0T 0T/10p/wod A8 | Im Aeiq 1 euluo//sdny wouy papeoumod ‘€ ‘520z ‘LTITT0ZZ


https://doi.org/10.1177/17579759251318731
https://www.ncbi.nlm.nih.gov/books/NBK498645/pdf/Bookshelf_NBK498645.pdf
https://www.ncbi.nlm.nih.gov/books/NBK498645/pdf/Bookshelf_NBK498645.pdf
https://doi.org/10.4135/9781412963947
https://doi.org/10.4135/9781412963947

	Peas in a Pod: The Process of Mutual Learning in Knowledge Exchange on Health Promotion Interventions Research
	ABSTRACT
	1   |   Background
	2   |   Retail Food Environments: Australian and Canadian Cases
	2.1   |   Methods

	3   |   Results
	3.1   |   Snacking Made Simple: A Hospital Retail Intervention
	3.2   |   Healthy Stores 2020: A Community Co-Designed Pragmatic Randomised Trial
	3.3   |   Exploring the Dimensions of Mutual Learning Across RPPs

	4   |   Discussion
	5   |   Limitations and Strengths
	6   |   Conclusion
	Conflicts of Interest
	Data Availability Statement
	References


