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“Raising the bar on the rigor, relevance, and rapidity of dissemination
and implementation science” was the theme of the 12th Annual Con-
ference on the Science of Dissemination and Implementation (D&I) in
Health in December 2019, co-hosted by the National Institutes of
Health (NIH) and AcademyHealth. We continued to see record-
breaking attendance with over 1,400 researchers, practitioners, and
policymakers convening in Arlington, VA to reflect on advancing the
science. With each year of our partnership between NIH and Acade-
myHealth, we have seen tremendous growth in the field demon-
strated by ever increasing numbers of attendees as well as a
substantial percentage of newcomers to the conference series. As in
prior years, attendees were from a diversity of employment settings:
43 percent in universities, 17 percent government, 14 percent in hos-
pitals, provider organizations, or health plans, 10 percent in non-
university research or policy organizations, and 18 percent from a
mix of other settings. This reflects that D&I research draws upon a
variety of contexts.
In this twelfth iteration of the conference, the two-and-a-half-day
agenda included a keynote speaker, three plenary panels, concurrent
paper sessions, and hundreds of posters, all touching upon the confer-
ence theme of improving the rigor, relevance, and rapidity of our sci-
ence. This supplement contains the abstracts from the concurrent
paper sessions, reflecting the variety of dissemination and implementa-
tion science supported and disseminated by our conference sponsors,
which include the National Institutes of Health (NIH), AcademyHealth,
the Agency for Healthcare Research and Quality (AHRQ), the Patient
Centered Outcomes Research Institute (PCORI), the Robert Wood
Johnson Foundation (RWJF), and the US Department of Veterans Affairs
(VA). Not included here are 432 papers which were presented in poster
format and can be viewed at https://academyhealth.confex.com/acade-
myhealth/2019di/meetingapp.cgi/ModulePosterSessions/0.
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In this sixth year of our partnership between the NIH and Academy-
Health in co-hosting the conference, we continued to be assisted by
a multidisciplinary program planning committee which informed the
plenary session development, recruited key speakers, and helped to
develop the topics for workshops and discussion forums. We orga-
nized concurrent sessions across nine tracks, with two to three leads
per track developing the call for abstracts and chairing review panels
to select thematic sessions. We also convened a scientific advisory
panel to advise on the overall conference, particularly highlighting
the theme of improving the rigor, relevance, and rapidity of dissem-
ination and implementation science domestically and abroad. We
were able to bolster attendance from low and middle income coun-
tries by planning in advance, advertising, and offering a number of
travel scholarships for the first time this year, thanks to Academy-
Health, the National Cancer Institute’s Center for Global Health and
the Fogarty International Center, enabling 14 attendees from low
and middle-income countries, bringing our total of non US based
registrants to 65.
Our conference program began with a phenomenal keynote address
by Dr. Amy Edmondson, Novartis Professor of Leadership and Man-
agement at the Harvard Business School, on “The Fearless Health
Care Organization: Creating Psychological Safety for Learning and Im-
plementation.” Dr. Edmondson described her discovery of a critical
construct, psychological safety, in organizational behavior and its in-
fluence on effective learning and implementation within healthcare
organizations. Moreover, her talk highlighted the importance of rigor-
ous and relevant determinant and outcome measures to best under-
stand drivers of effective implementation. These themes were further
reflected across the three plenary panel sessions, which focused on
fostering natural laboratories in D&I research, as well as two address-
ing methods for rapid, relevant, and rigorous study designs and mea-
sures. Each plenary panel enabled active dialogue between
presenters and with the audience, further deepening the discussion
and surfacing many of the nuances and issues in D&I science.
Concurrent sessions were organized into nine thematic tracks, includ-
ing Behavioral Health, Clinical Care Settings (separated into two
tracks: Patient-Level Interventions and System-Level Interventions),
Global Dissemination and Implementation Science, Promoting Health
Equity and Eliminating Disparities, Health Policy Dissemination and
Implementation Science, Prevention and Public Health, and Models,
Measures and Methods, and Building the Future of D & I Science:
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Training, Infrastructure, and Emerging Research Areas. This supple-
ment is once again organized by track themes.
The call for abstracts generated 832 submissions, including individual
paper presentations, individual posters, and panel presentations
spread across the nine tracks. Over one hundred reviewers from mul-
tiple disciplines, sectors, settings and career stages devoted their
time to ensuring a comprehensive review, and reviews were con-
ducted within each track and coordinated by the track leads.
For the final program, 134 papers across 31 oral abstract sessions, 52 papers
across 15 panels, and 432 posters were presented over the three-day meet-
ing. Slides for the oral presentations and panels (with the agreement of the
authors) were posted on the conference website and all abstracts were in-
cluded on the conference webapp (https://academyhealth.confex.com/aca-
demyhealth/2019di/meetingapp.cgi/Home/0). For the fourth year in a row,
we hosted a poster slam to enable the nine top scoring posters from each
of the nine tracks to be presented in rapid succession, sharing key findings
in five minutes each. And for the second time we hosted a Best of D&I Ses-
sion which brought together four papers presented during the conference
across four different tracks to highlight major lessons learned and their
value to the field. Additionally, we offered poster walks with leading experts
in the field and selected a Best Poster award for which the top ranked
poster in each track competed. New this year, we promoted a novel
poster format (https://www.youtube.com/watch?v=1RwJbhkCA58&fea-
ture=youtu.be) to be more engaging for both the presenter and audi-
ence. Several presenters used the format and informal feedback from
them and conference attendees was that the format spurred greater
interaction and discussion during the poster session. Finally, we contin-
ued to offer a limited number of scholarships for patients to attend the
conference in addition to the aforementioned scholarships for partici-
pants from low- and middle- income countries, contributing greatly to
the quality and relevance of conference discussions.
This supplement has compiled the abstracts for presented papers
and panel sessions from the 12th Annual Conference on the Science
of Dissemination and Implementation in Health: Raising the bar on
the rigor, relevance, and rapidity of dissemination and implementa-
tion science. We are pleased to have the combined proceedings from
the conference together in one volume once again. And new this
year, we anticipate three debate style papers in the coming months
highlighting the issues raised in each of our plenary panels to be
added to this collection. We look forward to the 13th Annual meet-
ing, scheduled for December 14-16, 2020 in Washington, DC.

Behavioral Health
S1
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Background: Improving the integration of substance use services
within HIV service settings is an important public health concern. To
help understand how best to improve the integration of substance use
services within HIV service settings, the National Institute on Drug
Abuse funded a type 2 effectiveness-implementation hybrid trial enti-
tled the Substance Abuse Treatment to HIV Care (SAT2HIV) Project. This
presentation focuses on the SAT2HIV Project’s main findings.
Methods: Using a cluster-randomized design, 39 HIV service organiza-
tions and their staff were randomized to either implementation-as-
usual (IAU) or IAU plus Implementation & Sustainment Facilitation
(IAU+ISF). As part of the IAU condition, staff received training, feedback,
and coaching in a motivational interviewing-based brief intervention
(BI) for substance use. As part of the IAU+ISF, staff received the IAU
strategy, as well as participated in external facilitation meetings with an
ISF coach. Within each HIV service organization, eligible and consenting
clients were randomized to usual care (UC) or UC plus BI (UC+BI). The
analytic sample included 678 clients (82% follow-up rate), nested within
78 BI staff, nested within the 39 HIV service organizations. The
preparation-phase outcome was staff time-to-proficiency (i.e., a staff-
level measure of the number of days between completing the initial
training and demonstrating BI proficiency). Implementation-phase out-
comes were: staff implementation effectiveness (i.e., a staff-level meas-
ure of the consistency and quality of BI implementation) and client
substance use at follow-up (i.e., a client-level measure of past-28 day
primary substance use).
Findings: The ISF strategy reduced time-to-proficiency (β = - .66), but
this reduction was not significantly less (p < .05) than what was
achieved by staff in the IAU condition. However, the ISF did signifi-
cantly improved implementation effectiveness (β = .73, p < .001) be-
yond what was achieved in the IAU condition. Moreover, the ISF
strategy did significantly improve the BI’s effectiveness for reducing
client substance use (β = -2.25, p < .05).
Implications for D&I Research: Training, feedback, and coaching was
sufficient for helping staff demonstrate proficiency in a motivational
interviewing-based BI for substance use. However, the ISF strategy
was found to help significantly improve implementation effective-
ness and help significantly reduce client substance use.
Primary Funding Source
National Institutes of Health
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Background: Expert consensus exists around implementation strategies,
but few studies explore sustainability strategies or incorporate rigorous,
adaptive, rapid cycle models to address barriers over time. Recent re-
search suggests collaborative care (CC) sustainability hinges on patient
and provider engagement. We describe a theory-informed, rapid cycle
implementation team approach for improving patient and provider en-
gagement in primary care settings seeking to sustain CC programs.
Methods: We created a 5-step, theory-informed, implementation
team-based model: (1) We applied the Behavior Change Wheel frame-
work, a multi-step process for mapping barriers to theory-informed,
feasible/practical behavior change techniques and modes-of-delivery
to interviews conducted with national CC experts (n=10), stakeholder
interviews with psychiatrists, providers, administrators, and CC man-
agers from 6 healthcare systems sustaining CC (n=24), and patient
focus groups (n=12) examining barriers to sustainability and patient
engagement; (2) a multidisciplinary team of providers and human-
centered design experts translated techniques into a candidate inter-
face for improving patient engagement; (3) a CC provider/patient
team revised the interface and problem-solved implementation pro-
cesses; (4) 8-12 naïve patients and providers user-tested the tool and
(5) an advisory board of statistical and behavioral experts synthesized
findings into actionable improvements to design and implementa-
tion. We designed, user-tested and iteratively adapted (e.g., to com-
peting IT initiatives) until we maximized usability, effectiveness,
acceptability, and feasibility.
Findings: We identified barriers related to Capability (CC knowledge,
literacy/language), Opportunity (stigma/culture, referral processes
subject to error, unyielding clinician/mental health provider workflow
limiting patient rapport/diagnosis, limited resources), and motivation
(treatment beliefs, self-efficacy). A theory-informed multi-component
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intervention addressing barriers includes (1) a 10-minute, waiting
room administered, tablet-delivered, video-assisted, automated
shared decision-making tool with depression screening, personalized
psychoeducation/treatment options, and behavioral activation (2) dir-
ect self-referral to care managers (3) real-time treatment preference
reports for providers and care manager (4) automated, ongoing care
manager/provider psychoeducation and (4) personalized nontradi-
tional options (e.g., telepsychiatry). User-testing demonstrated
marked improvement in usability and effectiveness (e.g., reduced
stigma). The intervention is currently being tested in a stepped
wedge design across our healthcare system.
Implications for D&I Research: We demonstrate how employing
theory-informed user-centered design principles within implementa-
tion team strategies can engage healthcare systems at multiple levels
in building adaptive sustainability strategies.
Primary Funding Source
Agency for Healthcare Research and Quality
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Background: Despite the availability of effective pharmacotherapies
for alcohol use disorders (AUD), most individuals with co-occurring
serious mental illness and AUD (Co-AUD) never receive treatment—-
treatment that could significantly improve outcomes. Public mental
health organizations are an opportune setting in which to increase
access to medications for AUD, because individuals with Co-AUD are
more likely to access mental health care than substance use treat-
ment. This study sought to assess organizational capacity and readi-
ness for providing Co-AUD treatment in public mental health
settings, prior to developing an implementation intervention.
Methods: We conducted a concurrent mixed methods evaluation of
organizational capacity and readiness for integrating Co-AUD treat-
ment into 8 publicly funded outpatient mental health clinics in Los
Angeles County. Clinics were purposively selected to ensure diversity
in clinic size, ethnicities served and geography. We conducted sur-
veys of all staff (N=334), interviewed administrators from each site
(N=39) and conducted 16 provider focus groups. We used two theor-
etical frameworks to develop our data collection tools, and quantita-
tive and qualitative methods to analyze the data.
Findings: Despite general agreement that delivering Co-AUD care
matched organizational priorities, staff across the 8 clinics identified
gaps in organizational capacity and readiness to provide Co-AUD
treatment. Gaps included policy barriers related to reimbursement,
lack of knowledge about whether upper management supported the
effort, a lack of fit with existing workflows and the absence of stan-
dardized workflow guidelines, difficulty with intra-organizational
communication, and lack of patient readiness. Readiness for integrat-
ing care varied; while prescribing providers generally were willing to
prescribe AUD pharmacotherapy, therapists and case managers had
concerns about the time needed to provide psychosocial treatment
and recovery support. Behavioral readiness was low.
Implications for D&I Research: Although most staff endorsed the im-
portance of integrating and delivering Co-AUD treatment, there were
gaps in organizational capacity to deliver care and variations in psy-
chological and behavioral readiness by provider type. Implementa-
tion interventions that address system- provider- and patient-level
barriers are needed. Next steps are to address these findings using a
web-based implementation toolkit to help public mental health clinic
leaders and providers integrate and deliver Co-AUD care.
Primary Funding Source
National Institutes of Health
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Background: Health-related stigma challenges an individual’s ability
to seek, engage in, and adhere to prevention efforts and treatment
for numerous global conditions, including HIV, substance use, and
obstetric fistula (OF), a stigmatizing maternal morbidity causing urin-
ary incontinence. For women with OF, the socio-cultural determi-
nants of stigma that challenge meaningful aspects of daily life, or
‘what matters most’ (WMM), have not been examined and thus re-
main a challenge to implementing a stigma-reduction intervention.
Therefore, the objective: to examine the stigma process and identify
how stigma challenges WMM for women with OF in Ghana, thus
informing selection of implementation strategies.
Methods: This convergent mixed methods study collected 38 semi-
structured interviews among women with OF living in two communi-
ties in Ghana. Using an ethnographic approach, the interviews were
comprised of closed-ended questions on socio-demographics, clinical
characteristics, and stigma severity, while open-ended questions exam-
ined stigma experience and social support. Qualitative findings were
developed using thematic analysis; quantitative results were generated
using descriptive statistics; meta-inferences evolved from joint analyses.
Findings: OF-related stigma threatens women’s ability to fulfill social
expectations and roles as woman, partner, and mother. Women able to
keep themselves very well, or maintain a neat appearance and home, ex-
perienced less stigma. This was related to expectations of labor that
allowed for giving to others and getting/keeping a partner, making child-
bearing more likely. In the agrarian, patriarchal North, stigma was more
severe as fistula additionally challenged the ability to farm and respect
male family. Women with a living child and supportive partner were
less stigmatized. This work builds on previous applications of WMM
framework regarding HIV and mental health stigma to develop cultur-
ally informed measures and stigma-reduction interventions. Ultimately,
findings informed selection of culturally informed implementation strat-
egies: for communities in northern Ghana, male heads of household
will be key stakeholders; while in the south, female traditional leaders
will champion the planned intervention.
Implications for D&I Research: This mixed methods ethnographic
approach provides a transferable model for rapidly identifying socio-
cultural factors to target within a theory-driven stigma-reduction
intervention and implementation strategy. This team-based approach
could be adapted to improve behavioral health outcomes among di-
verse, vulnerable, and underserved populations around the globe.
Primary Funding Source
National Institutes of Health
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Background: People with serious mental illness, about 3-4% of the US
population, have among the greatest health disparities in the nation with
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a life expectancy up to 25 years less than the general population associ-
ated with obesity and sedentary lifestyles. InSHAPE, is an evidence-based
practice associated with clinically significant cardiovascular risk reduction
in approximately half of participants. This study addresses a major gap in
the research literature by testing the effectiveness of Virtual Learning Col-
laboratives (VLC) compared to individual site Technical Assistance (TA) as
a health promotion implementation strategy.
Methods: Hybrid-Type-3 effectiveness-implementation cluster ran-
domized trial of 49 behavioral health provider organizations: Follow-
ing an in-person group training, organizations received 18-months of
web-delivered VLC monthly learning collaborative sessions (n=23) or
telephone-delivered individual technical assistance (n=26) of four
scheduled conference calls over 18 months and as-needed follow-up.
Implementation outcomes were assessed at 3, 6, 12, and 24 months
and participant-level outcomes were measured every 3 months after
enrollment.
Findings: For program participants, (overweight and/or obese indi-
viduals with serious mental illness), VLC vs. TA was associated with a
similar proportion of individuals achieving clinically significant cardio-
vascular risk-reduction at 12 months (5% weight loss and/or in-
creased fitness) 62.2% vs. 61.7%. However, at the organization-level,
VLC was associated with over 50% greater number of individuals re-
ceiving InSHAPE; greater number of health mentor sessions in their
first 6 months in the program (VLC=16.2 vs TA=13.7), and 1.76 times
greater number of participants receiving 15 or more health mentor
sessions (P<0.0001). VLC was also associated with a greater InSHAPE
fidelity score at 12 months (90.5 vs. 79.1, p=.002) (maximum score==
110) and over double the proportion with good fidelity VLC (73.9%)
vs. TA (34.8%) p=.009) (score (88-110).
Implications for D&I Research: Virtual learning collaboratives, com-
pared to individual site technical assistance, achieved similar
clinically-significant cardiovascular risk reduction at the participant-
level, and superior implementation outcomes at the organization-
level with respect to fidelity of the intervention and greater program
reach. Virtual learning collaboratives appear to be an effective and
scalable implementation strategy when implementing a new
evidence-based practice, including for practices beyond the organiza-
tion’s usual mission, scope of practice, type of services delivered, and
financing.
Primary Funding Source
National Institutes of Health
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Depression screening among coronary heart disease patients:
Measuring fidelity when guidelines are simultaneously over- and
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Background: Depressive symptoms in coronary heart disease (CHD)
predict recurrent cardiovascular events and mortality. Expert groups
recommend systematic depression screening (i.e., Patient Health
Questionnaires (PHQ)), but few studies have assessed fidelity (i.e., the
extent to which intervention delivery adheres to originally developed
protocols (e.g., dose/frequency)). Few also seek to simultaneously as-
sess under and over-screening, of particular concern in multi-morbid
patients.
Methods: We conducted a mixed methods study in a large academic,
integrated behavioral primary care setting serving ≥ 12,000 unique
patients/year. We employed a fidelity measurement framework (Car-
roll, 2008) to assess content (use of PHQ2/PHQ9), coverage (% of
CHD patients with ≥1 screen/year) and frequency (median screens/in-
dividual/year) using electronic health record (EHR) data analysis. To
measure quality and complexity, we conducted structured observa-
tions/time motion analyses and screened a random sample of CHD
patients by phone. We employed descriptive statistics for quantita-
tive responses.
Findings: Of 1170 CHD patients, 896 (77.9%) received ≥1 PHQ2 and/
or PHQ9 (median 2.0 [IQR=3]/patient/year) of whom 839 (93.6%) w/
PHQ=0 and 52 (5.8%) w/PHQ9≥10 (moderately depressed). Of 115
participants screened by phone, only 15 (8.6%) had PHQ=0 but 29
(25%) PHQ9≥10 of whom 37.9% were screened/recognized or in
treatment. Observations revealed PHQ2s routinely administered with
vitals, but suboptimal screening quality (e.g., prompting “you’re not
depressed right?” in lieu of validated questions), PHQ2 administration
in specialty settings (e.g., neurology) and suboptimal PHQ9 adminis-
tration. Key observed facilitators included electronic algorithms for
excluding those already screened, tablet-administered PHQ2s/PHQ9s,
and patient/provider education/activation to promote treatment.
Implications for D&I Research: Both over-screening and poor screen-
ing quality may contribute to suboptimal identification of high-risk
depressed CHD patients, with implications for broader primary care
populations. While contingent on EHR data entry/quality, this study
provides key facilitators for improving implementation efforts but
also prompts consideration for de-implementation given over-
screening, marked false-negative rates and low treatment uptake
even in integrated primary care settings.
Primary Funding Source
National Institutes of Health
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Patient perceptions of data visualizations and utilizing multiple
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Background: Mobile health (mHealth) devices can facilitate the collec-
tion of real-time, in situ patient-generated health data (e.g., physical ac-
tivity, blood glucose, weight, and medication adherence). These tools:
(1) help patients monitor their biophysical and behavioral health and
thus can improve the ability to engage in self-management; and (2) en-
able researchers and clinicians to deliver real-time targeted self-
management interventions. Thus, understanding patient perceptions of
using mHealth in support of diabetes self-management is necessary to
increase the likelihood of implementation.
Methods: We conducted a mixed methods exploratory study of 60 pa-
tients with type 2 diabetes (T2DM). Patients used 4 mobile health devices
(i.e., wireless glucometer, cellular scale, wearable accelerometer, and
smartphone delivered text message surveys) for 6 months to monitor
and track their blood glucose, weight, physical activity, and medication
adherence. We completed semi-structured interviews with 20 participants
to obtain patient perceptions of: (1) using mHealth technologies to col-
lect and monitor their diabetes related health data; and (2) data visualiza-
tions (e.g., charts/graphs of the patient’s data) generated from these
technologies during the study. As part of the study, the research team
developed individual data visualizations for these 20 patients.
Findings: We identified two themes related to the patients’ percep-
tions of utilizing mHealth devices in diabetes self- management: (1)
feasibility, described how easy or difficult the patients found each de-
vice to use; and (2) utility, described how they used each of the three
devices over the six-month study period. We identified two themes re-
lated to the patients’ perceptions of the data visualizations: (1) mean-
ingfulness of the data visualization, described how patients made sense
of their healthcare data in relation to their self-management behaviors;
and (2) construction of the data visualization, described patient percep-
tions of the design and structure of the data visualization.
Implications for D&I Research: Developing optimal health interven-
tions using mHealth technologies requires understanding patient per-
ceptions on how, why, and when patients use these technologies and
their data. Our project lays an important foundation for understanding
how patients use mHealth data for T2DM self-management and how to
best present information to patients about their patient-generated
healthcare data.
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Background: Collaborative Chronic Care Models (CCMs) represent an
evidence-based way to structure care for chronic mental health con-
ditions, but there is limited evidence regarding their feasibility, ef-
fectiveness, or cost in routine practice settings. We previously
reported results from a randomized hybrid II stepped wedge trial
that used blended facilitation to implement CCM-based care in nine
outpatient mental health teams in US Department of Veterans Affairs
(VA) medical centers. We concluded that CCM implementation re-
sulted in mixed clinical effects, but may have important implications
for future health service utilization. In this presentation, we describe
an economic analysis of our CCM implementation.
Methods: We undertook a cost-benefit analysis from the health system
perspective, accounting for CCM implementation costs and direct med-
ical costs attributable to mental health disorders. In sensitivity analyses,
we checked for spillover effects of CCM onto costs for other medical
conditions. We estimated implementation costs through salary data for
internal and external facilitators. We calculated costs for inpatient stays,
outpatient visits, and pharmacy using the VA Health Economics Re-
source Center’s (HERC) Average Cost Datasets, which estimate reim-
bursements Medicare would provide for similar services. Our treatment
group comprised patients treated by the nine teams that participated
in our stepped wedge trial during the year of CCM implementation. For
comparison, we investigated treatment costs for patients treated by
other outpatient mental health teams at the same facilities. We con-
ducted one-way sensitivity analyses to determine robustness of results
to variations +/-20% in individual model parameters, along with prob-
abilistic sensitivity analysis using Monte Carlo simulation.
Findings: Initial analyses suggest that CCM implementation for a typ-
ical outpatient mental health team treating 1,000 patients was associ-
ated with about 70 fewer acute mental health hospitalization days,
and about 600 fewer total hospitalization days, than for similar teams
at the same medical centers during the facilitation year. The CCM
intervention was found to be cost-saving in the base case and across
several sensitivity analyses.
Implications for D&I Research: To our knowledge this is one of the
first studies to apply cost-benefit analysis to real-world implementation
of CCM-based outpatient mental health care. Our findings strengthen
the business case for CCM implementation in these settings.
Primary Funding Source
Department of Veterans Affairs

S9
The sustained patient-centered alcohol-related care (SPARC)
trial—an implementation trial across 22 primary care sites—findings
regarding alcohol screening and brief intervention (Aim 1)
Carol Achtmeyer1, Amy Lee2, Jennifer Bobb2, Julie Richards2, Evette
Ludman2, Gwen Lapham2, Malia Oliver2, Ryan Caldeiro3, Rebecca
Parrish3, Emily Williams4, Joseph Glass2, Paula Lozano3, Katharine Bradley5
1VA Puget Sound, Veterans Health Administration, Seattle, WA, USA;
2Kaiser Permanente Washington Health Research Institute, Seattle, WA,
USA; 3Kaiser Permanente Washington, Seattle, WA, USA; 4HSR&D,
Veterans Health Administration, Seattle, WA, USA; 5Kaiser Permanente,
Seattle, WA, USA
Correspondence: Carol Achtmeyer (carol.achtmeyer@va.gov)
Implementation Science 2020, 15(Suppl 1):S9
Background: SPARC was a stepped-wedge, cluster-randomized im-
plementation trial in 22 primary care (PC) sites testing state-of-the-art
strategies to implement evidence-based care for the spectrum of un-
healthy alcohol use. This report presents results of SPARC trial Aim 1:
to increase the proportion of PC patients who have brief intervention
(BI) for unhealthy alcohol use documented consistent with US Pre-
ventive Services Task Force recommendations.
Methods: The trial was conducted in Kaiser Permanente Washington
(KPWA), a medium-sized integrated health system. The trial sample
included all patients seen for PC across 22 sites, January 2015-July
2018. KPWA leaders partnered on the trial and asked to implement
Behavioral Health Integration for depression and other drug use as
part of the trial. Implementation strategies addressing Aim 1 in-
cluded: 1) practice coaching to address stigma, knowledge gaps and
support quality improvement, 2) electronic health record (EHR) deci-
sion support for screening and a BI handout, and 3) performance
monitoring and feedback on screening and DSM-5 assessment—but
not BI. The main Aim 1 outcome was documented BI within 14 days
of a positive AUDIT-C alcohol screen. BI was measured from EHRs
using natural language processing and procedure codes. Analyses
used general linear mixed models accounting for correlation of mea-
sures within patients and sites, adjusted for covariates including cal-
endar time, and followed CONSORT standards.
Findings: 255,789 patients made 953,402 PC visits pre-
implementation; 228,258 patients made 615,515 visits post-
implementation. Comparing pre- and post-implementation, alcohol
screening increased from 2,018 to 8,319 per 10,000 PC patients with
visits/month; positive screens increased from 502 to 1802 per 10,000
PC patients (p< 0.0001). Documented BI after a positive alcohol
screen increased five-fold post-implementation (11 versus 57 per
10,000 PC patients with visits/month, p< 0.0001). However, only 5%
of 52,263 patients who screened positive for unhealthy alcohol use
had documented BI post-implementation.
Implications for D&I Research: While alcohol screening was success-
fully implemented (83% of patients), and BI increased 5-fold, 95% of
patients with a positive screen for unhealthy alcohol use had no doc-
umented BI post-implementation. Although BI may have been pro-
vided without documentation, increased documentation of BI will
likely require monitoring and feedback on BI performance and EHR
prompts for BI documentation.
Primary Funding Source
Agency for Healthcare Research and Quality

S10
The sustained patient-centered alcohol-related care (SPARC)
trial—an implementation trial across 22 primary care
sites—findings regarding diagnosis and treatment of alcohol use
disorders (AUD)
Katharine Bradley1, Amy Lee2, Jennifer Bobb2, Julie Richards2, Evette
Ludman2, Carol Achtmeyer3, Gwen Lapham2, Malia Oliver2, Ryan
Caldeiro4, Rebecca Parrish4, Emily Williams5, Joseph Glass2, Paula Lozano4
1Kaiser Permanente, Seattle, WA, USA; 2Kaiser Permanente Washington
Health Research Institute, Seattle, WA, USA; 3VA Puget Sound, Veterans
Health Administration, Seattle, WA, USA; 4Kaiser Permanente
Washington, Seattle, WA, USA; 5HSR&D, Veterans Health Administration,
Seattle, WA, USA
Correspondence: Katharine Bradley (katharine.a.bradley@kp.org)
Implementation Science 2020, 15(Suppl 1):S10

Background: SPARC was a stepped-wedge, cluster-randomized im-
plementation trial in 22 primary care (PC) clinics testing state-of-the-
art strategies to implement evidence-based care for the spectrum of
unhealthy alcohol use. This report presents results of main SPARC
trial Aim 2: to increase the proportion of PC patients who have AUD
recognized and treated.
Methods: The trial was conducted in Kaiser Permanente Washington
(KPWA), a medium-sized integrated health system. KPWA leaders
partnered on the trial and asked to implement Behavioral Health In-
tegration for depression, anxiety and other drug use in addition to
alcohol-related care. The trial sample included all patients seen for
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PC across 22 sites, January 2015-July 2018. Implementation strategies
addressing Aim 2 included: 1) practice coaching to address stigma,
knowledge gaps and support quality improvement, 2) electronic
health record (EHR) decision support to prompt for assessment of
DSM-5 AUDs and initiation of AUD treatment, and 3) performance
monitoring and feedback on DSM-5 AUD assessment. The main Aim
2 outcome was a new AUD diagnosis followed by initiation and en-
gagement in AUD treatment (initiation within 14 days, and engage-
ment requiring 2 more visits in the following 30 days, based on ICD
codes used for HEDIS measures). Analyses used general linear mixed
models accounting for correlation of measures from the same person
or site, adjusted for covariates including calendar time, and followed
CONSORT standards.
Findings: 255,789 patients made 953,402 PC visits pre-implementation;
228,258 patients made 615,515 visits post-implementation. Comparing
the main AUD treatment outcome per 10,000 PC patients with visits/
month pre- versus post-implementation, revealed no significant change
(pre- 1.8 versus post-1.4, p=0.30), despite significant increases from pre-
to post-implementation in other process measures: DSM-5 AUD symp-
tom assessment (4.1 versus 81, p < 0.0001), new AUD diagnosis (29 ver-
sus 34, p 0.003), and new AUD diagnoses with treatment initiation (6.1
versus 7.8, p 0.0.042). Among 2,719 patients with new AUD diagnoses,
899 (33%) initiated and 394 (14%) engaged in treatment.
Implications for D&I Research: Evidence-based implementation strat-
egies increased DSM-5 AUD assessment and AUD treatment initiation
as part of Behavioral Health Integration, but most patients with new
AUDs did not initiate treatment. Increasing engagement in AUD
treatment will require additional strategies.
Primary Funding Source
Agency for Healthcare Research and Quality

S11
Sustainment of alcohol-related care following implementation of a
multi-faceted intervention in primary care
Julie Richards1, Amy Lee1, Jennifer Bobb1, Evette Ludman1, Carol
Achtmeyer2, Gwen Lapham1, Malia Oliver1, Ryan Caldeiro3, Rebecca
Parrish3, Emily Williams4, Joseph Glass1, Paula Lozano3, Katharine Bradley5
1Kaiser Permanente Washington Health Research Institute, Seattle, WA, USA;
2VA Puget Sound, Veterans Health Administration, Seattle, WA, USA; 3Kaiser
Permanente Washington, Seattle, WA, USA; 4HSR&D, Veterans Health
Administration, Seattle, WA, USA; 5Kaiser Permanente, Seattle, WA, USA
Correspondence: Julie Richards (Julie.E.Richards@kp.org)
Implementation Science 2020, 15(Suppl 1):S11

Background: Implementation of evidence-based care often fails to
be sustained when resources supporting implementation are re-
moved. The Sustained Program of Alcohol-related Care (SPARC) trial
was designed by researchers and clinical leaders to enhance sustain-
ability of the integration of alcohol-related care for primary care [PC]
patients. This presentation describes sustainment of alcohol-related
prevention and treatment. Specifically, this report compares SPARC
implementation outcomes—rates of brief intervention [BI] for un-
healthy alcohol use, and treatment of new alcohol use disorders
[AUDs]—across implementation phases (pre-implementation, active
implementation, and sustainment phases).
Methods: Three implementation strategies supported integration of
alcohol-related care in Kaiser Permanente Washington PC clinics (N=22)
using a stepped-wedge design (1/1/2015-7/30/2018): 1) practice coach-
ing, 2) electronic health record [EHR] decision support, and 3) perform-
ance monitoring and feedback. Two main trial outcomes included
prevalence of 1) documented BI following positive screens for un-
healthy alcohol use and 2) initiation and engagement of AUD treat-
ment among patients newly diagnosed with AUDs based on EHR data.
Generalized linear models [GLM] adjusted for calendar time described
the prevalence of outcomes per 10,000 patients with visits/month dur-
ing three implementation phases for each clinic: pre-implementation
(1/1/2015 until each clinic began implementation preparation), active
implementation (4 months of practice coaching following each clinic’s
randomly assigned start date), and sustainment (following active imple-
mentation until study end 7/30/2018). To allow statistical comparisons
across presentations (abstracts 1-3) generalized linear mixed model
[GLMM] analyses accounting for person and site-level correlation (now
in progress) will be presented during the symposium.
Findings: The prevalence of documented BI following positive screen-
ing for unhealthy alcohol use, was 12 per 10,000 PC patients/month
during the pre-implementation phase, compared to 98 during active
implementation and 69 during the sustainment phase. The prevalence
of AUD treatment among patients newly diagnosed with AUDs was 1.9
per 10,000 PC patients/month during the pre-implementation phase,
compared to 1.4 during active implementation and 1.6 during the sus-
tainment phase.
Implications for D&I Research: The multi-faceted implementation
intervention was associated with an increased prevalence of docu-
mented BI during active implementation that appears to be partially
sustained. AUD treatment did not meaningfully change across the 3
periods.
Primary Funding Source
Agency for Healthcare Research and Quality

S12
Engaging front-line staff to implement a child mental health
intervention in child welfare services
Geetha Gopalan1, Kerry-Ann Lee2, Caterina Pisciotta1
1City University of New York, New York, NY, USA; 2University of
Maryland, Baltimore, Baltimore, MD, USA
Correspondence: Geetha Gopalan (ggopalan@hunter.cuny.edu)
Implementation Science 2020, 15(Suppl 1):S12

Background: Despite disproportionately high child behavioral difficul-
ties, families involved in child welfare services (CWS) frequently struggle
to access and utilize needed treatment in traditional child mental
health settings. This study used a task-shifting approach to implement
a child mental health evidence-based intervention (EBI; 4 Rs and 2 Ss
for Strengthening Families Program) delivered by CWS caseworker in
placement prevention services. Given the importance of implementa-
tion success on staff engagement or “buy-in”, we explored those factors
which promoted or hindered frontline CWS staff buy-in.
Methods: Three cohorts of the modified EBI were implemented CWS
placement prevention services, facilitated by CW caseworkers. Fol-
lowing completion of each cohort, qualitative data were collected
from CW staff (n = 6 caseworkers, n = 4 superviors, and n = 2 admin-
istrators) via audio-recorded in-depth interviews (60-90 minutes).
Qualitative analysis of written transcripts involved directed content
analysis, compiling and applying a priori and emergent codes, and
resolving coding discrepancies via discussion. Focused coding identi-
fied multiple themes within larger umbrella codes. For this paper, we
focused on the theme of staff buy-in.
Findings: Factors promoting buy-in included the desire among case-
workers to increase their clinical skills, work with families in a non-
coercive manner, and provide services known to help families. Add-
itional factors included compensation for new tasks (financial, flexible
hours). Finally aspects of the organization which promoted frontline
staff engagement included buy-in from administration to reduce
caseloads and provide additional manpower when needed, support
from supervisors, and the ability share information about prior effort
to support informed decision-making. CW frontline staff engagement
was often hindered by the difficulty managing crisis-oriented work-
load tasks in addition to delivering the modified EBI, “negativity” and
unpredictability of the organizational environment, concerns about
fidelity assessment, and inertia against change. Notably, younger, less
experienced caseworkers were perceived as easier to engage than
older caseworkers likely to be more exhausted and overwhelmed.
Implications for D&I Research: Strategies to promote engagement
include appeals to increasing clinical skills and the “mission” of help-
ing families, as well as concrete incentives and organizational sup-
ports. Issues with workload management underscore the need for
more strategies to improve efficiency while also attending to the im-
pact of worker burn-out.
Primary Funding Source
National Institutes of Health
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S13
Navigating leadership changes in real-world implementation:
Examples from three state child welfare systems
Lisa Saldana, Patricia Chamberlain, Naamith Heiblum, Jason Chapman
Oregon Social Learning Center, Eugene, OR, USA
Correspondence: Lisa Saldana (lisas@oslc.org)
Implementation Science 2020, 15(Suppl 1):S13

Background: Child welfare systems (CWSs) employ thousands of social
service staff and providers across states, to serve a highly vulnerable
population—families that are system-involved for myriad social determi-
nants of health. The CWS workforce is under-resourced, over-extended,
and in need of evidence-based support. The R3 Supervisor Strategy was
developed at the request of the New York City (NYC) CWS to help infuse
the use of evidence-based strategies throughout the frontline staff inter-
acting with CWS-involved families. Supervisors, as the primary point of
ongoing training and quality assurance of caseworkers, are trained, coa-
ched, and certified to supervise using reinforcement of: (1) effort, (2) rela-
tionships and roles, and (3) small steps.
Methods: Originally implemented across all five boroughs in NYC, R3

now has been implemented in twelve counties in Tennessee, and
four counties in Oregon. All three CWSs are run systematically differ-
ent with NYC being city-administered, Tennessee state-administered,
and Oregon county- administered. A HIPAA compliant-observation
system was used to monitor fidelity of the workforce over time. Mea-
sures of organizational climate, citizenship, leadership, and attitudes
were collected longitudinally. Qualitative interviews were conducted.
Findings: All three systems engaged in training and fidelity monitor-
ing of frontline staff, with statistically significant improvements across
time, but were influenced by outer context political factors which im-
pacted system leader turnover and decision-making. NYC leadership
change at the Mayorial level influenced who held the position of
CWS Commissioner– whose direction disrupted the implementation.
Tennessee underwent three system leadership changes, yielding
both negative and positive impacts. Under litigation, Oregon’s state
leadership experienced slow turnover, causing disengagement be-
tween state and county leadership, subsequently impacting county
progression through the implementation process. All three scenarios
lead to disruption in sustainment. Nevertheless, fidelity measures
and organizational surveys suggest the CWS staffs’ desire for and ac-
ceptance of a workforce intervention, and the positive impact of R3

on staff exposed to the model. Thus, lack of sustainment was not re-
lated to intervention success, but rather leadership decision-making.
Implications for D&I Research: Often driven by uncontrollable polit-
ical changes, this presentation will describe the R3 team’s lessons
learned for using implementation strategies to overcome barriers
and make recommendations for tailoring of implementation strat-
egies for system leadership.
Primary Funding Source
National Institutes of Health

S14
Linking systems to implement substance use interventions in child
welfare
Alicia Bunger1, Erica Magier1, Emmeline Chuang2, Amanda Girth1,
Kathryn Lancaster1, Fawn Gadel3, Marla Himmeger3, Elinam Dellor1, Karla
Shockley-McCarthy1, Christy Kranich1
1Ohio State University, Columbus, OH, USA; 2UCLA Fielding School of
Public Health, Los Angeles, CA, USA; 3Public Children Services
Association of Ohio, Columbus, OH, USA
Correspondence: Alicia Bunger (bunger.5@osu.edu)
Implementation Science 2020, 15(Suppl 1):S14

Background: Fueled by the opioid crisis, states are experiencing an in-
crease in the number of children entering the child welfare system be-
cause of caregivers’ substance use concerns. Interventions like START
(Sobriety Treatment and Recovery Teams) expedite substance use screen-
ing and referrals, and integrate child welfare and substance use services.
However, START implementation is difficult in rural areas where there are
few substance use treatment providers. This study examines contextual
features associated with START implementation fidelity. Drawing on the
Exploration, Preparation, Implementation, Sustainment (EPIS) framework,
we expect stronger START fidelity in counties with treatment availability
and formal cross-system partnerships.
Methods: We used a multiple holistic case study design, with partici-
pating counties as the unit of analysis. Of the 17 counties in south-
eastern Ohio implementing START since 2018, all but 5 are rural and/
or Appalachian. Data included agency documents (e.g. contracts be-
tween child welfare agencies and substance use treatment pro-
viders), longitudinal surveys of child welfare staff (to assess changes
in referral practices), and publicly available data on local substance
use treatment availability. Fidelity was measured as average days be-
tween case intake and substance use screening within each county
(as recorded in administrative data), with fewer days reflecting stron-
ger fidelity. We identified high performing counties as those with
better than average fidelity.
Findings: To date, 256 families received START, and were screened
within 14 days on average. High performing counties (n=10)
screened caregivers within seven days on average, whereas the other
counties (n=7) screened within 18 days on average. Counties with
strong implementation had fewer substance use treatment providers
(an average of 5) compared to the other counties (an average of 11).
Also, higher performing counties had more informal, referral-based
partnerships compared to the other counties which had more formal
partnerships. Results suggest that some child welfare agencies can
leverage informal partnerships to overcome challenging system and
organizational conditions during initial implementation.
Implications for D&I Research: While informal relationships may fa-
cilitate service coordination, our findings suggest formal partnerships
may hinder implementation and expedited care, contrary to expecta-
tions. Understanding why, and whether this pattern holds as imple-
mentation matures can inform strategies for implementing START
and requires future study.
Primary Funding Source
National Institutes of Health

S15
Development of and model for the support center: Operationally-
partnered internal facilitation to increase opioid use disorder
treatment in VA primary care
Carol Achtmeyer1, Madeline Frost2,3, Anissa Danner4, Aline Lott4, Carly
Hood4, Carol Malte4,5, Andrew Saxon4, Christopher Vanderwarker6, Eric
Hawkins7, Emily Williams2
1VA Puget Sound, Veterans Health Administration, Seattle, WA, USA;
2HSR&D, Veterans Health Administration, Seattle, WA, USA; 3Health
Services Research & Development (HSR&D) Center of Innovation for
Veteran-Centered and Value-Driven Care, Veterans Affairs (VA) Puget
Sound Health Care System, Veterans Health Administration, Seattle, WA,
USA; 4VA Center of Excellence in Substance Addiction Treatment and
Education, Seattle, WA, USA; 5Health Services Research and
Development (HSR&D), Veterans Affairs (VA) Puget Sound Health Care
System, Seattle, WA, USA; 6VA Puget Sound Health Care System, Seattle,
WA, USA; 7Department of Psychiatry and Behavioral Sciences, University
of Washington, Seattle, WA, USA
Correspondence: Carol Achtmeyer (carol.achtmeyer@va.gov)
Implementation Science 2020, 15(Suppl 1):S15

Background: Buprenorphine and injectable naltrexone are first-line
medications to treat opioid use disorder (MOUD) in outpatient set-
tings and associated with reductions in both overdose and suicide
but are substantially underused outside of specialty-care. The Vet-
erans Health Administration’s (VA) National Center for Patient
Safety (NCPD) funds Patient Safety Centers of Inquiry to develop,
disseminate and implement clinical innovations that improve pa-
tient safety. In 2017, opioid safety, and prevention of adverse
drug events and suicide were highlighted as top NCPD priorities.
We describe how we capitalized on these national operational
priorities to create local clinical partnerships and obtain oper-
ational funding to support an internal facilitation approach to im-
plement MOUD in primary care.
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Methods: We partnered with local clinical leaders from primary care
and addictions treatment to identify needs and priorities of the affili-
ated primary care clinic regarding opioid safety. In response to iden-
tified needs we obtained NCPD funding for the SUpporting Primary
care Providers in Opioid Risk reduction and Treatment (SUPPORT)
Center. Funding supports dedicated internal facilitators to support
primary care providers in identifying patients with OUD and provide
direct patient-centered care, including OUD assessment and bupre-
norphine initiation and maintenance using a stepped care approach
rooted in the Chronic Care Model. Internal facilitators include an
ARNP buprenorphine-waivered prescriber and a licensed social
worker with addictions expertise who provide MOUD and behavioral
support to patients and consult with providers. Internal facilitators
also facilitate implementation of MOUD in primary care with strat-
egies borrowed from the practice coaching literature, specifically
employing humble inquiry to link and align themselves with and
train interested clinical staff and create an environment of collabor-
ation toward shared goals.
Findings: Capitalizing on an opportunity to obtain operational fund-
ing for quality improvement efforts which aligned with local and na-
tional clinical priorities supported embedded internal facilitation to
support implementation of OUD assessment and provision of MOUD.
Implications for D&I Research: Implementation efforts may be bol-
stered when supported by clinical care dollars, focused on imple-
menting innovations that are priorities for national and local clinical
leaders, and facilitated internally with direct clinical care supple-
mented by practice coaching concepts.
Primary Funding Source
Department of Veterans Affairs

S16
Rapid mixed-methods formative evaluation to identify and act on
implementation barriers and facilitators and optimize integration
of opioid use disorder treatment in primary care
Emily Williams1, Madeline Frost1,2, Anissa Danner3, Aline Lott3, Carol
Achtmeyer4, Carly Hood3, Carol Malte3, Andrew Saxon3, Christopher
Vanderwarker5, Eric Hawkins6
1Department of Health Services, University of Washington School of
Public Health, Seattle, WA, USA; 2Health Services Research &
Development (HSR&D) Center of Innovation for Veteran-Centered and
Value-Driven Care, Veterans Affairs (VA) Puget Sound Health Care
System, Veterans Health Administration, Seattle, WA, USA; 3VA Center of
Excellence in Substance Addiction Treatment and Education, Seattle,
WA, USA; 4Health Services Research & Development; Primary and
Specialty Medical Care Service, VA Puget Sound, Veterans Health
Administration, Seattle, WA, USA; 5VA Puget Sound Health Care System,
Seattle, WA, USA; 6Department of Psychiatry and Behavioral Sciences,
University of Washington, Seattle, WA, USA
Correspondence: Emily Williams (Emily.Williams3@va.gov)
Implementation Science 2020, 15(Suppl 1):S16

Background: Formative evaluation (FE) is a rigorous assessment
process enabling greater understanding of implementation contexts
and the experiences of those directly affected by implementation.
The VA’s operationally-funded SUpporting Primary care Providers in
Opioid Risk reduction and Treatment (SUPPORT) Center uses rapid
mixed-methods FE to understand user context and experiences,
identify barriers and facilitators, and refine internal facilitation imple-
mentation strategies to increase provision of first-line medications
for opioid use disorder (MOUD). We describe FE data sources, pro-
cesses and outcomes, and resulting iterative refinements to internal
facilitation during the initial six months of implementation.
Methods: FE processes include weekly meetings between implementa-
tion/evaluation and clinical teams and ongoing rapid mixed-methods
data collection and analysis. Three data sources are used: 1) EHR and
patient tracking data, 2) surveys and semi-structured interviews with
primary care providers, and 3) minutes from weekly meetings. EHR and
patient tracking data are updated weekly and reviewed in weekly
meetings. Qualitative interviews and meeting minutes are iteratively
coded using the Consolidated Framework for Implementation Research.
Results are used to inform and adapt internal facilitation implementa-
tion strategies.
Findings: FE results suggest that organizational context (required
opioid tapering and incentives to prescribe MOUD); dedicated SUP-
PORT clinical staff providing consultation and delivering timely
patient-centered care; delivery of buprenorphine waiver and informal
trainings by addictions experts that build provider engagement and
knowledge; and primary care providers sharing success stories have
facilitated implementation. Patient complexity (mental health and
medical comorbidities), challenges to obtaining prescribing privi-
leges, and provider knowledge gaps (e.g., how to identify and diag-
nose OUD) and beliefs (e.g., stigma) have been barriers. While
planned internal facilitation strategies included providing consult-
ation and clinical services, buprenorphine waiver trainings, and de-
velopment and provision of EHR templates, early FE findings refined
these strategies to include additional educational services (e.g.,
weekly office hours), direct marketing of OUD treatment availability
to patients, facilitation of credentialing/privileging processes, and
timely electronic consults with SUPPORT clinical staff.
Implications for D&I Research: Rapid FE using triangulated qualita-
tive and quantitative data can identify and address implementation
barriers and capitalize on implementation facilitators in real time to
facilitate increased capacity for and interest in MOUD treatment in
primary care.
Primary Funding Source
Department of Veterans Affairs

S17
Early implementation outcomes from the supporting primary care
providers in opioid risk reduction and treatment (SUPPORT) center
Eric Hawkins1,2, Madeline Frost3,4, Anissa Danner1, Aline Lott1, Carol
Achtmeyer5, Carly Hood1, Carol Malte1, Andrew Saxon1, Christopher
Vanderwarker6, Emily Williams3
1VA Center of Excellence in Substance Addiction Treatment and
Education, Veterans Health Administration, Seattle, WA, USA;
2Department of Psychiatry and Behavioral Sciences, University of
Washington, Seattle, WA, USA; 3Department of Health Services,
University of Washington School of Public Health, Seattle, WA, USA;
4Health Services Research & Development (HSR&D) Center of Innovation
for Veteran-Centered and Value-Driven Care, Veterans Affairs (VA) Puget
Sound Health Care System, Veterans Health Administration, Seattle, WA,
USA; 5Health Services Research & Development; Primary and Specialty
Medical Care Service, VA Puget Sound, Veterans Health Administration,
Seattle, WA, USA; 6VA Puget Sound Health Care System, Veterans Health
Administration, Seattle, WA, USA
Correspondence: Eric Hawkins (Eric.Hawkins@va.gov)
Implementation Science 2020, 15(Suppl 1):S17

Background: The SUpporting Primary care Providers in Opioid Risk re-
duction and Treatment (SUPPORT) Center uses internal facilitation with
a stepped care approach based on the Chronic Care Model to support
primary care providers in identifying patients at high risk for adverse
opioid-related outcomes (e.g., those with opioid use disorder, or OUD)
and providing medication treatment for OUD (MOUD). Services offered
include buprenorphine waiver training, referrals for consultation, assess-
ment and office-based MOUD, psychosocial services and ongoing sup-
port in MOUD maintenance after patients are stabilized by the Center.
We describe the number of waiver trainings, number of providers waiv-
ered to prescribe buprenorphine and are prescribing, and the number
of referrals, buprenorphine initiations and transfers back to primary
care providers over the initial six months of implementation.
Methods: This prospective evaluation used provider training and VA
pharmacy data to measure training and prescribing outcomes, as
well as patient activity reports to measure referrals to the SUPPORT
Center and patient transfers back to primary care providers for on-
going buprenorphine treatment. Training-related measures included
number of waiver trainings and prescribers obtaining DEA waivers,
and a referral measure reflected the number of total referrals to the
SUPPORT Center. Prescribing measures included number of patients
who initiated buprenorphine, number of patient transfers to primary
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care and number of primary care providers who prescribed bupre-
norphine during the initial six months.
Findings: Prior to the model’s launch in January 2019, a total of
seven providers in primary care were waivered to prescribe bupre-
norphine for OUD, none of whom prescribed buprenorphine. Since
launch, the SUPPORT Center has held two buprenorphine waiver
trainings; 15 primary care providers have obtained DEA waivers since
the initial training. The CCM team has received 44 referrals, and of-
fered patient assessment, provider consultation, and care coordin-
ation. The CCM team initiated buprenorphine for 14 patients; 3 were
stabilized and transferred back to primary care providers. Four of 15
providers have prescribed buprenorphine to one or more patients
over the initial six months of implementation.
Implications for D&I Research: Internal facilitation with a stepped
care model can substantially increase access to office-based MOUD
in primary care. Identification of OUD remains challenging.
Primary Funding Source
Department of Veterans Affairs

Building the Future of D&I Science:
Training, Infrastructure, and Emerging
Research Areas
S18
Promoting d&I capacity with a safety net focus through the
development of a center for implementation and improvement
sciences
Erika Crable1, Allan Walkey2, Mari-Lynn Drainoni3
1Boston University School of Medicine, Boston, MA, USA; 2Boston
University, Boston, MA, USA; 3Boston University School of Public Health,
Boston, MA, USA
Correspondence: Erika Crable (ecrable@bu.edu)
Implementation Science 2020, 15(Suppl 1):S18

Background: The Evans Center for Implementation and Improvement
Sciences (CIIS) was established in 2016 to promote scientific rigor in
new and ongoing projects aimed at increasing the use of evidence
and improving patient outcomes within an urban, academic, safety
net medical center. Funded by and housed within the School of
Medicine’s Department of Medicine, CIIS is a resource for researchers
and practitioners interested in building capacity to conduct D&I re-
search. CIIS is run by two co-Directors and one Research Fellow.
Methods: CIIS activities include: (1) conducting original D&I research
with a safety net focus; (2) promoting D&I education through free,
monthly seminars; (3) providing free technical assistance concerning
implementation frameworks, study design and outcome measures; (4)
providing pilot grant funding and mentoring to support investigators
new to D&I. After 3 years of operation, CIIS conducted a self-evaluation
to summarize the center’s delivery of core activities, and overall ability
to build capacity for D&I research within an academic medical center.
Findings: Major challenges to increasing D&I capacity include: (1)
physician preference for quality improvement approaches and gen-
eral resistance to studying implementation processes; (2) limited
funding to enhance center staffing at a level that meets demand for
D&I expertise. Center successes include: (1) submission of 21 grant
proposals (13 funded, 7 under review) built on collaborative research
partnerships across diverse clinical settings; (2) development of 2
separate skills-building seminar series focused on foundational D&I
concepts and bridging the D&I and quality improvement divide; (2)
conducting 183 technical assistance consultations across schools of
medicine, public health, dentistry, and social work; (3) fostering the
development of a safety net hospital medical intensive care unit as a
learning health system; (4) mentoring 3 cohorts of new D&I investiga-
tors via pilot and professional development studies.
Implications for D&I Research: There is increasing demand to sup-
port post-graduate and practitioner training in D&I approaches across
a broad spectrum of medical and public health content areas. Sum-
marizing the challenges and opportunities of D&I centers housed
within academic medical centers will promote shared understanding
of how to enhance workforce capacity within the broader D&I field.
S19
An emerging implementation science core to build capacity
among psychiatrists and psychologists at brown university
A. Rani Elwy (rani_elwy@brown.edu)
Alpert Medical School of Brown University, Providence, RI, USA; Alpert
Medical School of Brown University, Providence, MA, USA
Implementation Science 2020, 15(Suppl 1):S19

Background: The Department of Psychiatry and Human Behavior
(DPHB) at Brown University launched a department-funded Imple-
mentation Science (IS) Core in July 2018, to foster the translation,
spread, and scale-up of evidence-based practices into routine clinical
care.
Methods: The IS Core works with psychiatry and psychology faculty
and trainees across the six Brown-affiliated hospitals to 1) provide
consultation on dissemination and implementation (D&I) science
models, theories and frameworks to guide studies, 2) develop quali-
tative and quantitative methods specific to D&I science research
questions, and 3) serve as investigators on implementation science
projects. The IS Core is based on 8 essential elements for building
D&I capacity in an academic setting, identified through a scoping re-
view undertaken prior to launching this emerging program: mentor-
ship, in-person workshops, institutional funding, learning
communities, methodological training, competency-driven curricula,
practice partnerships, and evaluation of its efforts. We adapted the
knowledge translation survey by Park and colleagues (2018) to evalu-
ate participants’ pre-post self-efficacy for practicing D&I science and
knowledge of D&I during the first year of the IS Core.
Findings: Since July 2018, the IS Core has led 14 seminars and 4 in-
depth workshops on key D&I topics, reaching 103 faculty and
trainees. Thirty-five federal grant proposals with a D&I focus have
been submitted, 10 of these have been funded, and 16 are under re-
view. Eight NIH K or VA CDA proposals have also been submitted,
each with primary or secondary D&I aims. Seventy-four one-on-one
D&I mentoring sessions have occurred in this first year. The IS Core
was represented at 11 invited D&I presentations at national or re-
gional meetings, and as faculty on national D&I training programs.
Knowledge translation of 69 faculty and trainees over the 1 year
evaluation period indicated a more prepared academic workforce for
D&I science activities.
Implications for D&I Research: DPHB at Brown University made an
institutional investment in building capacity in implementation sci-
ence, which has resulted in a substantial increase in D&I grant and
career development proposal submissions, as well as an improve-
ment in self-efficacy for and knowledge of D&I science. Further evalu-
ation efforts will track changes in funding levels over time, as an
indicator of return on investment.

S20
Dissemination and implementation science program at the
university of Colorado
Jodi Holtrop1, Russell Glasgow2

1University of Colorado School of Medicine, Aurora, CO, USA; 2Family
Medicine, University of Colorado School of Medicine, Aurora, CO, USA
Correspondence: Jodi Holtrop (jodi.holtrop@cuanschutz.edu)
Implementation Science 2020, 15(Suppl 1):S20

Background: The University of Colorado houses the Dissemination and
Implementation (D&I) Science Program within the Adult and Child Con-
sortium for Health Outcomes Research and Delivery Science (AC-
CORDS). ACCORDS is a health services outcomes research center
supported by the School of Medicine, Children’s Hospital Colorado and
research funding. The program operates with a leader (Russell Glas-
gow), co-leader (Jodi Holtrop), five core faculty and a program staff sup-
port person. Weekly open meetings are sponsored to discuss key
topics, recent publications, and critique research projects.
Methods: The D&I program provides educational services including:
free 1-2 time consultations with a D&I scientist (currently five D&I fac-
ulty provide consultations) regarding methods, design, framework or
other advice; seminars and workshops including a pragmatic research
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national conference in spring 2020; a graduate certificate program to
begin January 2020; three graduate courses; and an NHLBI-funded K12
training program. Research funding currently comes from NIH, AHRQ,
PCORI and foundations. A suite of online and interactive resources sup-
ports our focus on pragmatic D&I measures, methods and models. Key
focus areas include shared decision making, primary care, geriatrics,
qualitative and mixed methods, and health behavior change. In
addition, D&I scientists serve as D&I experts for other’s research on a
wide variety of topic areas.
Findings: The structure of having the D&I Program within ACCORDS
provides for a free interchange with other methods and program
areas across schools and disciplines. This makes it easy for re-
searchers to find help with D&I. Although not housed within the Uni-
versity’s clinical translational science institute (called CCTSI at
Colorado), its close affiliation facilitates graduate school offerings
and provides a greater array of programs and resources. The
structure of ACCORDS also makes it such that the support
needed for center and training grants are possible, such as the
K12 program. Current program challenges include the need for
more senior D&I scientists because demand is outstripping avail-
ability for mentoring and co-I roles.
Implications for D&I Research: Enhanced D&I research capacity is
needed to advance health-related interventions. Having a pro-
gram structured within a larger health services delivery center is
an effective model for interchange of ideas and access to D&I
expertise.

S21
The university of North Carolina’s approach to advancing
implementation science: The dissemination and implementation
methods unit
Jennifer Leeman1, Catherine Rohweder2, Sarah Birken3, Christopher
Shea4
1School of Nursing, University of North Carolina, Chapel Hill, NC, USA;
2University of North Carolina, Chapel Hill, NC, USA; 3Gillings School of
Global Public Health, Chapel Hill, NC, USA; 4UNC Chapel Hill, Chapel Hill,
NC, USA
Correspondence: Jennifer Leeman (jleeman@email.unc.edu)
Implementation Science 2020, 15(Suppl 1):S21

Background: The current pool of implementation scientists is too
small to meet the demand. Existing programs provide initial training
and mentorship in implementation science. However, the graduates
of these programs often have limited opportunities to collaborate
with and learn from other implementation scientists. Thus, a pressing
need exists to continue to mentor these new investigators while also
introducing additional researchers to the field. We describe how the
University of North Carolina (UNC) has worked to fill this gap, with a
focus on its CTSA-funded Dissemination and Implementation (D&I)
Methods Unit.
Methods: Members of the D&I Methods Unit traced UNC’s history
with D&I and created an inventory of the organizational structures
and strategies used to support implementation science. They also
mapped how the D&I Unit bridges to other implementation science
initiatives on campus and reviewed findings from the Unit’s annual
evaluation of its processes and impact.
Findings: The D&I Methods Unit provides expert consultation and
trainings, maintains an online portal of D&I resources, and con-
ducts collaborative research to advance implementation science.
Measures of unit processes and impact include number and types
of consultations and trainings, new collaborations, publications,
and submitted and funded research proposals. The Unit works
closely with UNC’s Implementation Science Student Group and
the dissemination and implementation arms of three of UNC’s
multidisciplinary centers. We also will present investigators’ les-
sons learned from 20 years working to build capacity for imple-
mentation science.
Implications for D&I Research: We describe the strategies one uni-
versity has used to meet the growing demand for expertise in imple-
mentation science.
S22
Building capacity for dissemination and implementation research
through stakeholder engagement in a clinical and translational
science award institution: The university of Wisconsin story
Andrew Quanbeck1, Jane Mahoney2, Kim Kies3, Maureen Smith4
1Department of Family Medicine and Community Health, University of
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Correspondence: Andrew Quanbeck (arquanbe@wisc.edu)
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Background: We report results of an 8-year process of stakeholder
engagement aimed at building capacity in Dissemination and Imple-
mentation (D&I) research at the University of Wisconsin through the
National Institutes of Health’s Clinical and Translational Science
Award (CTSA). The stakeholder engagement process was guided by
1) the “Wisconsin Idea,” which holds that the university’s research
should improve the health and quality of life of the citizenry, and 2)
designing for dissemination, a concept stressing the importance of
engaging stakeholders throughout the translational research
spectrum to optimize the likelihood of successful dissemination.
Methods: Starting in 2011, annual individual interviews were held
with leaders of the Wisconsin CTSA’s community engagement core
for strategic planning purposes. Interviews were followed by annual
in-person meetings that employed a facilitated group decision mak-
ing process aimed at identifying and prioritizing gaps in the transla-
tional research spectrum.
Findings: The stakeholder engagement process has identified D&I as
a primary gap limiting overall impact of the science deriving from
the institution’s translational research spectrum. This finding led to
inclusion of a dedicated D&I aim in the institution’s 2012 CTSA re-
newal application, and expansion of that aim in the 2017 renewal ap-
plication. To build D&I capacity, the Wisconsin CTSA has created an
array of resources falling into 6 categories: 1) Network building, with
the community engagement core engaging 65 of the state’s 72
counties; 2) D&I grant funding, including 45 CTSA funded pilot
grants; 3) Training & education, including a D&I short course aver-
aging 80+ attendees annually; 4). Research support, including D&I
consults with more than 500 researchers leading to 26 federal grants;
5) Support for translational activities to maximize likelihood of impact
through provision of business and D&I services; and 6) Collection of
data for evaluation and measurement of impact. The systematic
process of stakeholder engagement has been repeated annually
since 2011 and provides a method to continuously identify gaps and
opportunities to increase impact through tailoring D&I resources to
the institution’s needs.
Implications for D&I Research: This presentation highlights a model
for building D&I capacity that CTSAs nationally could emulate by
partnering with their Community Engagement cores, which are com-
mon to all CTSAs.
Primary Funding Source
National Institutes of Health

S23
Beyond early adopters: Strategies for success in reaching and
engaging diverse communities in implementation trials from the
adaptive school-based implementation of CBT (ASIC) trial
Amy Rusch1, Seoyoun Choi1, Elizabeth Koschmann2, Celeste Liebrecht1,
Kristen Miner1, Michael Prisbe1, Jennifer Vichich1, Amy Kilbourne1,
Shawna Smith1
1University of Michigan, Ann Arbor, MI, USA; 2University of Michigan
Medical School, Ann Arbor, MI, USA
Correspondence: Amy Rusch (amyrusch@med.umich.edu)
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Background: Implementation trials are often criticized for primarily
engaging early adopter sites, thus limiting study generalizability. Bet-
ter implementation science requires developing tactics for engaging
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stakeholders across the diffusion continuum in implementation re-
search. Adaptive School-based Implementation of CBT (ASIC) is a large-
scale randomized trial designed to optimize implementation strategies
supporting school professional (SP) delivery of cognitive-behavioral
therapy (CBT) in over 100 high schools across Michigan. Methods to re-
cruit SPs for ASIC participation were analyzed and successful tactics for
engaging participants beyond early adopters were identified.
Methods: ASIC schools were recruited over a 6-month period, and a
post-hoc process evaluation was conducted. Metrics collected in-
clude quantitative measures (e.g., number of recruitment attempts)
and qualitative feedback from recruiters. Following recruitment, data
were analyzed to identify patterns in successful recruitment efforts
and codify effective strategies for recruiting SPs to ASIC.
Findings: With a recruitment goal of 100 schools, recruiters reached
out to SPs and administrators at 272 schools over 6 months; ultimately
engaging 115 schools. The average SP required 5 contacts before con-
senting (range: 1-16). To help engage nonresponsive communities and
harder to reach SPs, the study team mobilized seven mental health cli-
nicians with experience working with school and community-based
CBT and 30+ members of a statewide CBT coaching network. Lever-
aging these community partnerships significantly increased recruitment
pace and diversity, increasing school recruitment numbers from 6 per
month to 39 per month after these individuals were utilized. Commu-
nity partners reported that SPs responded most favorably to recruit-
ment efforts that assuaged potential barriers to CBT implementation in
schools, such as heavy SP burden and limited professional benefit. Cli-
nicians addressed these barriers by discussing past participant experi-
ences, describing empirical effectiveness of CBT, and emphasizing
program flexibility. Notably, SPs were less persuaded by study incen-
tives ($330 over 18 months).
Implications for D&I Research: Applying strategies for effectively
recruiting consumers to engage with EBPs is a critical step in dissem-
inating and implementing novel practices in real world settings. Ef-
forts to refine and be transparent about successful study recruitment
strategies may improve the representation of community-based sites
engaged in implementation studies beyond early adopters, and in
turn, expand the generalizability of such studies’ findings.
Primary Funding Source
National Institutes of Mental Health
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Background: Cardiovascular disease (CVD) is the number one cause of
death globally; more people die of CVDs than from any other cause,
with most of these death occurring in low and middle income coun-
tries (LMICs). Hypertension (HTN) is a major risk factor for CVD and,
while effective evidence-based interventions for control of HTN exist,
they are not being implemented in LMICs. There is an acute need to
build capacity in LMICs for implementation and dissemination of
proven HTN management tools. To address this gap, a cohort of eight
sites funded by the National Heart, Lung and Blood Institute, are collab-
orating to establish a research and training infrastructure in dissemin-
ation and implementation (D&I) to improve hypertension care.
Methods: The sites are: Ghana, Guatemala, India, Kenya, Malawi, Nepal,
Rwanda and Vietnam. Using a capacity building framework developed by
Potter and Brough (2004), we mapped the formal and informal activities
that each site is doing to develop (a) structures, systems and roles, (b),
staff and infrastructure, (c) skills, and (d) tools. In addition, we captured in-
formation from each site about their needs assessments and metrics.
Findings: All sites collaborate with the Ministry of Health and other
local agencies, involving them at different levels and plan to engage
stakeholders throughout the duration of the projects. Needs assess-
ment were implemented in all countries, although the specific stake-
holders integrated into projects varied. The training for D&I and the
activities to develop skills in HTN research is variable across sites ran-
ging from formal fellowships and courses to informal on-the job
training. Five of the eight countries relied on Implementation Science
frameworks including PRECEDE-PROCEED, RE-AIM, and CFIR.
Implications for D&I Research: While there is variability in the activities
across sites in the skills and tools utilized to develop capacity to address
CVD, sites seem to have more consistency in the activities related to de-
veloping structure, system and roles. The observation of activities of eight
ongoing studies will allow us to develop a strategic plan to, in the short
term, evaluate the best strategies to support capacity building for devel-
oping D&I skills and addressing the HTN care gap in LMICs.
Primary Funding Source
National Institutes of Health
S25
Organizational communication: Public health program adoption,
implementation, and fidelity
Oyinda Osibanjo (Oyinda.Osibanjo@oregonstate.edu)
Oregon State University, Hillsboro, OR, USA
Implementation Science 2020, 15(Suppl 1):S25

Background: Organizational communication plays an important role in
the translation of evidence-based interventions to real-world settings.
However, few studies have examined communication processes within
public health organizations implementing behavioral prevention pro-
grams. We examined patterns of participatory communication (PC)
within Departments of Public Health (DPHs) and Community-Based Or-
ganizations (CBOs) implementing the HIV RESPECT program.
Methods: Using a maximum variation case-study design, ten organi-
zations were sampled from a national survey of agencies implement-
ing the RESPECT HIV program. Fifty organizational personnel were
interviewed to identify PC patterns in specific program translation
contexts such as program adoption and problem-solving contexts.
Approximately 294 RESPECT clients were surveyed to assess program
fidelity. Qualitative methods were used to analyze associative pat-
terns between structural and contextual variables in relation to pro-
gram fidelity.
Findings: We identified three PC patterns across agencies (full-, par-
tial-, and non-PC). Small and medium sized CBOs that adopted RE-
SPECT voluntarily, relative to DPHs or organizations mandated
RESPECT, more often evidenced full PC across contexts. Full PC agen-
cies consistently evidenced high program fidelity specifically in the
implementation problem-solving context.
Implications for D&I Research: There is limited research that ad-
dresses the effect of specific program translation contexts on the
patterns of PC and program fidelity; yet understanding the influence
of specific program translation contexts on internal communication
might contribute to effective program translation. Developing inter-
ventions to improve the quality of internal communication that takes
into account specific program translation contexts has the potential
to not only ensure positive program outcomes, but to also contribute
to effective program adoption, implementation, and even the sus-
tainability of EBIs. In addition, future intervention strategies should
be directed at increasing PC, as well as promoting horizontal com-
munication by improving the channel of internal communication
within organizations.
Primary Funding Source
National Institutes of Health
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Background: Context is a fundamental concept in implementation
science and considered a major source of facilitators and barriers to
implementation. Yet context has been neither consistently nor com-
prehensively conceptualized in implementation science.
Methods: An implementation-effectiveness study examined the role of
context in a complex nursing care delivery intervention delivered in 11
hospitals across 5 states. The intervention consisted in changing the nurse
staffing model to incorporate Clinical Nurse Leaders (CNL). CNLs are Regis-
tered Nurses utilizing evidence-based competencies in clinical leadership,
care environment management, and clinical outcomes management to
improve the quality of frontline clinical processes. Interviews were con-
ducted 2016-2019 with clinicians and administrators (n=380) along with 2-
22 hours of observation of the implementation process per hospital. Data
were analyzed using deductive and inductive qualitative content analyses.
Findings: One of the most consistent contextual components influen-
cing implementation across settings was the clinical routine. In the
organization science literature routines are defined as repetitive,
recognizable patterns of interdependent actions, carried out by multiple
actors. Although CNL interventions were developed based on evidence-
informed competencies and agreed-on process gaps, they often clashed
with pre-existing and well-functioning routines in unforeseen ways when
implemented. For example, in some settings CNL facilitation of patient
discharge unexpectedly impeded the routine for medical residents con-
ferring with attending physicians. CNLs and residents worked on a day-
of-discharge intervention that successfully improved patient flow. How-
ever, this intervention inadvertently changed the timing of the resident-
attending conferral routine, which caused further problems by incremen-
tally delaying other routines, such as patient rounding. These unintended
consequences ultimately led to abandoning the discharge intervention
so the resident-attending conferral routine could return to its original tim-
ing. While successful for patient discharge, the CNL intervention inter-
fered with existing clinical routines in ways that had nothing to do with
the original scope of the intervention.
Implications for D&I Research: Context matters. These findings sug-
gest a complex causality between interventions and contexts that
manifests via unanticipated intersections among existing multi-
professional clinical routines. However, clinical routines are not listed
as a component in existing context determinant frameworks. Further
investigation and conceptualization is needed to advance knowledge
about the causal significance of clinical routines for healthcare inter-
ventions in implementation science.
Primary Funding Source
Commission on Nursing Certification
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Background: The quality of substance use disorder (SUD) and mental
health (MH) treatment varies widely. Continuous Quality Improvement
(CQI) processes can be used to improve evidence-based practice delivery
and quality. The Rural Access to MAT in Pennsylvania (RAMP) Project, an
AHRQ-funded demonstration grant to support MAT for OUD in rural Penn-
sylvania, developed and utilized a systematic CQI process based in the
Principles of Lean. The CQI process was implemented within practice sites
using a framework for implementation called the Systems Transformation
Framework (STF). The CQI process performance criteria were selected
based on the most current HEDIS measures, clinical treatment guidelines,
and published literature. This presentation will describe the RAMP CQI
process and review preliminary findings related to MAT implementation.
Methods: The CQI process with recruited rural primary care practices
in Pennsylvania involved a cycle of four steps occurring in quasi-real-
time: (1) collection of encounter data on a pragmatic set of perform-
ance measures; (2) analysis and synthesis of performance data; (3)
regular reporting of treatment engagement, adherence, and reten-
tion data compared to performance benchmarks and other partici-
pating providers; and (4) routine collaborative discussion of
performance illustrated by the data and identified areas for improve-
ment supported via concierge technical assistance. Qualitative data
was collected through provider interviews and quantitative data was
obtained through patient encounter data.
Findings: Based on quantitative and qualitative findings, we identi-
fied and provided feedback to improve MAT implementation in
quasi-real-time in several key areas: (1) coordination of care; (2) ad-
herence to clinical prescribing guidelines, workflows, and policies;
and (3) awareness of patient engagement in and adherence to
treatment. Preliminary findings from four practice sites participat-
ing in CQI suggest a 12% to 83% change on average in MAT/
SUD/MH treatment engagement before and after a quality im-
provement intervention. We expect this trend in engagement to
continue and to have statistically significant results analyzed by
October 2019.
Implications for D&I Research: Utilization of a novel quasi-real-time,
systematic performance evaluation process, like the RAMP CQI
process, can provide valuable insight in quasi-real-time into areas for
quality improvement during implementation, allow for process adap-
tation and enhancement in a timely manner, and ultimately may lead
to improved treatment outcomes.
Primary Funding Source
Agency for Healthcare Research and Quality
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Background: Much of the disease burden in the United States is pre-
ventable through optimal application of existing knowledge. State-
level funders and practitioners are in ideal positions to affect pro-
grams and policies related to chronic disease but it is unknown the
extent to which mis-implementation is occurring with these pro-
grams. Mis-implementation refers to ending effective programs and
policies prematurely or continuing ineffective ones. Previous research
has suggested that approximately 58% of public health programs are
evidence-based.
Methods: We developed and tested a comprehensive survey to assess
the extent to which mis-implementation was occurring in state health
departments (SHDs) and to examine what individual, organizational,
and external factors are related to mis-implementation. Questions were
developed from previous literature and cognitive testing. Surveys were
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emailed out to 1,329 randomly selected state health department em-
ployees across the Unites States working in prevention and control of
non-communicable conditions.
Findings: The survey received a 50% response rate with representa-
tion from every state. Half (50.7%) were program managers or unit
directors and only 36% of the state health department respondents
possessed a formal public health education. Forty-nine percent re-
ported that their SHD sometimes, often or always continued ineffect-
ive programs. Over 50% also reported that their SHD sometimes or
often ended effective programs. The strongest predictors of mis-
implementation were at the organizational level. For example, the
number of organizational layers that impede decision-making (OR
2.9, CI 1.3-6.6, p=0.01) or an agency’s willingness to change to use
evidence-based interventions (OR 0.59, CI 0.38-0.91, p=0.02). An indi-
vidual level factor that predicted mis-implementation was the re-
spondent’s ability to modify interventions between populations (OR
3.95, CI 1.325-11.751, p=0.01).
Implications for D&I Research: The data suggest that agency prac-
tices can be addressed to maximize the effectiveness and efficiency
of programs. Further research will focus on adding context to these
issues and helping agencies engage in appropriate decision-making
through developing case studies and agent-based models. Through
future collaborative studies, D&I researchers can further public health
practitioner understanding of how to de-implement ineffective inter-
ventions and sustain implementation of effective programs and pol-
icies. Thus countering mis-implementation and ultimately improving
health outcomes.
Primary Funding Source
National Institutes of Health
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Background: Research innovations that are technology-driven/fea-
ture-focused may fail to demonstrate strong value (relevance) if not
also responsive to adopters’/stakeholders’ problems and implementa-
tion contexts. The federal ROI Initiative for Unleashing American
Innovation endorsed expansion of NSF’s Innovation Corps™ (I-Corps™)
program to train researchers in a rigorous, repeatable customer
discovery process for studying, and designing for, implementation
ecosystems. In 2018, NIH’s National Center for Advancing Transla-
tional Sciences (NCATS) funded the adaptation and implementa-
tion of I-Corps at six clinical translational science award (CTSA)
sites (UC-Davis, UC-Denver, UAB/Georgia Tech, Miami, Penn State,
UMass) to accelerate research translation into clinical-/community-
based practice.
Methods: The 5-week I-Corps@NCATS training (8 cohorts, 62 teams,
150 individuals) included in-person didactics (“Kick-off”); national/re-
gional instructors delivered presentations on core concepts, how to
identify and prioritize key adopters/stakeholders and conduct cus-
tomer discovery (target=30 interviews). In the immersive learning-
laboratory, teams completed interviews while receiving weekly
coaching. Participants reconvened for a “Finale” where they pre-
sented the value of their innovation for specific end-users in a de-
fined ecosystem and modifications for enhanced dissemination.
Mixed-methods evaluation assessed program implementation, reach,
effectiveness. Evaluators observed Kick-offs, completing detailed ob-
servation protocols/fidelity checklists. Teams completed surveys fol-
lowing the Finale (55 teams) and 3-12 months post training (34
teams). All instructors participated in virtual focus groups to reflect
on program implementation and identify feasibility/sustainability is-
sues to inform broader CTSA dissemination.
Findings: Teams pursued medical devices (33%), drugs/biologics
(20%), software applications (16%) and diagnostics (8%). All teams
rated customer discovery very important (mean=4.7 on a 5-point
scale); respondents reported that I-Corps helped them hone
innovation relevance (product-market fit) and identify require-
ments for successful dissemination. Teams reported increased
readiness for implementation and commercialization over time;
39% of teams reported meeting with tech transfer to pursue li-
censing/patents; 24% reported pursuing venture capital/investor
funding.
Implications for D&I Research: I-Corps@NCATS training anchors
intervention development in deep understanding of specific
adopters’ needs and ecosystem requirements for D&I success. I-Corps
builds D&I capacity by educating researchers to respond to issues af-
fecting the individual adopter (e.g., How does this fit into my work-
flow? How is it better than what I do currently? How much will it
“cost” me – time, money?), thus maximizing the impact of
innovation.
Primary Funding Source
National Institutes of Health
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Background: Cardiovascular disease (CVD) is the leading cause of mor-
bidity and mortality in low- and middle-income countries (LMIC), and
hypertension (HTN) is a major risk factor for CVD. Although effective
evidence-based interventions for control of HTN exist, implementation
of these in low- and middle-income countries is challenging due to lim-
ited capacity and infrastructure. In Rwanda, CVD is the third most com-
mon cause of mortality. Suboptimal infrastructure hinders research and
community knowledge for HTN control. We report on a project aiming
to develop research capacity in D&I to support implementation of inter-
ventions to control HTN-CVD in Rwanda.
Methods: First, a weeklong training program in HTN-CVD, biostat-
istics, and D&I was conducted in Rwanda in August 2018. Pre-
and post-D&I training competency questionnaires were adminis-
tered to participants. Second, stakeholders participated in a
massive open online course (MOOC) developed by the Special
Programme for Research and Training in Tropical Diseases at the
World Health Organization to train in implementation research.
Participants answered pre and post D&I competencies. D&I com-
petencies were measured by a scale developed for a US-based
training program, with the change in competency scores assessed
by paired t-test. Feasibility was measured by use of MOOC train-
ing completion data (i.e., completion of homework assignments,
quizzes, final exam and final project), and analyzed using descrip-
tive statistics.
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Findings: Questionnaires from the weeklong training in 2018 showed
a statistically significant increase in D&I knowledge and skills (full
scale pre- to post-test scores:2.12 ± 0.78 vs. 3.94 ± 0.42; p < 0.0001).
Of the 92 trainees enrolled, 38% completed all MOOC components.
D&I competency scores showed statistically significant improvements
from pre- to post-test.
Implications for D&I Research: In the context of LMIC training, the
weeklong training session and the MOOC course were feasible and
showed improvement in D&I competencies. While the program was
designed with a focus on training for tropical diseases (e.g., malaria),
there is potential for scalability to a wider audience of stakeholders
interested in D&I.
Primary Funding Source
National Institutes of Health
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Background: Knowledge transfer of evidence-based implementa-
tion strategies supports the uptake of clinical innovations in
research and quality improvement initiatives and can lead to sus-
tained practice change. We developed an implementation facilita-
tion (IF) training program guided by i-PARIHS to transfer IF
knowledge/skills to operations leaders, researchers and implemen-
tation practitioners within and outside the VA. This training
blends didactic and interactive learning (including flipped class-
rooms and interactive role play) to reinforce key concepts. In-
person and video teleconference options are available to increase
the reach of the training program.
Methods: An ongoing independent mixed-methods evaluation as-
sesses training outcomes and informs ongoing refinements/adap-
tations. Evaluation includes pre-/post-surveys approximately 2
weeks before and 2 weeks and 6 months after each training, and
qualitative interviews at 6 months. Surveys collect demographic
information and assess IF training domains. To analyze training
effectiveness, mean self-reported IF knowledge of and confidence
in applying IF skills are compared to baseline. Qualitative inter-
views identify the application and/or adaptation of IF skills and
areas for training enhancement.
Findings: Of 169 trainees since 2015, 104 (62% response rate)
completed both pre-/post-surveys; 59 (67% response rate) com-
pleted 6-month interviews since 2017. Trainees reported in-
creased knowledge of factors influencing innovation adoption,
roles/activities of external and internal facilitators and site cham-
pions and best practices in providing facilitation through virtual
platforms. Knowledge of and confidence in applying IF skills sig-
nificantly increased and were sustained at 6-months. There were
no significant differences in knowledge change scores for virtual
trainees. Trainees report direct (i.e., on a specific project) and/or
indirect applications of IF skills to their work. Recommendations
for improvement include increasing applicability of the training
to non-VA settings, adding time for project consultation, and
additional training on evaluation.
Implications for D&I Research: Implementation scientists are in-
creasingly encouraged to handoff evidence-based strategies to
implementation practitioners including front line managers, pol-
icymakers and providers so these skills can be incorporated into
clinical practice. This evaluation shows how our multifaceted
training effectively transfers IF knowledge/skills to stakeholders
with sustainability. IF training can be provided through virtual
platforms without loss of knowledge transfer. This IF training pro-
gram provides an example how scale-up and spread of evidence-
based strategies has been accomplished.
Primary Funding Source
Department of Veterans Affairs
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Background: Practice facilitation is increasingly used by healthcare sys-
tems as an effective strategy to enable staff to identify and capitalize on
factors associated with implementation success. Extant literature has fo-
cused on defining the facilitator role (skills/attributes, training) and the fa-
cilitation process (internal/external, duration and frequency of facilitation
encounters) in relation to implementation outcomes in one-time facilitation
efforts. Consequently, limited work addresses how implementation success
and facilitation effectiveness are impacted when facilitators become em-
bedded in the healthcare system and work on multiple projects over time.
Our preliminary framework identifies factors that affect facilitators over
time, including their ability to cope with the intensity of the facilitation
process and to sustain their effectiveness across implementation projects.
Methods: Our framework was informed by: a review of the published fa-
cilitation literature, particularly articles from the facilitator’s perspective; and
empirical data (templated facilitator reflections and debrief session notes)
from the Coordination Toolkit and Coaching project, a VA-funded initiative
to improve patient experience of care coordination in primary care. Since
August 2017, two facilitators have conducted weekly, one-hour coaching
calls with each of six clinics implementing self-selected quality improve-
ment projects. Facilitation is ongoing, with 245 calls completed to date.
Findings: Our framework builds on the i-PARIHS constructs for success-
ful implementation –innovation, recipients, context, and facilitation–
and adds facilitation resilience and facilitator intensity to capture the dy-
namic and relational aspects of facilitation over time. We define facilita-
tor resilience as facilitators’ ability to cope and adapt to the complexities
of facilitation to effectively engage and motivate staff while nurturing
and sustaining their own hope, self-efficacy, and adaptive coping be-
haviors. We define facilitation intensity as a quantitative and/or qualita-
tive measure of the volume of tasks and activities needed to engage
and motivate recipients in implementation, and the psychological im-
pact on the facilitator of delivering these facilitation tasks and activities.
Implications for D&I Research: Facilitators who can withstand the de-
mands of facilitation acquire vital institutional and facilitation knowledge.
Accounting for the impact of facilitation intensity on facilitator resilience
in the design of implementation efforts may help support continued im-
provement, prevent facilitator burnout, and sustain a skilled facilitator
workforce, which is critical to the future of D&I research.
Primary Funding Source
Department of Veterans Affairs
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Background: In the current public health discovery-to-practice
process, internal validity of interventions takes priority over external
validity due to funding and publication priorities, and input from
users of the interventions is seldom sought. SPeeding Research-
tested INterventions Training (SPRINT), sponsored by the National
Cancer Institute, is a training program for researchers with the goal
of transforming interventions into “market-ready products” to in-
crease uptake. During their participation in SPRINT, the authors ap-
plied business research theory to the FreshLink Ambassador (FLA)
program, which trains community members to promote use of nutri-
tion incentives by SNAP recipients at farmers’ markets. The program
was implemented during 2017-2018 at markets in Ohio and was then
prepared for dissemination throughout the US through a “train-the-
trainer” program. This abstract describes the results and illustrates
how the application of business research theory may improve D&I
science, producing interventions which are more context-specific and
financially self-sustaining.
Methods: Using the Business Model Canvas (BMC) methodology, 70
“customer discovery interviews” (qualitative unstructured interviews)
were performed with stakeholders relevant to the implementation of
the FLA program, such as SNAP-ED state directors, farmers’ market
managers, health department staff, and USDA leaders. The interviews
were used to test “value propositions” (assumptions inherent to the
planned intervention), identify “customers” (potential participants),
and ultimately develop a “Minimal Viable Product,” or effective inter-
vention most suitable to the context of potential “customers.”
Findings: Stakeholders recommended that the intervention be of-
fered to any organization accepting SNAP and providing nutrition in-
centives, not just farmers’ markets. Additionally, some potential
“customer” organizations, such as health departments, reported that
the program did not align with their strategic priorities. Stakeholders
also gave feedback regarding the logistics (i.e. location, duration) of
the proposed training. Overall, the data continues to be used in an it-
erative process to significantly revise the plan for D&I, including A.
modifying the “product” (intervention) design, and B. developing fi-
nancial projections of the “product.”
Implications for D&I Research: Applying the BMC to the FLA pro-
gram prior to D&I allowed for stakeholder input that will produce an
intervention more relevant to the context and needs of the stake-
holders, overall increasing the likelihood of success of the
intervention.
Primary Funding Source
National Cancer Institute
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Background: Faith in Action is an evidence-based intervention (EBI)
implemented by community health workers (i.e., promotoras) that in-
creases the physical activity of churchgoing Latinas. The current pres-
entation highlights the information and skills gained from
participating in the National Cancer Institute’s SPeeding Research-
tested INTerventions (SPRINT) training program. SPRINT provides
training on the use of business models, including the Value Propos-
ition Canvas and Business Model Canvas, to gain insights about the
needs of community partners and customers (i.e., payers) that health
programs serve.
Methods: Our team conducted in-person and phone interviews with
58 key stakeholders including pastors, study participants, community
health workers (i.e., promotoras), organizational leaders, denomin-
ational leaders, and physical activity advocates.
Findings: Key findings from the SPRINT interviews suggest that: 1)
pastors need to be empowered to implement program activities and
facilitate connections with outside organizations, 2) hospitals, feder-
ally qualified health centers (FQHCs), the local health department,
and community organizations (e.g., Catholic Charities, YMCA) see
value in and expressed interest in supporting health prevention pro-
grams that engage underserved communities as these programs in-
crease their visibility and align with their fiscal priorities, 3) building
strategic partnerships with national networks and associations (phys-
ical activity, faith-based, parks and recreational centers) can support
national scale up, 4) it is important to know the training, implemen-
tation, and maintenance costs prior to scale up, and 5) involving the
denominational leadership can optimize program implementation,
dissemination and sustainment.
Implications for D&I Research: In the presentation, we discuss how
these discoveries inform the scale up and dissemination of Faith in
Action. Understanding the value that Faith in Action adds to commu-
nity partners and customers will help transform this EBI into a market
ready product. The SPRINT training can help behavioral scientists
move behavioral interventions into practice more rapidly.
Primary Funding Source
National Cancer Institute
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Background: Speeding Research-tested Interventions Training
(SPRINT) is a National Cancer Institute training program for re-
searchers with the goal of transforming interventions into “market-
ready products” to increase uptake and dissemination. We partici-
pated in SPRINT 2019 to support the spread of Play Streets – place-
based interventions that are typically organized by community orga-
nizations and involve temporarily activating public spaces, often clos-
ing streets, to create safe places and free opportunities for physically
active play. Prior to SPRINT, we planned to spread Play Streets to
every community and hypothesized that decision-makers in
community-based organizations would value promoting child health
and physical activity and choose to implement Play Streets to do so.
Methods: We conducted 57 customer discovery interviews (72% in-
person and 28% conducted via phone or video) with stakeholders
from around the world. Stakeholders included key partners, competi-
tors, and potential customers to learn about their values, possible
interest in implementing interventions that promote active play for
youth, resources needed to support implementation, and their ability
to pay for interventions or technical assistance to support implemen-
tation. Notes were taken during the interviews and findings were
synthesized to determine customer segments, value propositions,
and the best model to support uptake and sustainability of relevant
interventions.
Findings: Rather than spread our intervention to all communities, we
narrowed our focus to rural U.S. communities. We initially considered
9 different customer segments and through our customer discovery
interviews realized several of these customer segments are partners
or potential competitors. Based on the data, we determined it was
best to narrow our focus to two customer segments within rural
communities – local health departments and Agri-Life Extensions. We
also learned these customers would not be able to pay for consult-
ation to support implementation, and that we need to seek funds to
support a re-granting model to provide seed money to support im-
plementation and technical assistance.
Implications for D&I Research: Customer discovery interviews gener-
ate important information critical to the dissemination process, more
than is normally collected during traditional formative research. The
information generated will support optimal implementation and
long-term sustainability of a physical activity intervention highly rele-
vant to the needs and values of organizations in rural communities.
Primary Funding Source
National Cancer Institute
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Clinical Care Settings: Patient-level
Interventions
S36
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Background: With 1/3 of U.S. adults at risk for diabetes, health sys-
tems need to target patients most likely to benefit from proven inter-
ventions. Providing patients their individual estimated risk of
developing diabetes presents an opportunity for shared decision
making, which may improve treatment adherence. In electronic
health records (EHRs) at two health systems, we implemented a pre-
dictive model that provides persons at risk for diabetes with individu-
alized benefit estimates for taking metformin or participating in the
Diabetes Prevention Program (DPP) intensive lifestyle intervention
(DPP-ILI).
Methods: The calculator was implemented at 10 primary care clinics.
Provider and patient focus groups informed the implementation
process. The model estimates risk of progression to diabetes with
usual care, the DPP-ILI, or metformin, based on 11 demographic, bio-
metric and diagnosis variables available in the EHR. The implementa-
tion was evaluated using the RE-AIM framework for Reach, Efficacy,
Adoption and Maintenance of the intervention. Balance measures,
e.g., preventive care screening rates, were also assessed.
Findings: The predictive model was used on 65% (n=2,425) and 49%
(n=710) of patients with prediabetes at two health systems between
5/1/18 and 5/31/19. Treatment – either referrals for DPP-ILI or pre-
scriptions for metformin – was provided for 69% and 29% of high-
risk, 3% and 21% of moderate-risk, and 2% and 6% of low-risk pa-
tients, respectively, at the two systems. DPP-ILI referrals and metfor-
min prescriptions for these high-risk patients increased substantially
after implementation of the calculator (DPP: 0% to 52% and 0% to
12%; Metformin: 6% to 16% and 3% to 17%) at the two study sites,
respectively. At one site, 97 new patients were diagnosed with
diabetes.
Implications for D&I Research: Successful implementation of predict-
ive risk calculators is challenging. The processes followed to implement
at two health systems had many similarities but important differences,
underscoring the necessity of recognizing and exploring the context in
which implementation occurs. The shared decision making with pa-
tients who are aware of their specific probabilities of developing dia-
betes with and without treatment may increase adherence to proven
interventions, especially to intensive options such as the DPP-ILI.
Primary Funding Source
Patient-Centered Outcomes Research Institute
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Background: Diabetes group visits (GVs) have been shown to im-
prove outcomes but research in the community health center (CHC)
setting is limited.
Methods: Teams from 6 CHCs implemented 6 monthly diabetes GVs
including the “core 4” elements of medical visits, education, social
support, and goal setting. GV patients were also enrolled in a self-
management text-messaging program. HC teams attended 2 in-
person training sessions and 9 monthly webinars before and during
implementation to learn about the GV model, discuss barriers, and
share experiences. Session logs completed after each GV tracked pa-
tient attendance and GV content. Pre- and post-implementation sur-
veys assessed staff preparedness, satisfaction, and perceptions of the
potential impact of GVs and text messaging on quality of care, pa-
tient outcomes, and costs.
Findings: All teams completed the 6 GVs and enrolled patients in
text messaging. All GVs included education and most included indi-
vidual medical visits (85%), goal setting (78%), and goal follow-up
(63%). GVs were 60-180 minutes long (median 120 minutes). HCs ad-
justed the order of activities to fit space, personnel, and time avail-
able and chose education topics based on patient feedback. The
number of patients at each GV ranged from 2 to 12 (median 5.5).
Cold weather and transportation were reported as barriers to attend-
ance at all CHCs. Still, 61% of patients attended 3 or more GVs.
Teams shared strategies to improve retention during training ses-
sions. Training significantly improved staff preparedness, motivation,
and knowledge. After implementing GVs, staff reported greater satis-
faction providing care to patients with diabetes (4.33 vs. 3.77, p<
0.001) and rated the potential impact of GVs higher for improving
quality of diabetes care (4.87 vs. 4.42, p=0.01) and reducing racial/
ethnic disparities in diabetes outcomes (4.20 vs. 3.85, p=0.01). Ratings
of text messaging were lower after implementation. CHCs encoun-
tered technical difficulties using the text messaging program and de-
sired more customization.
Implications for D&I Research: Training and co-learning with other
CHC teams supported successful implementation of GVs. The model
was adapted to local resources and patient needs but retained its
“core 4” elements. Staff reported enjoying GVs and expected they
would improve care. Future analyses will compare processes of care
and outcomes for GV and control patients.
Primary Funding Source
HHS Office of Minority Health
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Background: To better serve patients with Autism Spectrum Disorder
(ASD), we implemented the Autism Support Checklist (ASC), a summary
memo in patients’ electronic medical record (EMR). ASCs were obtained
by interviewing caregivers about their youth’s communication, sensory,
and safety needs in healthcare settings. This is an ongoing hybrid pilot
study designed to (1) evaluate two implementation strategies (active/
passive communication) to achieve uptake and (2) determine the ac-
ceptability of the ASC and its impact on improving patient and care-
giver experience by modifying clinician behaviors.
Methods: We employed an embedded mixed methods design
(QUAN + qual) to evaluate individual-level (e.g. satisfaction, accept-
ability) and structural-level (e.g. fidelity) outcomes. We searched for
upcoming appointments for patients who had ASCs and randomly
assigned their clinicians to either an active (in-person training) or
passive (email only) approach. Clinicians completed a web-based
quantitative survey with embedded qualitative measures following
the active/passive intervention and patient appointment. We also
collected quantitative and qualitative data from patient caregivers
via a phone survey following their appointment. Thematic analysis
was conducted to help explain quantitative findings.
Findings: To date we have enrolled 16 clinicians and 12 families and
we will continue collecting data through September 2019. Compared
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to email-only clinicians, in-person training clinicians were more likely
to report modifying their behavior and the difference was statistically
significant. In-person training clinicians also reported higher rates of
utilization, satisfaction, and likelihood to recommend ASC to other
clinicians and patients, although none of these were statistically sig-
nificant. Email-only clinicians reported being unable to find the infor-
mation in the EMR, whereas this was not a reported barrier by the
in-person training clinicians. Other common barriers reported by
both groups included information being too long and lack of time to
read it. Patient caregivers reported similarly satisfied outcomes across
both clinician groups regarding avoidance of identified sensory trig-
gers and ability for clinician and patient to communicate.
Implications for D&I Research: Findings support prior research
highlighting the value of a multifaceted strategy including an active
training component to improve uptake of a clinical tool. Findings
also identify key barriers to successful uptake and implementation of
individualized patient-needs information.
Primary Funding Source
Center for Implementation and Improvement Sciences (CIIS)
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Background: As falling out of HIV-related care can have dire health
consequences for patients and public health implications for HIV
transmission, retaining patients in care is critical. We hypothesize that
expanding patient-provider communication to allow for text messa-
ging in our HIV clinic in South Carolina will result in greater patient
satisfaction and retention, as staff are currently restricted to commu-
nicating with patients using landline telephones. To address this hy-
pothesis and guide intervention development, we conducted
formative interviews with patients and providers to understand text-
ing preferences and barriers/facilitators to implementation.
Methods: Semi-structured in-depth interviews were conducted with
12 individuals receiving HIV-related care and 14 clinic providers, in-
cluding case managers and pharmacists. Interviews were recorded
and transcribed verbatim. The Consolidated Framework for Imple-
mentation Research (CFIR) shaped development of interview guides,
coding structure, and data analysis, which included thematic compar-
isons across CFIR domains between patients and providers.
Findings: Most patients (n=11/12) and providers (n=12/14) supported
adding text message communication. Both groups felt text messaging
would help meet patients’ needs and increase convenience and effi-
ciency but differed in perceptions of complexity and compatibility. Pro-
viders expressed concern about potential overuse by patients and
creating false expectations of instant availability, thus adding burdens
to existing workflows. Providers also worried about the consequences
of patients texting about protected health information (e.g., compliance
violations), whereas patients trusted providers to discretely deliver in-
formation and felt comfortable with the risks of having sensitive
information on their phones, provided it was delivered through a
secure texting application (10/12 preferred a secure application
to plain texting). Some providers perceived text messaging as re-
dundant given existing platforms, such as the online patient por-
tal, whereas patients viewed the patient portal as too difficult to
use and perceived texting as a convenient, less-cumbersome
alternative.
Implications for D&I Research: While patients and providers mostly
agreed on implementation barriers and facilitators, important differ-
ences emerged. Taking both perspectives into account when utilizing
implementation frameworks such as CFIR is critical for developing
successful interventions, especially for those requiring active partici-
pation from providers and patients. Findings are currently being used
to design the text messaging intervention to address provider and
patient needs.
Primary Funding Source
Viiv Healthcare
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Background: Preventing cardiovascular disease (CVD) has been chal-
lenging in many medical underserved areas (MUA). While many ini-
tiatives promote the implementation of ABCS (aspirin therapy, blood
pressure control, cholesterol management, and smoking cessation)
measures, primary care practices lack quality improvement (QI) sup-
port and resources to achieve meaningful targets. The Healthy Hearts
for Oklahoma (H2O) Study implemented a bundled QI intervention
to increase and evaluate adherence to ABCS measures in primary
care practices across Oklahoma.
Methods: H2O partnered with public health agencies and communi-
ties to implement a bundled QI intervention to improve ABCS per-
formance in 263 primary care practices. The intervention bundle
included: (1) physician-led academic detailing, (2) performance feed-
back, (3) practice facilitation by trained and certified facilitators, (4)
health information technology and exchange support, and (5) a list-
serv for sharing best practices and delivering educational material.
The study employed a stepped-wedge design where intervention
was rolled-out in four waves and quarterly ABCS outcomes data were
collected. Changes in ABCS performance was estimated using mixed-
effects linear regression modeling over time post-intervention rela-
tive to control period.
Findings: Compared to baseline, all ABCS measures improved over
time. Performance for aspirin therapy increased by 0.063 (95% CI:
0.044-0.081, p<0.0001) 12-18 months, and by 0.087 (95% CI: 0.037-
0.138, p=0.0008) 24-30 months under intervention. Performance for
blood pressure control increased by 0.043 (95% CI: 0.03-0.056, p<
0.0001) 12-18 months, and by 0.049 (95% CI: 0.015-0.084, p=0.005)
24-30 months under intervention. Performance for cholesterol man-
agement increased by 0.09 (95% CI: 0.015-0.166, p=0.02) 12-18
months, and by 0.157 (95% CI: 0.034-0.280, p=0.02) 24-30 months
under intervention. Performance for smoking cessation increased by
0.167 (95% CI: 0.14-0.193, p<0.0001) 12-18 months, and by 0.165
(95% CI: 0.093-0.236, p<0.0001) 24-30 months under intervention.
Implications for D&I Research: The H2O program was designed to
improve cardiovascular health and outcomes for more than 1.25 mil-
lion Oklahomans. The QI bundle developed and deployed increased
organizational capacity to improve ABCS performance and can serve
as critical resources to assist small, rural practices in adapting to the
ever-changing healthcare environment and delivering quality care to
their communities. Lessons learned from this project can guide fu-
ture strategies for dissemination and implementation of evidence-
based practices.
Primary Funding Source
Agency for Healthcare Research and Quality
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Background: Achieving patient-centered care for patients with atrial
fibrillation requires that clinicians engage in discussions with patients
about the cost of various treatment options. Unfortunately cost con-
versations (CC) between clinicians and patients are not routine and
little is known about how to implement them in practice. As part of
an ongoing hybrid effectiveness-implementation trial, we sought to
examine the effect of a decision aid on the rate of cost conversations
relative to standard care. We also sought to examine additional indi-
vidual and contextual factors that facilitated or hindered CC.
Methods: We reviewed 658 video recorded clinical encounters at 3 of
the 5 sites enrolled in the Anticoagulation Choice Trial (R01HL131535).
We identified the presence or absence of a CC between patients and cli-
nicians in each video. We then conducted logistic regression with pres-
ence/absence of CC as our dependent variable, and DA use, contextual
(practice location) and patient (demographic, risk factors, social determi-
nants) factors as our independent variables. Independent variables were
prospectively collected as part of the trial. We accounted for clinician
clustering in our model.
Findings: CC were observed in 203 (65.3%) and 273 (86.4%) encoun-
ters in standard care and DA arms respectively. DA use was associ-
ated with greater likelihood of CC (DA arm: β =1.37 (95% CI 0.90 to
1.85) versus standard care; p<.0001); Practice setting also mattered
(site1: β =0.91 (95% CI: 0.11 to1.72) versus site 2; p=0.02). Qualitative
analyses of CC themes are ongoing and the full mixed methods ana-
lyses of this data will be available by October 2019.
Implications for D&I Research: Decision aids have long been used to in-
duce shared decision making. When appropriately designed, our findings
suggest they might be effective strategies for influencing clinician behavior
more broadly, including facilitating conversations about treatment costs.
Our findings suggest that contextual factors like practice culture may also
influence these discussions. D&I researchers should consider the potential
role of encounter decision aids as implementation strategies for facilitating
diverse clinician behaviors in clinical encounters and explore innovative de-
signs to “nudge” conversations in patient-centered directions. They may
also explore the role of context in supporting these novel strategies.
Primary Funding Source
National Institutes of Health
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Background: The purpose of this study was to assess the implementa-
tion of a novel person-centered care (PCC) communication tool in Ohio
nursing homes (NH). PCC is a philosophy that recognizes “knowing the
person” and honoring individual preferences. The communication tool
is based on an assessment of NH resident likes and dislikes via the Pref-
erences for Everyday Living Inventory (PELI), which is an evidenced-
based, validated instrument used to enhance the delivery of PCC. The
Ohio Department of Medicaid mandated NHs use the PELI as one of
the factors that determine their daily Medicaid reimbursement rate.
Methods: The Preferences for Activity and Leisure (PAL) Card was devel-
oped to communicate important resident preferences across care team
members and approved by the Ohio Department of Aging as a Quality
Improvement Project. Providers were recruited to create PAL cards for 15-
20 residents. To understand the intervention characteristics and processes
associated with effective implementation, telephone interviews were con-
ducted with providers who completed the project. Calls were recorded,
transcribed verbatim and checked for accuracy. The Consolidated Frame-
work for Implementation Research (CFIR) was utilized as an a priori coding
scheme to identify factors associated with effective implementation.
Findings: A total of n=43 providers registered and n=26 (60%) providers
completed the project, which involved monthly coaching calls and an
end of project telephone interview. Participating providers were not for
profit 46% (n=12), for profit 46% (n=12), and government owned 8% (n=
2). Participants attempted n=439 PAL card interviews with residents and
completed n=414 (94.31%) PAL Cards. Major themes emerging from the
data related to the evidence strength and quality of the intervention as
well as the relative advantage to not assessing preferences (“turns out she
doesn't even like TV and we have just been having her watch TV”), adapt-
ability (tailoring for their needs), trialability (expanding offering of interven-
tion after initial success), and complexity of the intervention (sharing the
work across departments, difficulty using unfamiliar technology).
Implications for D&I Research: The majority of providers were suc-
cessful in implementing PAL Cards for residents with substantial sup-
port from the project manager. Providers reported positive intervention
characteristics of the PAL cards, however, barriers remain that require
additional strategies to successfully implement.
Primary Funding Source
Ohio Department of Medicaid
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Background: Many efforts are underway to facilitate improved utilization
of high quality sexual and reproductive health services (SRHS) among ado-
lescents in the United States. In Chicago, one network of school-based
health centers (SBHCs) chose to implement an integrated model of repro-
ductive healthcare, emulating integrated behavioral healthcare, rather than
uptrain primary care providers (PCPs) in SRHS. The aim of this project was
to assess changes in contraceptive provision after implementation.
Methods: This model includes a certified nurse midwife (CNM) staffing the
SBHCs intermittently and receiving “warm handoffs” from PCPs to provide
longer counseling sessions and dedicated procedure time. Electronic med-
ical records were utilized from before (2016) and after (2018) implementa-
tion to assess change in contraceptive prescriptions, using chi-square tests
of significance. A Poisson regression model was utilized to estimate the in-
cidence rate ratio (IRR) for the likelihood of receiving long acting reversible
contraception (LARC; intrauterine devices and subdermal implants).
Findings: The results revealed significant differences in prescription types
between 2016 and 2018. The percentage of LARC prescriptions (implants
and IUDs) rose from 0.6% to 3.9% (p<0.001). The percentage of prescrip-
tions for emergency contraception and oral contraceptives increased from
9.8% to 24.1% and 14.5% to 30.2%, respectively (p<0.001). The percentage
of patch prescriptions rose from 2% to 7.2% (p<0.001), while there was a
significant decrease in injections, falling from 43.7% of prescriptions in
2016 to 27.1% in 2018 (p<0.001) and no change in prescriptions for the
contraceptive ring. A significant increase in number of prescriptions was
also noted in patients under 18 after implementation of this model, and
the regression model indicated that students were 17.4 times more likely
to get LARC in 2018 as compared to 2016 (p<0.001).
Implications for D&I Research: Access to high quality SRHS, specifically
LARC, remains an implementation challenge in primary care settings, and
these preliminary data suggest that the integrated reproductive health care
model may facilitate the uptake of a wider variety of contraceptive methods,
at a younger age, in a SBHC setting. However, further studies are needed to
rigorously evaluate the impact on both health and patient reported out-
comes, including patient satisfaction and measures of patient centered care.
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Background: Medication reconciliation (MedRec), the process whereby pa-
tients’medication orders are documented and verified, reduces unintentional
medication discrepancies (UMDs). Implementation strategies, which are chal-
lenging in real-world settings, can help to translate clinically efficacious multi-
component interventions into local settings. Using data from a multi-site im-
plementation of MedRec interventions, our goal was to identify and describe
the combinations of implementation strategies used by the sites.
Methods: Interviews were conducted with implementation teams from
hospitals (n=18) that participated in an AHRQ-funded study of MedRec im-
plementation to reduce UMDs. Interview transcripts were coded using a
hierarchical coding system developed employing an inductive/deductive ap-
proach. The frequencies of each implementation strategy at each participat-
ing site were calculated and used in a hierarchical cluster analysis (Ward’s
method with squared Euclidian distances) to group strategies across sites.
Findings: Implementation strategies clustered into seven groups which
were named: Role Preparation, Metrics and Methods, Adaptive Problem
Solving, Role Adaptation, Engagement, Consensus Building, and Quality
Improvement (Table 1). Cluster analysis of the 18 hospitals indicated
three clusters: process focused, procedural focused, people focused.
Implications for D&I Research: Hospitals implementing MedRec in-
terventions can use these strategic clusters to guide their efforts.
Hospital implementation teams can focus their implementation on
processes, procedures, or people to select the group of strategies
most suited to their organizations.
Primary Funding Source
Agency for Healthcare Research and Quality
Table 1 (abstract S44). Hospital clusters, Implementation Strategy
Clusters, and Implementation Strategies

Clusters Implementation Strategies Hospital Clusters

Process Procedure People
Focused

Role Prep Identify and prepare champions X

Facilitate relay of clinical data to
providers

Metrics and
Methods

Recruit, designate, and train staff X

Change records systems

Change workflow systems

Adaptive
Problem
Solving

Tailor strategies to overcome
barriers and honor preferences

Assess for readiness and identify
barriers

Use mass media

Use a quality improvement /
implementation advisor

Role
Adaptation

Use advisory boards and
workgroups

X

Adaptation of existing
interventions

Revise professional roles

Engagement Involve executive boards
and/or sponsors

X X X

Build a coalition

Conduct educational meetings

Consensus
Building

Conduct local consensus
discussions

X

Individualized training sessions

Inform local opinion leaders

Quality
Improvement

Audit and provide feedback X X

Note: X= Most often used implementation strategy clusters by hospital clusters
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Background: Streamlined discharge communication in transitions of
care improvement models improve patient satisfaction, improve pa-
tient self-efficacy, and reduce readmissions. Yet, significant variability
and quality exists in the After Visit Summary (AVS) which is used to
guide patients, caregivers, and non-surgical providers about the
post-discharge needs of the patient. Notably, a poor quality AVS
often leads to increased confusion, administrative burden, and worse
team dynamics. We sought assess the feasibility, fidelity, acceptabil-
ity, and effectiveness of a standardized, patient-centered AVS.
Methods: Our stakeholder team included surgical interns, advanced
practice providers, patient-advisors, nurse managers, floor-nurses, qual-
ity improvement coaches, health literacy experts, and a project man-
ager. This one-year Gastrointestinal Surgery Readmission Reduction
Program was led by two physicians and had significant institutional
support. We employed a tailored, hybrid implementation strategy,
blending components from Lean methodology, the Institute for Health-
care Model for Improvement, and the Consolidated Framework for Im-
plementation Research. We assessed the feasibility (e.g. quality of AVS,
usability of template), fidelity (e.g. template utilization rates), and ac-
ceptability (e.g. direct stakeholder feedback, paging-system audit, pa-
tient call logs), and effectiveness (e.g. 30-day readmission rates and
patient-centeredness) of our intervention (e.g. standardized, patient-
centered AVS). We used a seasonally-adjusted interrupted time series
to assess the effect of the intervention on the number of weekly pages.
Findings: Our AVS template was written at a third grade reading level
but retained all clinically-relevant information. Providers and patients
approved of the overall content, format, and utility, with 66% mean
template utilization (range 41% to 80%). After our intervention, we ob-
served decreased 30-day readmissions (19.7% to 16.0%). Notably, after
introducing the AVS template, pages sent decreased weekly at a rate of
3.67 pages (95% CI = [−15.7, −14.0]), but this was not significant. As a
balancing measure, the number of patient calls in the post-intervention
period remained manageable and clinically-appropriate.
Implications for D&I Research: Reducing variability and improving
the quality of discharge communication, not only improves patient
outcomes, but may also improve workflow for providers. These im-
proved team dynamics may lead to improved buy-in, pull, and readi-
ness for change and are thus important to assess when considering
an intervention that is operationalized by time and resource
deprived-trainees and employees.
Primary Funding Source
University of North Carolina Institute for Healthcare Quality Improvement
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Background: De-implementing medications presents challenges for
providers and patients, potentially distressing patients or creating
mistrust. However, little research has assessed such efforts for in-
haled corticosteroids (ICS): commonly prescribed to patients with
mild/moderate COPD but not recommended. We sought to under-
stand how patients responded when de-implementing an ICS was
recommended.
Methods: We conducted a mixed-methods analysis as part of a
provider-randomized quality improvement project testing a proactive
e-consultation from pulmonologists recommending to discontinue
ICS among patients with mild/moderate COPD if appropriate. PCPs
(n=137) at 13 VHA primary care clinics were included. We completed
20 interviews with PCPs: 14 who were unexposed to the intervention
and 6 who were exposed. We interviewed 8 patients within 3
months of a visit where a recommendation to de-implement their
ICS had been made. We conducted inductive and deductive thematic
analysis of the qualitative data. Forty-eight PCPs returned surveys (24
exposed and 24 unexposed, response rate: 35%).
Findings: Unexposed PCPs perceived patients to be resistant to dis-
continuing ICS and were reluctant to discontinue or change an ICS if
the patient perceived a benefit. PCPs also had misgivings about mak-
ing a change when there was no perceived problem, “if someone is
doing well, why rock the boat?” Intervention exposed PCPs reported
that patients were receptive to the medication change, especially in
the context of potential harm. However, some PCPs did report hesita-
tion from patients who felt the ICS was helping. Patients mostly re-
ported deferring to their PCPs for medication changes. However, one
patient described ICS as “a security blanket” that they preferred to
hold on to. In surveys, 54% of PCPs reported having proposed dis-
continuing or reducing an ICS for a patient in the past 6 months. Of
this group, 90% reported that their patients responded somewhat or
very receptively, and 80% discontinued the ICS or switched to an-
other medication.
Implications for D&I Research: While PCPs were concerned with
how patients would respond to discontinuing an ICS, interviews with
exposed PCPs and surveys suggested patients were receptive to this
change. For future de-implementation strategies, it may be possible
to use these findings to address provider concerns regarding antici-
pated patient reactance.
Primary Funding Source
Department of Veterans Affairs
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Background: A consistent approach to delivery of pharmacy services
is critical to achieve expected clinical outcomes and facilitate scale
up. To ensure these services are being delivered as intended, fidelity
should be measured as a key implementation outcome. The purpose
of this study is to develop and validate a tool to evaluate pharma-
cists’ self-reported adherence to the comprehensive medication man-
agement (CMM) patient care process, a patient-centered approach to
optimizing medication use.
Methods: As part of a larger study, a well-defined protocol for CMM
was developed and formed the basis for the CMM Patient Care
Process Fidelity Assessment (CMM PCPFA). The CMM PCPFA was ini-
tially vetted for content validity with seven pharmacists using Rubio
el al.’s (1) methodology. A pretest of the tool was conducted with 42
pharmacists, which was unable to establish validity due to lack of
variance. Cognitive interviews were conducted, and the measure was
refined based on those findings. To ensure broader respondent type,
a pilot test was conducted with 134 pharmacists within 78 care set-
tings to establish reliability and construct validity.
Findings: Results from the content validity analysis supported the
survey items’ relevance, clarity, and alignment for each domain mea-
sured. Interrater agreement was 0.96. A multi-level Cascade Model
was conducted on the pilot data to account for the nesting. The
model fit the data well (χ2 (1) = 0.10, p = 0.77; RMSEA = 0.00; CFI =
1.00; TLI = 1.00; SRMR = 0.002) generally indicating that the domains
built on each other as designed. Cronbach’ alphas were above 0.90
for all except the last domain (0.40). The final CMM PCPFA consisted
of 32 items across 5 domains (i.e., collect and analyze information, as-
sess the information and formulate a medication therapy problem
list, develop the care plan, implement the care plan, and follow up
and monitor) with a 5-point scale ranging from 0 to 100% of CMM
visits.
Implications for D&I Research: Reliability, content validity, and con-
struct validity were found for the CMM PCPFA. The creation of this fi-
delity assessment is novel in pharmacy practice and provides
pharmacists, pharmacy leadership, and researchers a pragmatic way
to measure adherence to the CMM patient care process.
Primary Funding Source
American College of Clinical Pharmacy and the American College of
Clinical Pharmacy Research Institute
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Background: Addressing the needs of older, complex, co-morbid pa-
tients is essential to reducing costs in the U.S. healthcare system.
However, the structure of our healthcare system presents barriers to
finding novel approaches to care for this cohort. Pockets of excel-
lence across the country in high-performing hospitals are evident,
however, and their efforts provide meaningful lessons.
Methods: We utilized a mixed method, positive deviance approach
to identify 92 hospitals in the U.S. that performed in the top 20%
across three metrics: 90-day mortality rate, 90-day readmission rate,
and percent of days in community (absent of institutional care). From
the list of 92, we chose 6 hospitals based on geographic dispersion
and greater than 500 high-need patients served. In visits to the hos-
pitals between May and October 2018, we conducted 136 leadership
and staff interviews at the 6 high-performing hospitals. Following the
site visits and analysis of the interviews, we convened a one-day in-
person meeting in June 2019 with 9 representatives from the 6 high
performing sites to obtain participant validation of our research find-
ings and brainstorm innovative solutions to the challenges of imple-
menting change.
Findings: High-performing hospitals report that they create structure
to support change while working within the local and regional mar-
ket context. They explicitly define characteristics of high-need older
patients and expand the scope of care beyond hospital boundaries.
By extending their efforts into the community, these hospitals are
able to leverage their expertise and programs to support their pa-
tients. Follow-up with the high-performing hospitals has revealed the
dynamic nature of change within these hospitals: While alignment
across provider groups remains elusive in many settings, high-
performing hospitals prioritize a balance between standardizing and
individualizing care strategies and solutions. The high-performing
hospitals also found significant benefit to being part of a larger sys-
tem; however, they report the systems do not optimize full efficiency,
especially relating to innovation dissemination.
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Implications for D&I Research: Strategies to address the care re-
quirements of high-need older patient populations remain elusive
for many hospitals. Findings from this study provide important in-
sights to the challenges hospitals face and suggest practical solu-
tions for the care of this high-need population.
Primary Funding Source
Peterson Center on Healthcare
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Background: Standardized labor induction protocols improve ob-
stetric outcomes. However, these protocols are complex and diffi-
cult to implement. The Consolidated Framework for
Implementation Research promotes strategies to simplify execu-
tion as a part of the planning process. To best prepare our proto-
col for implementation success, we aimed to identify the
individual induction protocol components most associated with
effectiveness. The overarching goal was to simplify our induction
protocol prior to multi-site implementation.
Methods: This is a secondary analysis of an RCT comparing time
to delivery among four labor induction methods. All patients en-
rolled in the trial had their labor managed with a
multidisciplinary-developed, evidence-based labor induction proto-
col. For each patient’s induction, we assessed fidelity to 7 proto-
col components. Primary effectiveness outcomes were cesarean
delivery, maternal morbidity, and neonatal morbidity. Bivariate
analyses assessed association of each fidelity measure with each
primary effectiveness outcome. Multivariable logistic regression
determined independent predictors of each outcome while con-
trolling for demographic and clinical factors known to impact our
outcomes.
Findings: The 491 patients enrolled in the randomized trial were
included in this analysis. While multiple fidelity measures were as-
sociated with each outcome in bivariate analysis, only 1-2 were
found to be independent predictors of effectiveness outcomes in
multivariable analysis. For cesarean delivery, only (1) “if active
labor was reached, all active exams were performed ≤2.5 hours
apart” was an independent predictor. For maternal morbidity, (1)
“if a foley catheter was utilized, it was removed by 12 hours from
placement” remained significant. For neonatal morbidity (1) “all
latent exams were performed ≤4.5 hours apart” and (2) “if active
labor was reached, all active exams were performed ≤2.5 hours
apart” remained independent predictors. Of the independent pre-
dictors of effectiveness, most reflected the overarching concept
“frequent exams in labor will allow for more frequent interven-
tion when no change is made”.
Implications for D&I Research: Studies determining the relation-
ship between fidelity to individual protocol components and im-
proved effectiveness can simplify interventions prior to large-
scale implementation, a strategy with potential to increase imple-
mentation success. Specifically, these data will be used to stream-
line our protocol to best target cesarean rate and maternal/
neonatal morbidity prior to a planned type I hybrid
implementation-effectiveness trial.
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National Institutes of Health
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Background: Cervical cancer is a leading cause of death for women
in low and middle-income countries (LMICs). Secondary prevention is
possible through treatment of high-grade cervical pre-cancer. In
LMICs, the most common treatment for pre-cancer is gas-based cryo-
therapy, which poses significant accessibility challenges due to the
ongoing expense of gas and the difficulty of storing and transporting
heavy gas cylinders. A randomized trial is currently underway to
compare the efficacy of gas-based cryotherapy with two alternatives
designed for use in LMICs: CryoPen® (non-gas cryotherapy) and ther-
mal ablation with a handheld device. Patient acceptability of these
new methods is assessed in the context of this trial, and cost-
effectiveness analyses will be carried out across sites.
Methods: Data in El Salvador, Colombia, and China have been col-
lected from 528 women randomized to three treatment arms: CO2-
gas cryotherapy, CryoPen®, and thermal ablation. Acceptability as-
sessments included pain before, during, and after treatment, side-
effects, and satisfaction with treatment at a follow-up visit. Percent-
ages and chi square tests were used to describe and compare find-
ings across the study treatments.
Findings: There were no differences in pain levels before and after
treatment, but women who underwent thermal ablation reported
more pain during treatment than those in other treatment arms
(cryotherapy = 2.31±2.57, CryoPen 2.97± 2.70, and thermoablation =
3.41±2.8, p= .004). Pain during treatment also varied significantly
across sites (China = 1.56±1.99, Colombia = 2.65±2.64, El Salvador =
4.38±2.65, p<.001). At a 6-week follow-up visit, most participants
(96%) reported experiencing at least one side effect, the most com-
mon being fluid discharge (94.4%). Most women (89%) reported they
would recommend the treatment they received to a friend, citing as
reasons that it was “non-surgery”, “not complicated”, “quick”, and
“not very uncomfortable”. To date, 90% of women report being very
satisfied with the treatment, 7% somewhat satisfied, and 3% neutral.
Implications for D&I Research: Innovative treatments are urgently
needed in global healthcare. However, to meaningfully reduce the
burden of disease, development of new technologies must be ac-
companied with multi-level contextual assessments. One strategy is
to include implementation research in the design of efficacy trials.
The present study offers an example of this approach.
Primary Funding Source
National Institutes of Health
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Background: Despite the public health burden of fall-related injuries,
evidence-based fall-prevention programs are rarely effectively inte-
grated into primary care. The national STRIDE study, a multisite
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cluster randomized pragmatic trial funding by the NIA and PCORI,
aimed to reduce serious fall-related injuries among non-
institutionalized older adults by embedding a falls care manager
(FCM) within trial practices to create individualized fall-reduction care
plans for high risk older adults. To better understand how fall pre-
vention interventions might be implemented in primary care, we
conducted this implementation study to accompany the effective-
ness trial to form a hybrid type 1 effectiveness-implementation
study.
Methods: We developed and piloted an interview guide based on
the Consolidated Framework for Implementation Research (CFIR) and
conducted telephone semi-structured interviews with key personnel
involved with the STRIDE intervention: FCMs (n=13), groups of 2-3
study staff from each site (n=10), a group of 3 informants from the
National Patient Stakeholder Council (n=1), and a group of 3 infor-
mants from the STRIDE Central Project Management (n=1). A code-
book based on the CFIR was developed and iteratively refined using
both inductive and deductive approaches. Code were applied to
FCM interviews and the research team reviewed all coded data to
determine themes. The remaining interviews will be coded and ana-
lyzed by November 2019.
Findings: Analysis identified themes related three major CFIR con-
structs that impacted STRIDE study implementation. Themes related
to “Intervention Characteristics” included variable partnerships with
providers, financial burden of intervention, and particularly challen-
ging portions of the intervention protocol. Themes related to “Char-
acteristics of Individuals” included individual readiness of change,
declining patient health, and challenges of transportation. Themes
related to “Inner Setting” included practice climate, limited integra-
tion of STRIDE workflow into the practice, and variability in available
practice resources.
Implications for D&I Research: Successful clinical interventions to
support the health of the rapidly growing population of older adults
with complex health needs often entail highly comprehensive assess-
ments and complex, individualized interventions. This may limit im-
plementation and effectiveness. Our findings indicate several
important characteristics of the intervention, individuals, and practice
setting that may pose barriers to implementation. Implementation
strategies and adaptations may be considered to address these
determinants.
Primary Funding Source
National Institutes of Health
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Background: Patient navigation is a promising approach to decrease
disparities in cancer screening. The Colorectal Cancer Control Pro-
gram (CRCCP) is a federally-funded program that reached over 600
clinics serving over 1 million medically underserved patients, ages
50-75, from 2015-2018. Scant data directly from patient navigators
(PNs) exist describing their environments and how they help patients
complete colorectal cancer (CRC) screening. We assessed PN charac-
teristics and their activities in the CRCCP to inform optimal PN train-
ing and support going forward.
Methods: We conducted a cross-sectional online survey among PNs
affiliated with CRCCP-funded awardees to assess their demographic
characteristics, professional training, navigation settings, patient bar-
riers, and activities delivered. CRCCP awardees included state, univer-
sity, and tribal entities; all (30 of 30) provided valid email contact
information for their PNs (N=847). A total of 236 (27.9%) PNs com-
pleted the survey.
Findings: One hundred and seventy-two respondents (72.3%) re-
ported they currently navigate for CRC screening. Most CRC PNs were
female (93%), high-school educated (90%), and helped patients man-
age conditions in addition to cancer (83%). Many PNs were non-
White (47%), relatively new to navigation (54% <5 years in role), not
clinically trained (36%), and employed by government agencies
(46%). Patient barriers reported by ≥75% PNs included: lack of know-
ledge about cancer, cancer screening procedures, and the benefit of
screening; lack of motivation to get screened; transportation chal-
lenges; and lack of health insurance. Navigation activities reported
by ≥75% of PNs included: talking to patients in clinics about screen-
ing; providing one-on-one education; and assessing patient barriers
to screening. Clinically-trained PNs were more likely to help patients
understand the bowel prep process (68.8%) and access associated
materials (56.3%) compared to PNs without clinical training (40.3%
and 29.0%, respectively; P value<0.001 for all).
Implications for D&I Research: This study is the first to examine PN-
reported navigation environments and activities delivered within the
CRCCP. PN activities focused on patient education and barrier assess-
ment. PNs can play key roles in several evidence-based strategies to
increase CRC screening, including patient reminders and reducing
structural barriers; our findings suggest these are potential areas for
additional PN training and support in the CRCCP.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: Colorectal cancer (CRC) is a leading cause of cancer
death in the United States. The U.S. Preventive Services Task Force
recommends a variety of colorectal cancer screening tests, including
colonoscopy. Patients experience several barriers to completing col-
onoscopy, and low rates of colonoscopy completion contribute to
worse CRC health outcomes, particularly in populations at-risk for
health disparities. A promising patient navigation program increased
colonoscopy completion rates among patients served by the Centers
for Disease Control and Prevention’s Colorectal Cancer Control Pro-
gram (CRCCP) in New Hampshire. The purpose of the present study
was to evaluate implementation and effectiveness of an adapted ver-
sion of this patient navigation program in a new setting.
Methods: We partnered with a CRCCP grantee implementing a state-
wide cancer screening program providing no-cost colonoscopy to
low- income and un/under-insured clients to implement and evalu-
ate the patient navigation program. Core elements of the adapted
program include a six-topic protocol delivered telephonically by a
registered nurse patient navigator (PN) to patients before and after
colonoscopy, and an electronic system to collect and monitor partici-
pant data. We provided training and implementation technical assist-
ance (TA), assessed the degree of implementation, and evaluated
effectiveness using a randomized controlled trial. TA topics
highlighted implementation adaptations and challenges.
Findings: The CRCCP grantee randomized 402 participants to inter-
vention and screened them for eligibility; 347 participants were ran-
domized to control. The PN was unable to contact 54% of
intervention participants. Of those reached, 45% were eligible, and,
of those, 97% enrolled in the intervention. Among enrolled partici-
pants, 74% were Hispanic/Latino and 46% required an interpreter.
Fifty-four (75%) enrolled participants completed colonoscopy, com-
pared to only 40 (12%) participants in the control group.
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Implications for D&I Research: The majority of patients enrolled in
navigation completed colonoscopy; however, implementation chal-
lenges highlight opportunities for dissemination and implementation
research to optimize navigation. Program adaptations, including use
of a non-nurse navigator, impact feasibility and could reduce pro-
gram implementation costs. Difficulty reaching participants by phone
may diminish the potential public health impact of this intervention
with some populations. Future research that examines offering navi-
gation to risk-stratified populations and alternative contact methods
may enhance navigation reach and effectiveness, and facilitate pro-
gram sustainability.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: Colorectal cancer screening by annual fecal immuno-
chemical test (FIT) is an accessible and cost-effective strategy to
lower colorectal cancer incidence and mortality. However, this mode
of screening depends on follow-up colonoscopy after an abnormal
FIT result to prevent cancer or find it in early, treatable forms. Unfor-
tunately, nearly one-half of FIT-positive patients fail to complete this
essential screening component, negating any benefit of FIT screen-
ing. Health-system-level interventions, such as patient navigation,
may improve follow-up colonoscopy adherence, but such interven-
tions are costly. To deliver patient navigation cost-effectively, systems
could target navigation to patients who are unlikely to complete the
procedure on their own.
Methods: Two studies contribute to this work. First, our team de-
veloped a colonoscopy adherence risk prediction model, using
demographic and health care utilization variables commonly
found in the electronic health record of Kaiser Permanente North-
west (KP NW) patients. The Evaluating the Adoption and Imple-
mentation of an Evidence-Based Patient Navigation Intervention
for Colonoscopy Screening (CDC SIP 16-001) study piloted the
use of the risk prediction model at KPNW to prioritize FIT-positive
patients who needed navigation and tested the effectiveness of
navigation for follow-up colonoscopy completion. The ongoing
Predicting and Addressing Colonoscopy in Safety Net Settings
(PRECISE; NIH R01CA218923) patient-randomized trial will valid-
ate the risk prediction model in a large and diverse community
health center. PRECISE will determine whether patient navigation
raises rates of colonoscopy adherence overall and among patients
in each probability stratum (low, moderate, and high probability
of adherence without intervention). We will also report cost-
effectiveness of the program.
Findings: A total of 458 KP NW patients were randomized to receive
patient navigation or usual care. Among patients in the lower prob-
ability groups (<65%), patient navigation increased colonoscopy
completion by 9 percentage points and decreased days to colonos-
copy by more than two weeks. The re-development of the risk pre-
diction model for a large, diverse community health center will be
discussed.
Implications for D&I Research: These clinical trials showcase an in-
novative and data-informed way to select patients for patient naviga-
tion, with the overarching goal of lowering implementation costs
and promoting maintenance and broad adoption of patient naviga-
tion programs.
Primary Funding Source
National Institutes of Health
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Background: Digital recruitment messages offer promise to improve the
reach, success, and personalization of recruitment efforts for clinical trials.
Screen ASSIST, a smoking cessation trial that offers cessation resources to
smokers undergoing lung cancer screening (LCS), utilizes a novel video
platform to create and send brief recruitment videos to eligible smokers.
However, little empirical research has identified which video message com-
ponents are most relevant and effect intent to participate in clinical trials.
Methods: In January 2019, study recruitment messages were tested in
an online experiment of current smokers eligible for LCS (N=281). Par-
ticipants were randomized to a 2x2 factorial design to test two recruit-
ment message components:1) risks of continued smoking vs. benefits
of quitting;2) cost of not participating vs. benefits of participating in the
study. The aims of the study were to:1) test successful dissemination of
the recruitment messages;2) determine which recruitment message
components yielded greater perceived relevance and/or intent to par-
ticipate in a trial;3) explore the relationship between message relevance
and intent to participate. Message relevance was measured on a 2-
item, 5-point scale (M=3.70,SD=1.05) and intent to participate was mea-
sured on a 5-item, 7-point scale (M=4.25,SD=1.70).
Findings: In total, 82% of participants (n=230) watched their entire re-
cruitment message (Mdn=3:01mins). Participants randomized to the
risks of continued smoking factor reported greater message relevance
(M=3.71,SD=1.00,p=.88) but lower intent to participate (M=4.11,SD=1.75
p=.22). Participants randomized to the cost of not participating factor
reported lower message relevance (M=3.67,SD=1.09,p=.56) but greater
intent to participate (M=4.29,SD=1.76,p=.63). Overall, participants who
watched a message containing the benefits of cessation and cost of
not participating reported the greatest intent to participate in a cessa-
tion trial(M=4.41,SD=1.66,p=.63). Controlling for message condition and
participant sociodemographic and smoking factors, greater perceptions
of message relevance significantly predicted greater intention to par-
ticipate in a cessation trial (b=.44,p<.001).
Implications for D&I Research: Digital recruitment strategies using a
brief video have the potential to be low-burden, high-yield methods for
improving study recruitment to clinical trials. Findings from this study de-
termined the optimal digital recruitment message for Screen ASSIST, and
offer insight on how to develop, rigorously evaluate, and disseminate re-
cruitment messages for future smoking cessation interventions.
Primary Funding Source
National Institutes of Health
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Background: One of the benefits of eHealth interventions is the ability
to continuously monitor acceptability of the intervention by end users.
Given the rapid pace of sociotechnical evolution—i.e., changes in indi-
viduals’ perceptions and use of technology as well as the technology
itself—this feature is critical for implementation and sustainment. How-
ever, there are few examples of how this feature has been deployed in
research trials. This presentation describes our ongoing tracking of ac-
ceptability and engagement in SMART, an online, stepped-care HIV pre-
vention program for adolescent men who have sex with men (AMSM)
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aged 13–18, for whom no tailored evidence-based HIV prevention pro-
grams currently exist despite a substantial health disparity.
Methods: The SMART Program comprises a suite of three self-paced,
multimedia health education interventions (SMART Sex Ed [SSE], SSE
2.0, SMART Squad) and one videoconferencing motivational interview-
ing protocol (SMART Sessions), currently being tested nationally in a
year-long, sequential, multiple-assignment, randomized trial. Recruit-
ment is ongoing, with 749 enrolled as of July 15, 2019.
We assessed acceptability and engagement via three mixed-methods
sources: (a) the Intervention Acceptability and Tolerance (IAT) scale ad-
ministered after each component and at the 12-month follow-up, (b)
user rating and feedback pages throughout the intervention applica-
tion, and (c) user meta-data (e.g., page clicks, device).
Findings: IAT scores for each component are consistently high (>90%
agree or strongly agree) across all constructs (e.g., helpful, relevant, ap-
propriate, convenient) except for fun in SSE (88.2%) and convenience in
Sessions (79.3%). Similarly, 97.2% of the nearly 7,800 in-application rat-
ings were positive on a thumbs-up/down scale. AMSM who completed
SSE and Squad spent on average 107 and 110 minutes in the respect-
ive interventions. Most AMSM accessed SMART at night, and iOS was
the most popular operating system (45.8%). Qualitative responses from
the IATs and the SSE/Squad feedback pages will be presented. Results
will be refreshed with data collected through November 2019.
Implications for D&I Research: eHealth interventions offer a plethora
of data that can be used to monitor intervention engagement and
acceptability over time to inform implementation, ongoing adapta-
tion, and sustainment. Future directions include developing new
methods to process and use these data in a timely manner.
Primary Funding Source
National Institutes of Health
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Background: Cancer survivors who use tobacco face increased risk of
poor treatment outcomes, additional primary cancers, and mortality.
While practice guidelines recommend routine screening and referral to
tobacco use treatment (TUT), competing demands of cancer care pose
challenges in implementing these practices. To address this gap, we
evaluated the feasibility of a multi-level intervention that incorporates:
(1) mhealth-based cognitive behavioral therapy (mCBT), telephone
counseling, or in-person group counseling options for patients; (2) an
electronic health record (EHR)-based TUT referral system; and (3) strat-
egies to connect clinics with a state-funded TUT program.
Methods: We used mixed-methods to understand acceptability and feasi-
bility of the intervention to patients and providers and to inform tailored
changes to the intervention. Focus groups with providers and staff in
medical and surgical oncology clinics were conducted prior to implemen-
tation (n = 14). Qualitative interviews with 13 physicians specializing in
medical, radiation, or surgical oncology were conducted after implementa-
tion of the EHR-based referral system. Structured surveys with patients
were conducted at baseline (n = 87) and at 12-week follow-up (n = 22).
Findings: Focus groups revealed concerns about low capacity for
screening patients for tobacco use and limited space in clinics for in-
person counseling. In qualitative interviews, physicians considered the
EHR-based referral system to be burdensome, and expressed a prefer-
ence for sending lists of patients who use tobacco to the state-funded
TUT program, which would not interrupt clinical workflow. Physicians
indicated that timing of in-person counseling depended on the pa-
tient’s stage of recovery, as patients recently diagnosed with cancer
may be less receptive to counseling. Preliminary data on patient ac-
ceptability of treatment options complement these findings. The
majority of patients (80%) opted for either mCBT or telephone counsel-
ing, which most of these patients (>60%) chose because the interven-
tion modality was convenient and could be done from home.
Implications for D&I Research: This study demonstrates the acceptabil-
ity and feasibility of an evidence-based, multi-level TUT intervention from
the perspective of both patients and providers, and points toward refine-
ments to facilitate its implementation in cancer care settings. Further data
collected in this ongoing study will reveal opportunities to address bar-
riers related to clinic space, workflow, and patient-level factors.
Primary Funding Source
University of Florida Health Cancer Center
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Background: We implemented a participatory quality improvement
strategy in eight primary health care units of Ethiopia to improve
utilization and quality of maternal and newborn health services.
Methods: We evaluated the effects of this strategy using a mixed
methods research. The changes in maternal and newborn health (MNH)
care indicators between 39 communities that received the intervention
and 148 communities that did not receive the intervention were com-
pared using before-and-after cross-sectional surveys of women with chil-
dren 0 to 11 months of the 187 kebeles in March 2016 and November
2017.Propensity scores were used to match the intervention with the
comparison communities at baseline and difference-in-difference analyses
were used to estimate intervention effects. The qualitative method in-
cluded 51 in-depth interviews of community volunteers, health extension
workers, health center director, health center staff and project specialists.
Findings: The difference-in-difference analyses indicated that 7.6
%-points (95% confidence interval [CI]: -0.0-15.3 %) increase of receiv-
ing early antenatal care between baseline and follow-up surveys in the
intervention area is attributable to the strategy. Similarly, the interven-
tion effect on skilled delivery and postnatal care in 48 hours of the
mother, were respectively, 7.9 % (95% CI: 1.8-13.9 %), 15.3 % (95% CI:
7.4-23.2). However, there was no evidence that the strategy affected
the seven other maternal and newborn health care indicators consid-
ered. Interview participants expressed that the participatory design and
implementation strategy helped them to realize gaps, identify real
problems, and design appropriate solutions, as well as create owner-
ship and shared responsibilities to implement innovations.
Implications for D&I Research: Community participation in planning
and monitoring maternal and newborn health service delivery is effect-
ive in improving utilization of some of the high impact maternal and
newborn health services. The study supports the notion that participa-
tory community strategies should be considered to foster community-
responsive health systems.
Primary Funding Source
BMGF

Clinical Care Settings: System-level
Interventions
S59
Adaptation and fidelity of serious illness care program across
primary care settings in the US and Canada
Seiko Izumi1, Danielle Caron2, Angela Combe3, Patrick Archambault2,
Nicholas Shankle1, LeAnn Michaels1, David Dorr1, Annette Totten1
1Oregon Health & Science University, Portland, OR, USA; 2Université
Laval, Quebec City, QC, Canada; 3Oregon Health & Science University, La
Grand, OR, USA
Correspondence: Seiko Izumi (izumis@ohsu.edu)
Implementation Science 2020, 15(Suppl 1):S59

mailto:rtheis@ufl.edu
mailto:gizachew_tadele@et.jsi.com
mailto:izumis@ohsu.edu


Implementation Science 2020, 15(Suppl 1):25 Page 25 of 73
Background: The Serious Illness Care Program (SICP) intends to en-
courage Advance Care Planning with patients who are living with
serious illness. Although evidence shows effectiveness of SICP, little
is known how to implement SICP in primary care settings. As part of
PCORI funded trial comparing effectiveness of two different ap-
proaches for SICP, we examine the implementation process of SICP
in 42 primary care settings in the US and Canada. We will present
the challenges, strategies, and outcomes of SICP implementation in
multiple primary care settings.
Methods: We planned a type 2 hybrid design blending clinical effect-
iveness trial and implementation research.1 As the interventions of
the trial, we have randomly assigned and implemented clinician-
focused versus team-focused SICP in equal arms of 21 clinics. Study
facilitators assigned to a group of clinics work closely with key stake-
holders (e.g., clinicians, team members, staffs, administrators) provid-
ing SICP training and integrating the program into their practice, and
collect information regarding implementation process. Investigators
interviewed the facilitators about the implementation experience
and process of adapting SICP. Qualitative interview data are analyzed
using the adaptation framework.2

Findings: The trial began December 2017 and is ongoing. A major
challenge has been balancing adaptation and fidelity of the interven-
tion. To allow modification to suit the local context of each setting
while ensuring fidelity, we provided a list of key aspects of the inter-
vention that can and cannot be modified. Facilitators found that
there were not many modifications in SICP training, and great vari-
ation in implementation process by clinics: e.g., team members to be
involved, decision making process, and how to adapt SICP into work-
flow. The majority of variations were due to the clinic structure, team
membership, clinic culture, and population served.
Implications for D&I Research: Interventions that involve interprofes-
sional team members add complexity and require coordinated tailor-
ing of the intervention, yet may contribute to more engagement and
sustainability depending on the culture of the clinic. Our strategies
and lessons learned from this study could inform implementation of
similar interventions across a broad range of clinical settings.
Primary Funding Source
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Background: The Department of Veterans Affairs (VA) established a
national collaborative (HIT) composed of regional teams of interdis-
ciplinary and interspecialty providers, leaders, and staff tasked with
supporting local implementation strategies to increase curative treat-
ments for hepatitis C (HCV). The primary aim of this longitudinal
evaluation was to assess how site-level implementation strategies
were associated with HCV treatment initiation over time.
Methods: HIT representatives from each VA site (N=130) were asked
over four consecutive fiscal years (FYs) to complete a survey examin-
ing the use of 73 implementation strategies organized into 9 clusters
as described by the Expert Recommendations for Implementing
Change study. The number of Veterans initiating HCV treatment at
each site was captured using administrative data. Descriptive, non-
parametric, and multivariate analyses were conducted on the respon-
dents in FY15 (N=80), FY16 (N=105), FY17 (N=109), and FY18 (N=88).
Findings: Of 130 sites, 127 (98%) responded at least once and 54
(42%) responded all 4 years. The mean number of strategies en-
dorsed in each year were FY15: 25±14, FY16: 28±14, FY17: 26±15,
and FY18: 35±26. The most commonly endorsed strategies across all
years were: data warehousing techniques, tailoring strategies to de-
liver HCV care, and intervening with patients to promote uptake and
adherence to HCV treatment. In FY15, the strategies associated with
treatment starts (“successful strategies”) focused predominantly on
developing interrelationships between stakeholders. In subsequent
years, successful sites utilized different strategies appropriate to the
project lifecycle: evaluative and iterative strategies in FY16, training
and educating stakeholders in FY17, and providing interactive assist-
ance in FY18. One strategy (“identify early adopters to learn from
their experiences”) was significantly associated with HCV initiation
treatment in each year.
Implications for D&I Research: We found that while the number of
implementation strategies remained relatively stable over time, suc-
cessful sites focused on different implementation methods over time.
These results add to our understanding of changes in implementa-
tion strategies over time and across stages of planning, implementa-
tion, and sustainability in a national HCV quality improvement
initiative. Understanding the shifts in the strategies associated with
successful treatment initiation over time can provide important infor-
mation for similar programs.
Primary Funding Source
Department of Veterans Affairs
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Background: Teleophthalmology is a greatly underutilized, evidence-
based method of diabetic eye screening recommended by the American
Diabetes Association. Diabetic eye disease is the leading cause of blind-
ness among working-age U.S. adults. Teleophthalmology has tremendous
potential to prevent avoidable blindness, but has been challenging to
successfully implement in U.S. primary care clinics. We tested the hypoth-
esis that the NIATx Model, a systematic behavioral healthcare process im-
provement framework, could be adapted to increase teleophthalmology
use and diabetic eye screening rates in a rural primary care clinic.
Methods: Patients and clinical stakeholders (i.e., primary care pro-
viders, patient care staff, and administrators) were recruited in March
2017 from the Mile Bluff Medical Center, a rural U.S. health system
where a teleophthalmology program was established in 2015 for all
primary care clinics, but the program was very underutilized. We
adapted the NIATx Model to guide stakeholder meetings and used
PDSA (plan-do-study-act) cycles to test strategies for increasing tele-
ophthalmology use at one (Mauston) of five Mile Bluff primary care
clinics. Our approach aimed to tailor implementation strategies, de-
veloped and selected by our stakeholders, to an individual clinic’s
needs and resources. The primary outcome measures were tele-
ophthalmology use and diabetic eye screening rates, which were
assessed with a patient phone survey and medical chart review. Dif-
ferences in screening rates were tested using chi-square tests.
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Findings: Nine patients and 23 clinical stakeholders participated in 22
meetings from May 2017-October 2018. Strategies tested at the Maus-
ton clinic included a patient rooming checklist, quarterly provider per-
formance reports, provider performance-based financial incentives, and
patient reminder calls. Teleophthalmology use increased 5-fold at the
Mauston clinic compared to 0.4-fold at the other clinics (p = 0.03). Over-
all diabetic eye screening rates at Mile Bluff increased from a baseline
of 47.4% in 2015 to 64.0% in 2018. We created an implementation tool-
kit to facilitate dissemination of our teleophthalmology implementation
package to other U.S. health systems.
Implications for D&I Research: We adapted the NIATx Model to pro-
vide stakeholder-engaged, tailored implementation of a complex
intervention to increase teleophthalmology use in primary care. Our
freely-available online toolkit may serve as a guide for implementing
other complex preventive care interventions in primary care settings.
Primary Funding Source
National Institutes of Health
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Background: A learning healthcare system approach that focuses on
pragmatic implementation evaluation of early pilots has been recom-
mended for precision medicine to support implementation, future
adaptation and spread.
Methods: The Humanwide precision health initiative in primary care in-
cluded: 1) health coaching; 2) four digital health tools for blood-
pressure, weight, glucose, and activity; 3) pharmacogenomic testing;
and 4) genetic screening/testing. We conducted semi-structured inter-
views with a sample of patients, providers, and staff; and chart reviews
for all 50 participating patients. We analyzed interview transcripts and
observational meeting notes using a consensus approach, relying on
multiple coders and input from research team and stakeholders. Emer-
gent themes were mapped to implementation science constructs pene-
tration/reach, acceptability, feasibility, sustainability.
Findings: 42% of participating patients received all four components of
Humanwide, representing overall reach/penetration. Reach/penetration
for individual components ranged from 94% (pharmacogenomics) to
64% (digital health). Patients and providers reported Humanwide was ac-
ceptable and engaged them holistically, supported faster medication ti-
tration, and strengthened patient-provider relationships. All patients
clinically benefitted from participation in Humanwide. Challenges to feasi-
bility included: low provider self-efficacy for supporting genetics and
pharmacogenomics; difficulties with data integration; patient technology
challenges; and lack of staffing support. Additional concerns around fi-
nancial burden for patients surfaced with respect to sustainability.
Implications for D&I Research: Precision health embedded in primary
care can be a success; patients are both enthusiastic and receive high
quality care. Barriers to implementation are straightforward, though not
easily overcome. To facilitate implementation of precision health in pri-
mary care, we recommend health systems invest in training and solu-
tions that embed smart EHR solutions in well-mapped workflows and
pay a small early tax by staffing and integrating additional lower-wage
specialists/staff (e.g., medical assistants) in team-based care. We con-
tend that successful integration into primary care also hinges on using
the learnings from implementation science to inform integration of
cutting-edge technology into healthcare workflows. This will support
systems in addressing the responsibility of meeting our patients at the
crossroads of innovative science and existing clinical systems, while
also providing the resources needed for primary care teams to practice
medicine of the future.
Primary Funding Source
Stanford Health Care
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Background: Rural veterans with post-traumatic stress disorder
(PTSD) comprise 9.2% of all patients enrolled in the Veterans Affairs
Health Care System (VA). Prior research indicates these patients ex-
perience little to no improvement in symptoms over time. Trauma-
focused psychotherapy is the first-line treatment for patients with
PTSD, primarily provided at larger urban VA Medical Centers. How-
ever, travel barriers including lengthy driving times limit rural pa-
tients’ access to these services. Telemedicine Outreach for PTSD
(TOP) is a virtual evidence-based practice involving telephone care
management and telepsychology that engages rural patients’ in
trauma-focused psychotherapy. This study examined the costs of
implementing TOP from a health system perspective.
Methods: Implementation costs were ascertained as part of a stepped
wedge cluster randomized trial. All five sites initially received a standard
implementation strategy, which included internal facilitation, funded care
managers, dissemination of an operations guide, training materials and
technical support. A subset of clinics subsequently received enhanced
implementation, which included external facilitation and the incorpor-
ation of clinical processes of TOP into the existing clinic workflow. We
measured clinic-level costs for each implementation strategy using pro-
ject records and structured activity logs tracking personnel-level time de-
voted to implementation activities. Activities were tracked by site
principal investigators, care managers, and external facilitators. We mone-
tized time devoted to implementation activities by applying an oppor-
tunity cost approach using wage data from VA administrative databases
and the Bureau of Labor Statistics. We conducted descriptive analyses of
strategy-specific implementation costs across the five sites.
Findings: Over the 40-month study period, four of five sites received
enhanced implementation (two after month 11 and two after month
22). Across all clinics, the mean clinic-level cost of standard imple-
mentation was $817 (SD=$493) per month. For the four clinics receiv-
ing enhanced implementation, the mean clinic-level cost was $2,647
(SD=$1,493) per month.
Implications for D&I Research: This study provides the first set of es-
timates informing the costs of implementing an evidence-based
practice for PTSD into routine clinical care. Health systems consider-
ing broader use of virtual care for PTSD should account for imple-
mentation costs as well as clinical costs.
Primary Funding Source
Department of Veterans Affairs
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Background: The Colorectal Cancer Control Program (CRCCP) is a na-
tional program funded by the Centers for Disease Control & Preven-
tion (CDC) to promote and increase colorectal cancer (CRC) screening
uptake among individuals aged 50-75. Thirty awardees have been
funded, and they consist of state health departments, academic
medical centers, and tribal organizations. A key objective of CRCCP is
supporting health systems to implement patient and provider
evidence-based interventions (EBIs). Awardees typically implemented
at least one EBI recommended by The Community Guide with the
option of implementing supporting activities as well. The purpose of
this analysis is to examine the costs and the effectiveness of the in-
terventions implemented.
Methods: The Colorado Department of Public Health & Environment
(CO); Washington State Department of Health (WASDOH); West Vir-
ginia University; and the California Department of Public Health pro-
vided cost and effectiveness data for the analysis. We report results
from 8 federally qualified health centers (FQHCs). Tools for data col-
lection were designed specifically for each awardee, as each imple-
mented different combinations of EBIs and supporting activities.
Data on staff, salaries, and time spent conducting various activities
specific to the intervention and nonlabor costs (e.g., software, travel)
were provided. Data on CRC screening uptake and process measures
were included.
Findings: FQHCs were located in geographically diverse areas across
the country. Number of patients eligible for CRCCP and patient socio-
demographic characteristics varied by FQHC. EBIs included multicom-
ponent interventions (e.g., patient and provider reminders, patient
assessment and feedback) and provider incentives. The implementa-
tion period ranged from 10-36 months. The total number of add-
itional screens conducted ranged from 42 at an FQHC implementing
provider reminders to 2,045 at an FQHC implementing multicompo-
nent interventions. Incremental intervention cost per person success-
fully screened ranged from $12.21 to $288.45.
Implications for D&I Research: Awardees and their partner FQHCs
vary in the types of interventions implemented and the intensity
with which interventions are implemented; thus, outcomes, such as
additional persons screened and costs differ. Potential factors that
impact cost-effectiveness include FQHC geographic location, size of
the patient population served, and type of EBI implemented. Lessons
learned from the analysis may be used to inform future program im-
plementation to ensure sustainability.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: Reach is an understudied dissemination and implementa-
tion outcome and is often overlooked in justifying the economic feasibil-
ity of implementing evidence-based interventions. This is especially
important for evidence-based approaches for health promotion and dis-
ease prevention. The purpose of this study was to retrospectively assess
the costs of a population management approach to identify, engage,
and enroll patients in a type 1 hybrid effectiveness-implementation (HEI),
diabetes prevention trial and estimated the potential costs of the ap-
proach if sustained in typical practice with modifications that reflect
population health management approaches typical for chronic disease.
Methods: We used descriptive analyses and activity-based costing to
estimate the recruitment costs of a population health management
approach integrated within a randomized controlled trial. This in-
cluded the creation of a process map to capture the recruitment
process by outlining each activity from initial electronic health record
identification of potentially eligible patients in a Midwest healthcare
system to post-screening assessment. Measures included total costs
and costs per participant recruited. We took the perspective of a
healthcare system which may adopt the recruitment process for a
diabetes prevention program, and further estimated the replication
costs based on the eligibility/process for referral to a CDC-recognized
lifestyle change program by type of target population (i.e. Medicare
beneficiaries) and/or by input parameters associated with adoption
in the scenario and sensitivity analyses (SA).
Findings: The total recruitment costs were $485,638, for an average of
$811 per participant. Primary costs included lab HbA1c testing ($219,000)
recruitment phone calls ($47,157), and personnel ($73,650). SA results in-
dicated that this could be reduced to approximately $300 per participant
by removing assessment-associated activities, operational service and
supplies for a trial, and varied from $223 to $240 by the type of blood
testing if based on the Medicare reimbursement rates.
Implications for D&I Research: The project provides a methodology
to cost recruitment activities within HEI trials and examine the poten-
tial for adaptation to increase ongoing reach for prevention pro-
grams in healthcare settings. By using sensitivity analysis salient cost
information can be provided to inform future clinical systems
changes to improve the reach of existing evidence-based health pro-
motion and disease prevention interventions.
Primary Funding Source
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Background: Change agents (CAs) are often utilized in implementing
complex interventions. The role of CAs in initiating, facilitating, and
sustaining change processes is well described in the implementation
literature. However, the normative view overlooks the complexity in
CAs’ response to change, especially when the implementation
process is complex and prolonged. The objective of this study is to
examine how CAs’ response to change evolve over time and what
factors contribute to their sustained engagement during implemen-
tation of complex interventions.
Methods: The study applied a longitudinal qualitative design. We
followed 14 rural hospitals’ implementation of TeamSTEPPS, a complex
quality-improvement (QI) intervention, for two years; and conducted
351 interviews during quarterly visits to the hospitals. The interview fo-
cused on implementation activities and CAs’ cognitive, emotional, and
behavioral responses to change. Four coders independently coded
interview transcripts to extract quotes related to key study constructs.
Applying the set-theoretical approach, three investigators calibrated
each case’s degree of membership in the following sets (constructs):
initial motivation, ongoing implementation activities, level of engage-
ment (quarterly), sustained engagement, and CA work background. De-
scriptive analysis was used to demonstrate trends of CA engagement
in a team context. Fuzzy-set qualitative comparative analysis (QCA) was
used to examine factors contributing to sustained engagement.
Findings: CAs demonstrated a variety of engagement patterns over
time. The common patterns included 1) declined engagement and 2)
stable engagement at a high or low level. In the team context, three
types of dynamics emerged: sustained high engagement, overall de-
clining engagement, and diminished engagement soon after the on-
set. QCA revealed that two configurations of conditions have led to
sustained CA engagement. For CAs whose work focuses on QI, on-
going implementation activities sustained engagement. For CAs
whose work does not focus on QI, strong initial motivation must be
present in order to sustain engagement. Unsustained CA engage-
ment occurred when CAs lacked initial motivation and are frontline
staff or when CAs had initial motivation, but lacked ongoing imple-
mentation activities.
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Implications for D&I Research: CA engagement in implementation is a
dynamic process that warrants future research. CA initial motivation and on-
going implementation activities are important for sustaining CA engagement.
Primary Funding Source
Agency for Healthcare Research and Quality
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Background: Traditionally, results from clinical trials are integrated
into clinical practice guidelines (CPGs), then adopted within the clin-
ical community. We sought to determine if the Veterans Affairs Ne-
phropathy in Diabetes (VA NEPHRON-D) trial had an impact on
prescribing within the VA, which has policies directing communica-
tion between Research and the Pharmacy Benefits Manager (PBM),
and PBM and clinicians. VA NEPHRON-D indicated patients random-
ized to combination angiotensin-converting enzyme inhibitor (ACEI)
and angiotensin receptor blocker (ARB) therapy were at substantially
increased harm for acute kidney injury and hyperkalemia compared
to patients receiving ARB monotherapy. We assessed prescribing pat-
terns before and after dissemination of VA NEPHRON-D findings.
Methods: The present study is a retrospective database analysis of
the population who had type 2 diabetes, chronic kidney disease
stages 1-3, and moderately- or severely- increased albuminuria. Com-
bination use was noted when the data indicated deliberate overlap
in ACEIs and ARBs. We assessed pooled cross-sectional data from the
Corporate Data Warehouse by utilizing interrupted time series ana-
lysis. We identified a structural break in July 2008, which served as
the starting point; analysis ended November 2017. We assessed the
impact in the population and stratified by patient subgroups. We
used segmented regression with monthly intervals and accounted
for serial autocorrelation. Since there were four dissemination strat-
egies, one of which occurred before trial publication, the timing of
impact was of particular interest. We obtained IRB approval.
Findings: The first dissemination strategy (i.e., PBM communication)
was the only one that occurred before the start of the change in the
observed data. Following the PBM communication there were 331.94
fewer combination therapy users per 100,000 (95% CI: -500.27, -163.32,
p<0.001) in the first month and 14.84 more combination therapy users
per 100,000 (95% CI: 10.27, 19.42, p<0.001) per month compared to the
counterfactual. This translates into a 29.54%, 23.49%, and 13.28% rela-
tive decrease at six, twelve, and eighteen months, respectively.
Implications for D&I Research: The apparent speed and impact of
this reduction is encouraging due to the aforementioned safety is-
sues and that it can take seventeen years for trial results to be imple-
mented into practice. VA’s communication policies may be a model
for other healthcare organizations.
Primary Funding Source
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Background: Dissemination and implementation (D&I) of evidence-
based practices can be difficult at large, multi-site academic hospital
systems. Sites operate variably in delivering care due to variable
stakeholders and de-centralized local practices. In 2015, a clinical re-
design program was formed at Yale New Haven Health. Consisting of
medical directors and project managers, the clinical redesign team
applied a D&I framework utilizing a 90-day quick turnaround model
for driving quality improvement changes within the system. Over the
last 4 years, a total of 220 projects were completed using the same
methodology, across 5 hospitals and multiple practice settings. The
framework has led to the dissemination of multiple evidence-based
practices, including rational opioid prescriptions and reductions in
the number of unnecessary labs ordered.
Methods: The authors used a project tracker to identify high-value
case studies within the database of completed clinical redesign pro-
jects. They retrospectively analyzed these case studies to identify key
factors that contributed to the successful adoption of evidence-
based practices in clinical settings. In addition, electronic healthcare
record data reports were generated to study the effect of the clinical
redesign program on metrics such as length of stay, readmissions,
and cost per case.
Findings: Key factors required for optimal D&I projects at large aca-
demic healthcare systems include interdisciplinary team collabor-
ation, supportive sponsors, focused methods with a target metric,
data visualization through clinical dashboards, and strong project
management. Early findings show that the program has contributed
toward bending the cost curve throughout the time course of the
program.
Implications for D&I Research:Creating value in healthcare delivery
requires a mature infrastructure that incorporates multidisciplinary
engagement, leadership support, and data expertise. The clinical re-
design is an adaptive framework has yielded significant benefits for a
multi-hospital healthcare system. Similar approaches can likely be
used in other academic settings with benefit.
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Background: The Veterans Health Administration (VHA) Diffusion of
Excellence (DoE) provides a model of diffusion for learning health
systems. The DoE hosts an annual “Shark Tank” competition to iden-
tify and diffuse best practices across facilities. 1,676 innovative prac-
tices were submitted by frontline staff in the first four “Shark Tank”
cohorts; 48 were designated Gold Status Practices and were rapidly
implemented in 63 facilities with 6-months of external facilitation. An
aim of this national evaluation is to describe factors contributing to
successful Gold Status Practice implementation and sustainability.
Methods: We conducted semi-structured telephone interviews with 88
out of 115 invited Gold Status Practice implementation team members, in-
cluding external facilitators, implementing fellows, and key-stakeholders.
At least one representative from 30 out of 31 teams from “Shark Tank”
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cohorts 2 and 3 participated in an interview. Surveys were emailed 1-2
years after implementation was completed to determine if teams sus-
tained their Gold Status Practice. The Consolidated Framework for Imple-
mentation Research (CFIR) informed data collection and directed content
analysis to understand factors influencing Gold Status Practice implemen-
tation success and sustainability.
Findings: About 50% of teams successfully (n=17) implemented their
Gold Status Practice in 6-months, but key barriers related to imple-
mentation readiness (not having the necessary bureaucratic ap-
provals, infrastructure, staff, or resources in place at the time of
implementation) led some teams to partial (n=6) or unsuccessful (n=
7) implementation. Despite variation in implementation success,
teams reported a high level of practice sustainability overall; 1-2
years after facilitated implementation, 70% of successful (n=12) im-
plementation teams reported practice sustainment and 50% of par-
tial (n=3) or unsuccessful (n=4) implementation teams reported
sustainment. Out of 30 teams, few reported partial sustainment (n=
5), no sustainment (n=3), or did not respond to the sustainment sur-
vey (n=3). Most of the less successful teams completed implementa-
tion after the 6-month facilitated implementation period and
sustained their practice 1-2 years later.
Implications for D&I Research: The VHA DoE is an innovative large-
scale model for health systems seeking to identify, diffuse, and sus-
tain best practices. Findings contribute to the literature by describing
strengths and weaknesses in the VHA DoE, which can serve as a
model of diffusion for other learning health systems.
Primary Funding Source
Department of Veterans Affairs
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Background: Half of Americans 65 years and older are seen in the Emer-
gency Department (ED) in the last month of life, and three-quarters visit
the ED in the six months before their death. The Primary Palliative Care
for Emergency Medicine (PRIM-ER) intervention is a pragmatic, stepped-
wedge clinical trial aimed at improving palliative care outcomes in the
ED through the integration of provider education (physicians and nurses)
and a clinical decision support tool. We present results from the pilot of
PRIM-ER using the RE-AIM framework to explore the factors that contrib-
uted to successful adoption at two unique EDs.
Methods: A mixed methods approach informed by the RE-AIM frame-
work was used to assess adoption. Semi-structured interviews were con-
ducted with six interviewees of varying roles (e.g. nurse champion, data
analyst) employed at both EDs. Interviews were audio-recorded and tran-
scribed. Deductive and inductive (grounded theory) approaches were
used to code and identify themes, and RE-AIM was applied during the
analysis. Quantitative data came from implementation adoption outcomes
and a baseline survey assessing provider’s attitudes on Palliative Care.
Findings: Both pilot sites successfully implemented all components of
the intervention and achieved a high level (>75%) of provider adop-
tion. At baseline 91% of providers (N=189) agreed/strongly agreed that
“Many patients would benefit if hospice care were initiated earlier in
the course of their illness.” Two themes emerged as facilitators to suc-
cessful adoption of PRIM-ER: 1) institutional leadership support and 2)
established quality improvement (QI) processes. Institutional support in-
cluded leveraging leadership with authority to a) mandate trainings; b)
substitute PRIM-ER education for normally scheduled programming; c)
provide protected time for champions to implement intervention com-
ponents. Interviewees also expressed they were able to adopt the com-
plex intervention successfully through capitalizing on existing QI
processes which included a) leveraging interdisciplinary partnerships
and communication plans and b) monitoring performance improve-
ment data.
Implications for D&I Research: The use of RE-AIM qualitatively to as-
sess adoption is largely understudied. Institutional leadership support
and leveraging established QI processes are important facilitators for
successful adoption of complex interventions. PRIM-ER researchers
will use these findings as they scale up the intervention in the
remaining 33 EDs.
Primary Funding Source
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Background: Statins can reduce cardiovascular disease (CVD) risk in
patients with diabetes (DM), but prescribing often lags behind rec-
ommendations. We compared how three increasingly intensive im-
plementation support strategies impacted community health centers’
(CHCs) adoption of electronic health record (EHR) clinical decision
support tools targeting guideline-concordant statin prescribing in
DM. The tools (the ‘CVD Bundle’) were adapted from a previously
successful intervention.
Methods: In this mixed methods, pragmatic trial, 29 CHCs with a
shared EHR were randomized to 3 Arms that received implementa-
tion support: 1) Implementation Toolkit (CVD Bundle use instructions;
Quality Improvement practice change techniques); 2) Toolkit + in-
person training with follow-up webinars; or, 3) Toolkit, training,
webinars, + offered practice facilitation. All study CHCs also iden-
tified a Champion to oversee related clinic activities. Statin pre-
scription rates were compared across Arms, and with those in
>300 additional CHCs which received no implementation support,
a non-randomized comparison group. Prescribing (per national
guidelines) was measured from 12 months pre-intervention
through 36 months post-intervention. We gathered qualitative
data from the randomized CHCs via on-site observations, inter-
views, and phone calls.
Findings: Statin prescribing increased pre- to post-intervention for all
Arms; only Arm 2 demonstrated a statistically significant change rela-
tive to comparison CHCs. Prescribing rates improved more in the
study CHCs (7%, 8%, and 5% for Arms 1, 2 and 3 respectively) than
the comparison CHCs (3%). These differences were not additive –
CHCs that received more intensive implementation support did
not have greater improvements in prescribing rates. Qualitative
data suggest numerous clinic- and intervention-level factors
underlying these results. Implementation strategies were not al-
ways applied as planned: the Toolkit was infrequently used, webi-
nar attendance was poor, staff turnover was substantial, and few
Arm 3 clinics were able to fully benefit from the offered practice
facilitation.
Implications for D&I Research: This is one of the first studies to dir-
ectly compare implementation strategies. The strategies employed
here were associated with small improvements in the study CHCs’
guideline-concordant prescribing. Level of implementation support
was less impactful than clinic ability to make changes. Guideline dis-
semination efforts should evaluate adopters’ needs / preferences so
that subsequently deployed implementation strategies are well-
received
Primary Funding Source
National Institutes of Health
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Background: Research has advanced evidence-based practices (EBPs)
to promote quality care in intensive care units (ICUs) but evidence-
to-practice gaps limit their reach. This study’s objective was to
characterize key determinants of ICU EBP (e.g., sepsis management)
uptake in the rural community setting.
Methods: A parallel convergent mixed methods design was used with 6
ICUs receiving a quality improvement (QI) intervention. Guided by the Ex-
ploration, Preparation, Implementation and Sustainability framework, we
identified inner and outer context factors related to EBP uptake using sur-
veys (N=90), key informant interviews (N=14) and a site tracking log. EBP
uptake was defined as completion of a set of 8 protocol, medical record,
training and order set steps within 12 months. After completing qualita-
tive (content analysis) and quantitative (descriptive statistics) data ana-
lyses independently, site, staff and program factors were summarized
within and across hospitals to identify patterns by uptake status.
Findings: At the site level, while structural characteristics (hospital size,
staff turnover, intensivist availability) did not vary by EBP uptake status,
interviews highlighted variability in ICU culture and health system chal-
lenges that impacted uptake. Sites with lower uptake described a culture
where power dynamics sometimes impeded progress and often had
technology/staffing challenges. At the staff level, organizational readiness
(mean=4.6, 1-6 scale) and self-efficacy (mean=4.3, 1-5 scale) were consist-
ently high and perceived barriers were low (mean=2.3 of 12 barriers)
across sites before QI initiation. Time and financial resources were the
most common barriers (>50%). However, interviews highlighted that as
initiatives progressed, differences across sites in staff communication and
team attitudes and ownership were key uptake influences. Sites with bet-
ter communication whose staff perceived higher program value had
more timely uptake. At the program delivery level, mixed methods data
showed that variations in uptake were associated with differences in pro-
gram engagement and leadership. Sites with higher uptake had better
staff training attendance, more program activities, fewer barriers to reach-
ing milestones and stable, engaged nurse and physician champions.
Implications for D&I Research: Results characterize multiple influ-
ences on EBP uptake in the community ICU setting and highlight the
importance of developing supportive implementation strategies (e.g.,
leadership preparation, culture assessment, marketing tools, trust-
building) to accelerate the uptake of EBPs.
Primary Funding Source
The Duke Endowment
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Background: Implementing an immediate postpartum (IPP) long-acting re-
versible contraception (LARC) hospital program is complex and requires a
multidisciplinary team. After New Mexico Medicaid approved reimburse-
ment for IPP LARC, the New Mexico Perinatal Collaborative (NMPC) devel-
oped an evidence-based implementation program. Seven rural New Mexico
hospitals participated in the program. Our objective was to evaluate the im-
plementation process. The primary study outcome was time from NMPC
program component introduction to hospital completion of the step.
Methods: In this mixed-methods study, conducted from April 2017
to May 2018, we interviewed 20 key personnel from seven rural New
Mexico hospitals that planned to implement IPP LARC programs.
NMPC introduced program components in a stepped-wedge design.
Participants contributed baseline and follow-up data at four time pe-
riods detailing the steps taken towards program implementation and
the timing of step completion. Qualitative data were analyzed using
directed content analysis principles based in the Consolidated Frame-
work for Implementation Research.
Findings: Investigators conducted 43 interviews. The IPP LARC program
components included patient education, provider training, nursing educa-
tion, charge capture, available supplies, and protocols or guidelines. The
median time from NMPC introduction of a component to completion by
the hospital was 240 days (IQR 150.8–268.5 days). Alternatively, when hos-
pitals requested specific program components, time to completion was a
median of 7 days (IQR 3.5–34.5 days). Of the four hospitals that completed
all NMPC program components, two currently offer IPP LARC and two do
not. Three hospitals declined to complete the NMPC program because re-
imbursement for IPP LARC could not be confirmed. Cost was the over-
whelming barrier to IPP LARC program implementation. Most rural
hospitals reported financial vulnerability with an inability to take on add-
itional risk, whereas hospital stability facilitated implementation.
Implications for D&I Research: Despite a robust implementation
process and hospital engagement, IPP LARC was not implemented at
most New Mexico hospitals. Significant flaws in the Medicaid policy
were revealed through this process, leading to Medicaid revisions.
Clinical champions and financial and administrative stability emerged
as key predictors of hospital readiness for implementing IPP LARC. In-
terventions to improve IPP LARC access must begin at the state Me-
dicaid level to ensure adequate payment for rural hospitals.
Primary Funding Source
University of New Mexico Seligman Research Fund
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Background: Providing A&F to long-term care physicians may help them
reduce prescribing of high-risk medications (including antipsychotics and
benzodiazepines). However, how A&F is designed and presented impacts
its effectiveness: how to optimize A&F is unclear. Partnering with a
healthcare quality advisory organization, our team is conducting a prag-
matic, 2×2 factorial, cluster-randomized trial to test the impact of varia-
tions in two factors on A&F effectiveness: A) the comparator (comparing
prescribing to top performing peers vs. the provincial average); and B)
framing (risk framing (reporting the number of patients prescribed high-
risk medication) vs. benefit framing (reporting the number of patients
not prescribed). Hypothesised mechanisms of effect were based on Goal
Setting Theory and Social Cognitive Theory. We investigated these mech-
anisms, and the factors shaping A&F use.
Methods: In this mixed-methods theory-based process evaluation, physicians
who downloaded their A&F were invited to complete an online questionnaire
assessing theory-based constructs proposed as mechanisms (intention, self-
efficacy, outcome expectations, descriptive norms, and goal prioritization)
using 5-point Likert scales. We compared scores using t-tests. We also con-
ducted semi-structured interviews and identified themes related to A&F use.
Findings: 33/89 physicians completed the questionnaire. We found a sta-
tistically significant difference in descriptive norms (agreement that col-
leagues are appropriately adjusting antipsychotic prescribing): those in
the provincial average arm had higher mean agreement scores than those
in the top performing peers arm (Mean(SD) 3.7(0.6) vs 3.0(0.7); p=.003). No
other differences in proposed mechanisms were found. Across five
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interviews, physicians in the provincial average arm and those in the top
performing peers arm (a higher target) reported aiming to achieve similar
prescribing rates to the comparator. Physicians in the benefit framing arm
reported not perceiving such feedback to be immediately actionable.
Implications for D&I Research: If the trial shows no effect, the limited
influence on proposed mechanisms may explain why. If the trial shows
an effect, other mechanisms may be involved. While randomised trials
are essential for evaluating whether D&I interventions work, investigating
theory-based mechanisms of effect in this way can help establish the
‘how’ and ‘why’ of intervention effectiveness. This supports efforts to re-
fine interventions, replication, and application to other jurisdictions.
Primary Funding Source
CIHR
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Background: Audit and feedback is a widely used quality improvement
strategy, however evidence suggests that how it is designed may impact
the effectiveness of the intervention. Health Quality Ontario (HQO), a provin-
cial agency responsible for monitoring and reporting on the quality of health
care in the province of Ontario, develops and delivers confidential audit and
feedback reports for registered primary care physicians. Administrative data
are used to assess a series of quality indicators reported at an aggregate,
practice level. We sought to evaluate the perceived usability of this audit
and feedback report following it’s redesign, in which user-centered design
methodology was employed to optimize the user experience and amplify
the effectiveness of the report as a quality improvement tool.
Methods: We conducted one-on-one, semi-structured interviews with re-
cipients of the report, recruited by email from HQO and invited to partici-
pate in an interview with a member of the research team. Recruitment
continued until data saturation was reached. Participants were asked
about their overall impressions of the report, whether they felt the report
was easy to navigate and what parts of the report they found most useful
and why. Participants were also asked to describe what action(s) (if any)
they took following their review of the report (e.g., conducted a chart re-
view), and what feature(s) of the report informed those actions. Interviews
were transcribed verbatim and inductively coded using thematic analysis.
Findings: A total of 17 interviews were completed. Participants struggled
to interpret practice level data in an actionable way, but used the report
as a source of reinforcement and validation. Three key themes emerged
relating to the perceived usability of the redesigned report: 1) Improved
clarity of messaging was appreciated but did not equate to usability; 2) Re-
cipient goals and report goals were not aligned; and 3) Variation in how
physicians think about audit and feedback influences perceived usability.
Implications for D&I Research: While the redesigned report was
clear, the disconnect between recipients and the report impeded
perceived usability and ultimately impacted the use of the report. Fu-
ture work is needed to understand how feedback could be designed
to align with different quality improvement objectives.
Primary Funding Source
CIHR
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Background: Audit and feedback (A&F) influences intentions to improve
care quality, yet recipients consistently report not acting on their data.
While this discrepancy may be driven by contextual factors (e.g. limited
resources), recipient factors likely account for some of the gap. To ad-
dress this, the objective of the current study was to understand how pri-
mary care physicians (PCPs) engage with A&F.
Methods: Participating PCPs (n=73) received aggregate, practice, clinic, and
provincial level data collected from the electronic medical record and other
existing databases and were asked to review independently. Peer coaches
(also PCPs) were nominated by and trained to support their colleagues in
interpreting their data. One-on-one, semi-structured interviews were com-
pleted with PCPs who received an A&F report and a focus group was com-
pleted with peer coaches. Qualitative data was analyzed inductively using
reflexive thematic analysis informed by a constructivist paradigm.
Findings: A total of 14 PCPs completed an interview and 8 peer coaches
attended the focus group. Three key themes emerged. (1) PCPs (includ-
ing peer coaches) have different mental models underlying the perceived
utility of A&F. The majority of PCPs either believed that the data could
provide valuable insights that could drive positive changes in practice
(Mixed Mental Model) or they believed that the data could be used as a
mechanism to monitor changes in practice that were driven by other in-
sights (Positive Mental Model). Regardless of mental model, (2) it was
hard for PCPs to identify modifiable drivers of performance, and (3) PCPs
experience tensions that impact how they interact with data. These in-
clude adhering to guidelines versus truly patient-centered care and the
importance of doing work versus taking time to reflect.
Implications for D&I Research: Recipient factors, including individual cap-
abilities and mental models about feedback influence engagement with
A&F. As health systems continue to invest in leveraging routinely collected
data to provide A&F, identifying how best to tailor feedback may be a critical
link to achieving population impact. A&F initiatives – even those that are
well designed – must address recipient characteristics and context to
optimize impact. There was a general belief that peer coaches could help
address this need while successfully diffusing tensions.
Primary Funding Source
Academic Health Science Center Alternate Funding Plan
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Background: In March 2018, the VA issued a policy notice requiring
VA Medical Centers (VAMCs) to complete case reviews for Veterans
identified in the Stratification Tool for Opioid Risk Management
(STORM) report as being prescribed opioids and at very high risk for
adverse outcomes. Half of VAMCs were randomly assigned to policy
notices requiring additional oversight and support if VAMC case
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review completion rates were <97%. Our HSR&D-funded randomized
program evaluation assessed: 1) strategies VAMCs used to implement
case reviews, 2) whether those strategies differed in VAMCs receiving
policy notices requiring additional oversight, and 3) the association
between implementation strategies and case review completion
rates.
Methods: VAMC points of contact for notice implementation were
asked to complete an online survey assessing 1) their VAMCs’ use of
68 possible implementation strategies to ensure case reviews were
completed and 2) whether each strategy was used in response to
the policy notice. Frequency of strategy use was evaluated and dif-
ferences in the number of strategies used between VAMCs in the
two randomization arms (policy notice with oversight versus policy
notice alone) were tested using the Wilcoxon rank sum test. Pearson
correlation coefficients were computed to assess the correlation be-
tween total strategies used and case review completion rates.
Findings: Ninety-nine of 140 VAMCs completed the survey (71%).
VAMCs used a median of 23 (IQR=15) implementation strategies, and
this did not differ between VAMCs receiving policy notices requiring
additional oversight versus policy notices alone (24.5 vs. 23.0, p=
0.87). The most commonly used strategies were: using STORM report
(90%); informing local opinion leaders of the need to complete case
reviews (75%); and recruiting and cultivating relationships with local
partners (74%). Overall, VAMCs reported that most (80%) implemen-
tation strategies were used because of the policy notice. There was
no association between the total number of strategies used and the
case review completion rate (r=0.11, p=0.31).
Implications for D&I Research: VAMCs used a variety of implementa-
tion strategies in response to the policy notice, regardless of whether
additional oversight was described in the notice. Implementation
strategy surveys can provide valuable information about how sites
respond to VA policies.
Primary Funding Source
Department of Veterans Affairs
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Background: Veteran Directed Care (VDC) provides Veterans at risk
of nursing home placement a flexible budget for long-term care ser-
vices. VDC is administered through Aging and Disability Network
Agencies (ADNAs), community-based providers affiliated with the US
Department of Health and Human Services Administration for Com-
munity Living. As part of an evaluation of VDC implementation that
considers both sides of the partnership (e.g., Veterans Affairs (VA)
medical centers (VAMCs) and ADNAs), we sought to identify determi-
nants of successful VDC implementation.
Methods: Focusing on 5 different VAMCs that adopted VDC in 2017 or
2018, we interviewed coordinators from participating VAMCs and
ADNA partners at two time points: two and eight months after starting.
We systematically applied over 20 determinants from the Consolidated
Framework for Implementation Research (CFIR) to interview transcripts
and scored each construct for valence and magnitude. The 5-point
scale ranged from +2 (“strong positive influence on implementation”)
to -2 (“strong negative influence”). We scored each determinant at
three levels of analysis: VAMC, ADNA, and VAMC-ADNA partnership,
yielding over 400 data points. To find determinants of successful
implementation, 6 or more Veterans enrolled at 8 months, we used
Configurational Comparative Methods (CCMs), a mathematical ap-
proach for identifying necessary and sufficient conditions associated
with an outcome of interest.
Findings: At the VAMC/ADNA partnership level, the determinants
“External Change Agent +2” (e.g. family member advocating for a
program) and “Networks & Communication +2” (e.g., regular sched-
uled meetings between partners) uniquely distinguished programs
with higher enrollment. Both were sufficient for implementation suc-
cess only at the +2 level (i.e., strong positive influence). The VAMC
side of the VDC partnership appeared to drive the External Change
Agent +2 score: while the ADNA score could be anywhere between
0 and +2, the VA score had to be +2 for implementation success to
occur. Alternatively, Networks & Communication needed to present
as +2 from the ADNA, whereas the VA score could be either +1 or
+2 for implementation success to occur.
Implications for D&I Research: In inter-organizational implementa-
tion like VDC, each partner may require different conditions for over-
all implementation success; Configurational Comparative Methods
offer new ways to identify necessity and sufficiency of specific imple-
mentation conditions.
Primary Funding Source
Department of Veterans Affairs
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Background: System-owned physician practices are becoming increas-
ingly prominent as health systems address the challenges of new
value-based payment models. System-level policies and resources can
support dissemination of innovations such as screening for social
needs, but further evidence is needed to understand how health sys-
tems influence innovation implementation among their member prac-
tices. We examined how system versus practice characteristics
influence whether practices implement screening for social needs, a
care delivery innovation recommended to mitigate disparities.
Methods: The 2018 National Survey of Healthcare Organizations and
Systems, a nationally representative survey of physician practices (N=
818) and their health systems owners (N=253), was analyzed to exam-
ine whether practice or system characteristics explain more of the vari-
ance in a practice’s screening for social needs (food insecurity, housing
instability, utility needs, interpersonal violence, transportation needs).
Multilevel models with practices nested in systems were estimated.
Findings: Systems-owned practices screened for an average of 1.7
(34%) of the 5 social needs assessed. The intraclass correlation in-
dicates 16% of the variation in practices’ social needs screening
is attributable to differences among the health systems that own
them, with 84% attributable to differences between practices. In
multivariable analyses including both practice and system charac-
teristics, only practice characteristics were significantly and posi-
tively associated with a practice’s social needs screening. These
included a practice’s health information technology capacity
(0.19, p = 0.001), innovation culture (0.25, p < 0.001), patient en-
gagement strategies (0.54, p < 0.001), the percentage of a practi-
ce's revenue from Medicaid (0.26, p < 0.001), having a method
for identifying complex, high-need patients (6.76, p = 0.015), and
being an FQHC (8.59, p = 0.012). The R2 for the model containing
only practice-level variables was more than 10 times larger than
the R2 for the model with only systems-level variables (0.26 vs
0.02).
Implications for D&I Research: Practice-level characteristics explain
more of the variance in a practice's screening for social needs
than do systems-level characteristics. Efforts to expand social
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needs screening among system-owned practices should focus on
strategies at the practice level, such as initiating improvement ef-
forts to support dimensions of practices associated with screen-
ing, including increasing technology capacity and patient
engagement strategies.
Primary Funding Source
Agency for Healthcare Research and Quality
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Background: Quality Improvement Organizations (QIOs) developed
community coalitions to align care coordination efforts for Medi-
care beneficiaries in order to reduce readmission rates within
geographically defined communities. This CMS (Centers for Medi-
care & Medicaid Services) funded national quality improvement
program worked with 380 coalitions from 2014-2019, facilitating a
variety of interventions within each community. Baseline readmis-
sion rates among communities, calculated from claims data, var-
ied from 17.7 to 112 readmissions/1000 beneficiaries. Program
results through mid-2017 ranged from +35% (high performance)
to -44.2% (low performance) relative improvement. We applied
an implementation framework (CFIR) to the QIO efforts to define
common characteristics of interventions, implementation strat-
egies, and contexts in which improvement efforts took place. We
identify features associated with successful intervention imple-
mentation, and with changes in readmission rates.
Methods: We used explanatory sequential mixed methods, begin-
ning with a written survey, followed by qualitative interviews. A
purposively selected sample of 22 communities represented a
range of relative improvement, geographic characteristics and
baseline readmissions rates. The survey measured the QIO’s per-
ceived influence of individual CFIR constructs on community re-
admission rates over time; interviews elicited details and
mechanisms. Two independent reviewers qualitatively coded tran-
scribed interviews. Final ratings for the influence of each CFIR
construct on community performance were assigned by consen-
sus, ranging from -2 (strong negative influence) to +2 (strong
positive influence).
Findings: Early findings indicate that high performers used inter-
ventions with relative advantage (33% vs. 25%), and adaptability
(66% vs. 25%); developed coalitions with networking and commu-
nication strength (50% vs. 38%); and were less likely to have
negative implementation climates (0% vs 50%), or struggle with
engaging others in the work (0% vs. 25%). Neither strength of
intervention evidence, nor elements of coalition structure differ-
entiated performance. Outer setting constructs were modified
through inductive coding. Next steps will compare domain rat-
ings between high and low performing communities using chi-
square tests.
Implications for D&I Research: Communities effectively reducing
readmissions had coalitions with more favorable implementation
climates, more robust stakeholder engagement strategies, and in-
terventions aligned with local concerns and capabilities. The CFIR
can help guide, monitor and evaluate community-based improve-
ment initiatives, although further development of outer setting
constructs is needed.
Primary Funding Source
Centers for Medicare and Medicaid Services
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Background: The Department of Veterans Affairs (VA) established a na-
tional collaborative (HIT) composed of regional teams of interdisciplin-
ary and interspecialty providers, leaders, and staff tasked with
supporting local implementation strategies to increase evidence-based
practices (EBPs) for ALD. The aim of this evaluation was to assess how
site-level implementation strategies were associated with measures of
quality of two EPBs: esophageal varices screening via esophagogastro-
duodenoscopy (EGD) and hepatocellular carcinoma (HCC) surveillance.
Methods: A provider at each VA site was invited to complete an online sur-
vey (N=63, response rate 48%) examining the use of 73 implementation strat-
egies as defined by the Expert Recommendations for Implementing Change
(ERIC) study. HCC and EGD data was obtained from the VA’s Corporate Data
Warehouse. We used descriptive statistics, correlational analyses, and com-
parative configurational methods (CCMs) to assess the relationships between
ERIC strategy use and provision of EBP ALD care. For CCM analyses, we set
the consistency to 100% and defined higher-performing sites as those above
the median for ALD care (composite metric of EGD and HCC screening).
Findings: Sites used a median of 12 (IQR 7-27) strategies to improve ALD
care. The most commonly endorsed strategies were data warehousing
techniques (73%), change physical structure and equipment (67%), and
change record systems (62%). Among the 73 strategies, 12 strategies were
individually associated with better performance in EGD screening and two
in HCC surveillance. CCMs identified six strategies in combination with one
another that were linked to ALD outcomes in 72% of higher-performing
sites. Three strategies overlapped across methodologies: 1) provide clinical
supervision, 2) organize clinician teams and provide time to support one
another’s learning, and 3) build on existing high-quality working relation-
ships and networks to promote information sharing and problem solving.
Implications for D&I Research: This evaluation from the first year of a
national quality improvement initiative identified 12 strategies associated
with improved EBP’s for ALD using correlational analyses and 6 using CCM.
Three strategies identified by CCM were not identified by correlational ana-
lyses. This innovative, multi-method approach to identifying key implemen-
tation strategies associated with improved performance on quality
measures will help to inform future intervention and policy development.
Primary Funding Source
Department of Veterans Affairs
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Background: Colorectal cancer (CRC) screening remains an under-
used preventive health measure despite its effectiveness at reducing
CRC incidence and mortality. State and federal programs, health care
systems, and insurance plans have successfully improved CRC screen-
ing rates using mailed fecal immunochemical test (FIT) outreach.
Nevertheless, challenges remain with implementing such programs
into practice. BeneFIT is a collaboration between research institutions
and health insurance plans to understand the implementation of a
health plan-driven mailed FIT program. The health plan in Oregon
used an implementation model that involved close collaboration
with health centers to implement this program.
Methods: The program facilitated the centralized mailing of FIT tests to
patients (through a mail vendor); health centers engaged in various ac-
tivities to support the program, including reviewing patient lists
(‘scrub’) and removing names of patients who had not yet established
care at the health center or were not candidates for screening, deliver-
ing patient reminders by phone, and offering patient incentives. We
categorized health centers’ level of implementation (high, low) based
on FIT completion rates and applied Configurational Comparative
Methods (CCMs) to identify combinations of organizational-level factors
that distinguished among high and low implementing health centers
during the first year of participation in the program.
Findings: The health plan mailed FIT tests to over 8,300 patients at 17
clinics from 2016-2017. FIT return rates varied by health center (range =
3.9 - 31.4%). Eleven of the 17 health centers had FIT completion rates
of ≥ 19% and were categorized as high implementing health centers.
CCM analysis identified four solution paths that uniquely distinguished
between high and low implementation with 100% consistency and
82% coverage. The combinations were: scrubbing lists and offering a
mail return option to patients; providing gift cards and offering a mail
return option to patients; scrubbing lists and providing gift cards; or
solely offering a mail return option and implementing in two or more
locations within the same organization.
Implications for D&I Research: Our findings from CCM analysis of a Me-
dicaid health plan-initiated mailed outreach program can inform effects to
optimize health center activities to support optimal implementation.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: HIV testing/counseling is a critical point during which
non-clinical staff could intervene, discuss and/or refer clients for pre-
exposure prophylaxis (PrEP; a once a day pill that significantly lowers
a person’s risk of acquiring HIV). The goals of this study were to iden-
tify underlying subgroups of PrEP implementers among staff who
provide HIV testing and to understand the contextual factors affect-
ing PrEP implementation within HIV testing environments.
Methods: Latent Class Analyses (LCA) were performed using MPlus.v.8
on a sample of 144 HIV testing/counseling staff in Florida. LCA groups
participants based on similarities in how they answer a predetermined
set of questions (here, five items related to PrEP-implementation
behaviors). The final LCA and corresponding latent classes were
determined based upon fit indices and theoretical interpretation.
Two generalized linear mixed models were conducted in SPSS to
estimate PrEP implementation as a function of constructs from
the Consolidated Framework for Implementation Research (CFIR).
Qualitative interviews were conducted with 30 participants and
analyzed thematically. Mixed methods data were analyzed via
joint analysis and triangulation. This study was approved by the
IRB at the University of South Florida.
Findings: Based on consideration of fit statistics and theoretical rele-
vance, a 3-class LCA was selected. Class one (“Universal”) included par-
ticipants who often spoke with clients about PrEP, regardless of client
eligibility, and often shared written information about PrEP. Class two
(“Eligibility Dependent”) included staff who were likely to discuss PrEP if
they felt their client was eligible. Staff in Class 3 (“Limited”) spoke to cli-
ents about PrEP inconsistently. These latent groups also emerged
within qualitative interviews. Several CFIR variables were associated
with PrEP implementation, including relative priority and available re-
sources. Characteristics of HIV testing staff, including race and sexual
orientation also predicted implementation group membership; partici-
pants identifying as a sexual or racial minority were less likely to be in
the “Limited” implementation group than their peers.
Implications for D&I Research: This study provides a mixed-methods
application of the CFIR to a novel method of HIV prevention – PrEP.
Addressing the contextual and organizational factors that affect PrEP
implementation may help HIV testing staff to more seamlessly imple-
ment PrEP education and referrals.
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Exploring the heterogeneity of factors that may influence
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analysis
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Background: Title X-funded family planning clinics have been identi-
fied as optimal sites for delivery of pre-exposure prophylaxis (PrEP) for
HIV prevention. However, PrEP has not been widely integrated into
family planning services, especially in the Southern US, and data sug-
gest there may be significant implementation challenges in this setting.
Because Title X clinics vary greatly in provider-, organizational-, and
community-level characteristics, there is likely variation in capacity to
implement PrEP across clinics.
Methods: We conducted a survey from February-June 2018 among
providers and administrators of non-PrEP providing Title X-funded
clinics across 18 southern states. Survey items were designed using the
Consolidated Framework for Implementation Research (CFIR) to assess
constructs relevant to PrEP implementation. To explore the heterogen-
eity of CFIR-related determinants and identify distinct segments of Title
X clinics, a latent profile analysis was conducted using nine CFIR con-
structs: complexity, relative advantage, cost, attitudes, implementation
climate, compatibility, leadership engagement, available resources, and
cosmopolitanism. We then conducted a multi-level analysis (accounting
for nesting of participants within clinics) to test whether class member-
ship was associated with readiness for implementation of PrEP, control-
ling for key sociodemographic characteristics. The study was approved
by the university affiliated Institutional Review Board.
Findings: 420 healthcare providers/administrators from 229 non-PrEP pro-
viding Title X clinics participated in the study. We identified six classes of
participants that each had distinct patterns of perceptions across the CFIR-
related determinants of readiness for PrEP implementation. Two classes of
participants showed positive perceptions across CFIR factors (i.e. “high cap-
acity”) (n=173), two classes held negative perceptions (i.e. “low capacity”)
(n=87), and one class held neutral perceptions (i.e., “moderate”) (n=160).
Class membership was related to numerous provider-level (i.e., years of ex-
perience, ability to prescribe medication), clinic-level (i.e., on-site insurance
support), and community-level characteristics (i.e., DHHS region, county-
level HIV prevalence). Compared to the “high capacity” class, the “moder-
ate” (B=-0.45, SE=0.06, p<0.0001) and “low capacity” (B=-0.53, SE=0.07, p<
0.0001) classes had significantly lower levels of implementation readiness.
Implications for D&I Research: Latent profile analyses can help re-
searchers understand how context-specific implementation determi-
nants vary across individuals and settings (such as clinics), allowing
implementation planning to be tailored to the specific needs of each
segment of the population.
Primary Funding Source
National Institutes of Health
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Background: Integrated care is the coordination of primary and spe-
cialty health care and it is a highly promising and pragmatic ap-
proach to improving delivery of health services and patient
outcomes. While implementation of integrated care approaches is
gaining strong interest and investment globally, there are no formal
guidelines for this process applicable to diverse healthcare systems.
Furthermore, there is a complex interplay of influences at multiple
socioecological levels that are critical for successful and sustained in-
tegrated care implementation in health systems.
Methods: A multiple case study design was employed and informed
by the Exploration, Preparation, Implementation, Sustainment (EPIS)
framework (Aarons et al., 2011) to illuminate shared and unique im-
plementation processes in contemporary integrated care implemen-
tation efforts. The study addressed three objectives: 1) To illustrate
exemplar integrated care implementation efforts through seven case
studies spanning five countries (England, Israel, Nigeria, USA,
Vietnam) targeting a range of healthcare systems, patient popula-
tions (e.g., older adults with frailty, children with autism) and imple-
mentation strategies and outcomes; 2) To synthesize shared and
unique barriers and facilitators across implementation efforts using
the phases and factors of the EPIS framework; and 3) To develop a
proposed agenda for future integrated care implementation research
to generalize across countries and health service systems.
Findings: Qualitative synthesis of case study descriptions revealed
common themes that informed our proposed agenda to advance in-
tegrated care implementation. Specifically, five outer context factors
(e.g., leadership, inter-organizational environment and networks), five
inner context factors (e.g., leadership, fidelity monitoring), one bridg-
ing factor (community-academic partnerships) and one innovation
factor (fit between integrated care and the implementation context)
were identified as shared across the case studies.
Implications for D&I Research: ased on these findings, we propose an
agenda for advancing integrated care implementation efforts related to
three broad goals: 1) consider the role of funding at multiple levels of im-
plementation; 2) foster meaningful collaboration with stakeholders across
phases of implementation; and 3) cultivate opportunities for clear com-
munication about integrated care implementation. This agenda is an ini-
tial step towards prioritizing goals and implementation strategies for
researchers, practitioners and policymakers across countries and health-
care systems involved in integrated care implementation.
Primary Funding Source
National Institutes of Health
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Background: Around the world a woman dies of cervical cancer
about every 2 minutes and Sub-Saharan African countries experience
the highest mortality rates. Even in this era of Human Papillomavirus
vaccination, screening remains an essential approach to reduce the
burden from cervical cancer in the immediate future. Zambia, which
has one of the highest burdens of cervical cancer, is in the process
of scaling up cervical cancer screening. The purpose of this study is
to conduct a discrete choice experiment (DCE) to evaluate individual
level preferences to tailor the screening program.
Methods: Based on extensive formative research, the final DCE attri-
butes included distance to facility (5 levels), availability of free versus
paid transportation, middle-aged versus young nurse provider, half
day versus full day wait and cost (5 levels). Seven distinct groups of
men and women (350 to 400 in each cohort) completed the DCEs
and represented geographically diverse cohorts (rural and urban set-
tings; clinic and community locations). Each respondent completed 8
choice decision sets based on well-balanced and near-orthogonal
fractions of the full-choice design and a total of 2,670 individuals
completed the DCEs. The main analysis was conducted using a
mixed logit model.
Findings: Our results indicate that the preferences examined were
broadly dichotomous. There was universal preference among women
and men for the screenings to be performed by a middle-age nurse
instead of a young nurse. There was strong preference (ranging from
76% to 100%) to receive free care rather than paying 100 Zambian
Kwachas. Furthermore, rural residents had a stronger preference for
shorter walking distance to the clinic than urban residents (81% ver-
sus 73% selected 1 hour compared to 3 hours of walking). Additional
simulations to explore these findings are ongoing.
Implications for D&I Research: In Zambia, free provision of cervical
cancer screening and the availability of older female nurse providers
are essential for high uptake. Rural residents, both men and women,
indicated strong preference for travel time of less than one hour to
the clinic so wide geographic available of screening services is im-
portant. The successful completion of this study reveals that system-
atic, behavioral economics approaches can be used to inform
program planning.
Primary Funding Source
National Institutes of Health
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Background: Understanding cost implications of interventions for
chronic disease prevention is critical for identifying cost-effective and
efficient approaches to care. Life-style Intervention with Metformin Es-
calation (LIME) is a multi-site pragmatic trial of a culturally appropriate
diabetes prevention intervention that combines lifestyle change and
metformin medication to reduce the incidence of diabetes among
Caribbean and Caribbean-descent individuals. This study reports pre-
liminary findings on the cost of the LIME intervention.
Methods: The LIME trial enrolls participants between the ages of 40
and 60 in New York, Puerto Rico, US Virgin Islands, Barbados and
Trinidad. We used preliminary data from two sites (Barbados and
Trinidad) for this analysis. Detailed monthly logs were completed by im-
plementers at these sites to track resources used for delivery of the
intervention (facility space, personnel time, transportation, supplies).
Participant-related costs were collected through participant surveys
(e.g. lost-time from work, transportation). Cost of metformin was based
on participant’s actual utilization and national average wholesale price.
All costs were reported in 2018 U.S. dollars.
Findings: Sixty-one participants were enrolled in the LIME study in
Barbados and Trinidad by October 2018, each participant was en-
rolled in one workshop series (comprising of 6 weekly sessions). To
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accommodate all participants, 6 workshop series (36 weeks) were
held in total. Participants returned for follow up with 90% retention
at 6-months. Cost of supplies for all the workshops was $544.74,
while cost of personnel time for conducting the workshops
amounted to $3611.28. This resulted in an average of $68.13 per par-
ticipant. Other cost data are being analyzed and will be completed
by September 2019. We will report on direct and indirect costs of
the LIME intervention in Barbados and Trinidad.
Implications for D&I Research: Our study demonstrated feasibility of
collecting rigorous cost data in low resource settings. Understanding
the cost of LIME, a culturally appropriate diabetes prevention inter-
vention, will inform future scale-up and scale out. It will also facilitate
future evaluation of the cost-effectiveness of the LIME intervention
by additionally accounting for patient outcomes and longer-term
consequences (e.g., prevention of diabetes).
Primary Funding Source
National Institutes of Health
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Background: Awareness of HIV status is critical for achieving UNAIDS
targets, particularly for sub-populations at high risk of acquiring and
transmitting HIV. These sub-populations require targeted, resource-
intensive strategies for HIV test uptake, a challenge when HIV funding
is limited. We conducted a trial-based cost-effectiveness of CHIVST in
one high-risk population—long distance truck drivers—in Kenya.
Methods: We leveraged data from a randomized-controlled trial of
CHIVST (intervention, n=150) versus provider-administered testing (con-
trol, n=155). Economic cost data (HIV test kits, medical supplies, labor,
capital and overhead costs, patient time), including upper and lower
bounds, came from the literature and reflected a societal perspective.
Generalized Poisson and linear gamma regression models estimated
the effectiveness (relative risk) and incremental costs (2017 I$), respect-
ively, with incremental effectiveness calculated as the reciprocal of the
absolute risk difference and reported as the number needing to receive
CHIVST for an additional HIV test uptake. We reported incremental
cost-effectiveness ratios (ICERs), with 95% confidence intervals (CIs) cal-
culated using Fieller’s theorem. Deterministic sensitivity analysis identi-
fied key cost drivers; non-parametric bootstrapping generated cost-
effectiveness acceptability curves to assess uncertainty in the ICER. The
economic performance of CHIVST was evaluated using a willingness-to-
pay threshold of 3x GDP per capita for Kenya (3*I$1594=I$4782).
Findings: HIV test uptake was 23% more likely for CHIVST versus
provider-administered testing, with six individuals needing to be offered
CHIVST for an additional HIV test uptake (6.25, 95% CI 5.00-8.33). The
mean cost per patient was more than double for CHIVST (I$26.56 vs
I$10.47). The incremental cost-effectiveness of CHIVST was I$97.21 [95%
CI 65.74-120.98] per additional HIV test uptake compared to provider-
administered HIV testing. Self-test kits and patient time were the main
cost drivers of the ICER, with findings robust even in a worst-case sce-
nario of all upper bound economic costs. The probability of CHIVST being
cost-effective approached one at a willingness-to-pay threshold of I$140.
Implications for D&I Research: CHIVST is a highly efficient use of re-
sources compared to provider-administered testing. Future work
should consider the long-term health consequences, including new
HIV infections, and economic consequences of this HIV testing ap-
proach, as well as its application in other high-HIV-risk populations.
Primary Funding Source
International Initiative for Impact Evaluation (3IE).
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Background: Mexico has an epidemiological crisis related to type 2
diabetes mellitus (T2DM), reporting in 2016 almost 100,000 attribut-
able deaths. This specifically affects low-income Mexican citizens
who face several issues associated with T2DM, including lack of ac-
cess to information and resources on self-management. Centros de
Salud (health centers) are meant to serve those individuals by provid-
ing health services, including resources on chronic disease preven-
tion. Meta Salud Diabetes (MSD), a 13-session weekly self-
management intervention developed to prevent cardiovascular com-
plications and other health issues within the T2DM population, was
tested for efficacy and designed for health centers to improve
services.
Methods: Investigators conducted a test scale up study from Febru-
ary to June 2019 within Jurisdiction VI (Northwest Sonora) of the
Sonora Ministry of Health using the Institute for Healthcare Improve-
ment framework for scaling up health interventions. Initially, investi-
gators trained 19 stakeholders within the regional health system at
various social ecological levels on the intervention and implementa-
tion process. The intervention was implemented in all five T2DM sup-
port groups (GAMs) within the regional health system, and
specifically designated a coordinator from the regional office to sup-
port the entire process.
Findings: A total of 72 participants were consented and behavioral
and biological (HbA1c, pressure, BMI) measures taken at baseline; ap-
proximately 72% of participants completed the intervention and
were present at post-intervention measurements. Implementation fi-
delity measures demonstrated comprehensive adherence to inter-
vention curriculum and potential moderators were assessed for
influences on implementation. Findings demonstrated that training
stakeholders at every social ecological level provided those facilitat-
ing MSD with support by allotting time and resources to properly
prepare for sessions, while also ensuring adherence to intervention
curriculum. Additionally, designating a coordinator from the regional
health office assisted facilitators with resolving barriers to interven-
tion implementation and supported in working toward federal ac-
creditation of GAMs. Initial statistical analysis demonstrates improved
behavioral and biological measures when comparing baseline to
post-intervention.
Implications for D&I Research: Overall, results provide evidence for
using regional health systems as a scalable unit when implementing
chronic disease self-management interventions state- and nation-
wide. This study will help inform future efforts to scale up the inter-
vention in various states throughout Mexico.
Primary Funding Source
National Institutes of Health
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Background: Little is known about how well or under what condi-
tions advances in health care delivery, once adopted, are sustained
and effects maintained in routine practice, particularly in low-middle
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income countries. We conducted an NCI-funded 2-arm cluster ran-
domized study of the effectiveness of two strategies for increasing
implementation of tobacco use treatment (TUT) guidelines in 26
health centers in Vietnam: Ask (screen for tobacco use), Advise (ad-
vise to quit), Assist (brief counseling), and in the intervention arm,
refer to a village health worker (VHW) for 3 sessions of counseling
(Refer) (i.e., 3As vs 3As+R). We found a 10-fold increase in clinician
adherence to the 3As at 12-months (end of intervention) in both
arms and high referral rates to VHWs in the 3As+R arm (60%). This
study presents data on 24-month sustainability and factors that may
have influenced sustainability of provider-delivered TUT.
Methods: We conducted post intervention qualitative interviews
guided by CFIR (n=52), and 24-month surveys with health care pro-
viders (n=51) which assessed provider-delivered 3As+R using the
same measures in the baseline, 6, 12, and 24-month surveys. Ques-
tions about factors influencing sustainability were adapted from the
Program Sustainability Assessment Tool. We used a mixed methods
analytic approach.
Findings: Adherence to all 3As (for half or more visits) significantly
increased at 6 and again at 12-months, but by 24-months declined
to 6-month levels or lower (e.g., Assist increased from 0% at baseline
to 42% 6-months, 77% 12-months and 37% 24-months. Referral rates
were 38% at 6, 70% at 12 and 18% at 24 months. Survey data were
consistent with qualitative interviews noting that lack of ministry of
health (MOH) prioritization of TUT, and therefore availability of on-
going funding and resources (e.g., ongoing training), and competing
priorities, present barriers to sustainability. However, provider, VHW
and community commitment to addressing this public health priority
was noted as a factor motivating health centers to continue to de-
liver TUT.
Implications for D&I Research: In countries with a political and social
context that is similar to Vietnam’s, early and ongoing stakeholder
engagement with policymakers (i.e., MOH) is needed to align prior-
ities and garner support to sustain effective strategies for implement-
ing evidence-based TUT.
Primary Funding Source
National Institutes of Health
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Background: Soil-transmitted helminths (STH), known as intestinal
worms, affect over 1.5 billion people globally. STH control guidelines
target school-age children with deworming drugs delivered via school-
based mass drug administration (MDA). However, new evidence sug-
gests that it may be possible to interrupt transmission of STH using
community-based MDA that targets individuals of all ages. Launching
community-wide MDA as standard practice would require substantial
changes to national and global policies. We aimed to determine health
system readiness to implement community-wide MDA in conjunction
with the DeWorm3 project, a hybrid trial testing the feasibility of inter-
rupting STH transmission in Benin, India, and Malawi.
Methods: We adapted the Organizational Readiness for Implement-
ing Change tool by adding a ‘Capacity for Change’ module in which
constructs for demonstrated capacity, organizational agility, and
organizational structure were included. In each country, we sampled
WHO officials, NGO partners, government personnel at all administra-
tive levels, and community-level health workers who support delivery
of the intervention. Survey questions were also organized by health
system domains: policy environment, leadership structure, technical
capacity, community-delivery infrastructure, financial, material, and
human resources. Surveys utilized a 5-point Likert scale, with the
addition of open-ended questions for follow-up. Mean readiness
scores were summarized at module, construct, and domain levels,
and disaggregated by stakeholder group.
Findings: Surveys were administered to 108, 74, and 69 stakeholders
in Benin, India, and Malawi, respectively. In all countries, mean
organizational readiness to implement community-wide MDA was
high while items associated with organizational capacity to imple-
ment scored lower. The constructs ‘demonstrated capacity to deliver
public health campaigns’ and ‘organizational agility’ scored particu-
larly low. Across all sites, low mean readiness was observed in finan-
cial and human resources domains. However, within these two
domains WHO and NGO-level stakeholders perceived higher readi-
ness to implement compared to local government and health
workers. These findings provide evidence regarding specific change
management activities that could take place amongst targeted stake-
holders prior to the roll out of STH elimination programs.
Implications for D&I Research: This study adapts a valid D&I tool for
use in low-and-middle-income countries. This study also bridges re-
search to policy by evaluating drivers of readiness ahead of poten-
tially sweeping policy changes across STH-endemic countries.
Primary Funding Source
Bill & Melinda Gates Foundation
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Background: Research demonstrates effectiveness of mental health
interventions delivered via task-sharing in low-resource settings;
however, methods to scale and sustainably deliver interventions with
minimal governmental funding are lacking. We examine implementa-
tion practices and policies (IPPs) associated with successful imple-
mentation of a cognitive behavioral therapy (CBT) in the health
extension and education sectors in western Kenya.
Methods: As part of Step 1 of a large stepped-wedge cluster ran-
domized trial, we implemented the CBT intervention in 10 sites in
health extension and education (20 sites, 60 lay counselors; 257
youth). Teachers and Community Health Volunteers (CHVs) were
trained and supervised by local, experienced lay counselors. Six sites
per sector, selected on characteristics that could impact implementa-
tion (urban/rural, implementation leadership), participated in a mixed
methods comparative case study using a rapid qualitative inquiry to
understand IPPs associated with successful implementation (36 coun-
selors; 12 leaders). Analyses would inform implementation coaching
for subsequent sites (30 per sector).
Findings: Overlapping and sector-specific IPPs were identified. Both
sectors highlighted the importance of training, supervision, resources,
counselor recognition, and cross-sector collaboration. Counselors at
sites with higher implementation leadership were more likely to report
their own positive attitude and communication about CBT implementa-
tion. Workload adjustment was critical for education but not health
(83% vs. 17%), where CHVs were less embedded in an organizational
hierarchy. Teachers reporting more positive organizational climate were
more likely to report receiving more implementation support from
other teacher co-workers at their schools (75% vs. 33%). Incentives that
facilitated CBT delivery were perceived differently across sectors.
Teachers were more likely to report incentives of improved perform-
ance in their existing role (i.e., classroom-teacher) (72% vs. 44%) and re-
ceiving positive feedback from their leader (61% vs. 39%). CHVs—who
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are the health system’s extension into the community—highlighted in-
centives such as gifts/acknowledgment from community members
more frequently (44% vs. 11%).
Implications for D&I Research: Implementation strategies for scale-up
are needed. Our results provide information on differential IPPs related to
implementation success in two child-relevant sectors. The rapid methods
are replicable in other low-resource settings and can be used to inform
tailored implementation support for task-shared interventions.
Primary Funding Source
National Institutes of Health
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Background: High rates of cervical cancer persist in the Dominican Repub-
lic, despite the availability of Pap smear screening. Evidence-based guide-
lines suggest HPV testing for women over 30 every 5 years is the most
effective screening strategy. Country-specific factors necessary for the suc-
cessful integration of evidence-based guidelines in the Dominican Republic
are not yet understood. In particular, it is not known what Dominican health
care providers, who are women’s primary link to screening, know or think
about current global recommendations for cervical cancer prevention. This
study explored Dominican provider awareness of and attitudes towards
evolving evidence-based practice (EBP) for cervical cancer screening.
Methods: This was a pre-adoption assessment guided by the Consoli-
dated Framework for Implementation Research (CFIR) and the Theory of
Planned Behavior (TPB). In this mixed methods study, 21 in-depth qualita-
tive interviews were conducted and 202 surveys administered with
providers in the Santo Domingo and Monte Plata provinces of the Do-
minican Republic. Qualitative and quantitative data were compared
across CFIR constructs within the inner setting, outer setting, characteristics
of individuals and intervention characteristics domains, and mixed
methods findings categorized as provider-level barriers or facilitators to
adoption of EBP for cervical cancer screening in the Dominican Republic.
Findings: Mixed methods findings indicated that barriers to adoption of
EBP were limited provider knowledge of HPV testing for primary screen-
ing, and a strong belief that Dominican women needed to begin screen-
ing for cervical cancer at a younger age than is recommended by
evidence-based guidelines. Facilitators to a change in screening practice
were concern about high cervical cancer incidence and mortality in the
Dominican Republic, a medical culture of evidence-driven practice, and
provider receptivity to integration of HPV testing into all health sectors.
Implications for D&I Research: This study revealed important Domin-
ican provider beliefs and practices that would affect the adoption of a
change in screening practice. Findings suggest a demonstration project
with HPV testing might generate necessary in-country data to gain ac-
ceptance from providers as well as health system leaders. Implementa-
tion frameworks and outcomes for such a study would elicit factors
relevant to scale-up of a new screening strategy in the Dominican Re-
public and in low-and middle-income countries more broadly.
Primary Funding Source
New York University internal scholarships
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Background: Clostridioides difficile infection (CDI) is a global health
threat and patients testing positive for C. difficile in South Africa have
a high risk of mortality according to a recent epidemiology study.
Substantial opportunities for improving CDI quality of care in low
resourced hospitals exist. This study explores the implementation of
a diarrhea alert CDI checklist intervention in South African govern-
ment hospitals using the Consolidated Framework for Implementa-
tion Research (CFIR).
Methods: A CDI checklist was designed and implemented at three
district level hospitals in the Western Cape, South Africa. CFIR was
used as a framework to contextualize study findings, including a de-
scription of the implementation process and adaptations for each
hospital. A mixed-methods approach was applied with quantitative
outcomes data and qualitative interview and focus group data with
front-line and administrative healthcare providers. Transcripts were
coded to a priori workflow steps as well as to aspects of the CDI
checklist and emerging themes.
Findings: While maintaining the intervention core elements, each
hospital adapted the implementation process based on available re-
sources. One hospital displayed high acceptance and uptake of the
intervention compared to the two other hospitals. At the high-
acceptance hospital, quality of care measures improved with use of
the checklist compared to baseline data collected over one year (n=
112 patients with positive C. difficile result). From qualitative analyses,
factors that influenced acceptance and uptake included strong peer
intervention champions, champions in influential leadership posi-
tions, strong managerial leadership, and consistent tertiary hospital
and external academic affiliations. High staff turnover may have lim-
ited checklist uptake. Recommendations for refining the intervention
are reducing checklist size, including additional risk factors, and co-
ordination with concurrent programs and new staff training.
Implications for D&I Research: Further research is needed to explore
readiness for adoption and implementation strategies in resource
constrained settings without strong academic affiliation. Tools for
assessing readiness for change should be evaluated for use in low-
resource settings. The CDI checklist should be further adapted and
evaluated for resource constrained settings, along with revisions from
study findings in order to increase intervention sustainability and
impact.
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Background: Acute coronary syndrome (ACS) is a leading cause of
death worldwide. Despite the strength of evidence for global guide-
lines for ACS diagnosis and care, barriers to care remain, particularly
in low-resource settings. The aims of this study were to describe
current adoption of evidence-based practices for ACS care in north-
ern Tanzania and to identify barriers to uptake.
Methods: An observational mixed-methods study was conducted in
northern Tanzania. From August 2018 through January 2019, adult pa-
tients presenting to an emergency department (ED) with chest pain or
shortness of breath were prospectively consecutively enrolled, and their
diagnostic workups, treatments, and diagnoses were observed and re-
corded. Individual five-year risk of cardiovascular event was calculated
using the Harvard National Health and Nutrition Examination Survey
risk score. Semi-structured in-depth interviews were concurrently con-
ducted with emergency and outpatient department providers in north-
ern Tanzania to explore barriers to ACS diagnosis and care. Thematic
analysis of interview transcripts was accomplished via an iterative cycle
of coding and consensus building.
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Findings: Of 339 patients presenting with chest pain or shortness of
breath, median (IQR) age was 60 (46-72) years, and 222 (65.5%) had
>10% five-year risk of a cardiovascular event. Of participants, 170
(50.1%) underwent ECG testing, 9 (2.7%) underwent cardiac biomarker
testing, 6 (1.8%) were diagnosed with ACS, and 3 (0.9%) received as-
pirin. Patients with >10% five-year risk of cardiovascular event were not
more likely to receive an ECG than lower-risk patients (OR 0.89, 95% CI
0.56-1.39, p=0.595). Thematic analysis of interview data revealed
patient-related, provider-related, and systems-related barriers to ACS
care. Patient-related barriers included poor knowledge of ACS and in-
appropriate healthcare-seeking behavior. Provider-related barriers in-
cluded inadequate training regarding ACS and inconsistent application
of knowledge to the clinical context. Systems-related barriers included
lack of data about disease burden, lack of guidelines and protocols,
cost of care, and insufficient diagnostic equipment.
Implications for D&I Research: In northern Tanzania, current uptake
of evidence-based strategies for diagnosis and care of ACS is chal-
lenged by modifiable patient-, provider-, and systems-related factors.
Ongoing research leverages data-driven and stakeholder-prioritized
strategies in a hybrid implementation-effectiveness study to improve
ACS care and outcomes.
Primary Funding Source
National Institutes of Health
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Background: Often conventional, expert-driven interventions are pushed
out to youth populations, assuming behavior change will occur regard-
less of fit. Bottom-up, participatory approaches such as crowdsourcing
may increase uptake of HIV self-testing. We used crowdsourcing to de-
velop a youth-led HIV self-testing program for Nigerian youth.
Methods: We define crowdsourcing as having a group solve a problem
and then sharing with the public. Our crowdsourcing project occurred in
three phases. First, we conducted a nationwide open idea challenge con-
test where we solicited concepts and images promoting HIV self-testing
over a 7-week period. Next, we conducted a 48 hour designathon in
which youth teams were invited to create prototype solutions for increas-
ing uptake of HIV self-testing. Finally, during our 4-week bootcamp, a se-
lect group of teams refined and finalized their prototypes for expanding
HIV self-tests. All contests were judged by an expert panel of judges con-
sisting of local professionals in public health, communications, civil soci-
ety, and design. Evaluation criteria included the following: desirability to
young people, feasibility to implement, and potential for impact.
Findings: During the idea challenge, a total of 903 entries were received.
The top 42 entrants pitched their solutions to the judges with top three
entries advancing to the designathon. During the designathon, a total of
127 team entries were received, of which 13 teams were invited to create
prototype implementation strategies for increasing reach and uptake of
HIV self-tests. The top seven teams advanced to the 4-week bootcamp
where they learnt skills, received mentorship and tailored feedback, and
finalized their prototype solutions and implementation strategies. The
top three teams received monetary awards and HIV self-testing kits to
support their project’s future implementation and evaluation.
Implications for D&I Research: Crowdsourcing contests are a useful
and feasible methodology for engaging young people in the design
and development of implementation strategies to increase uptake of
HIV self-testing. The process generated significant engagement and
tapped into the creativity and potential of young people to lead so-
lutions and strategies for expanding HIV self-testing uptake in
Nigeria. Further research evaluating ideas is underway and may pave
way for implementation research targeting youth populations.
Primary Funding Source
National Institutes of Health

S97
Use of human-centered design to adapt a novel tuberculosis
digital adherence technology to the local context
Devika Patel1, Christopher Berger1, Joseph Ggita2, Alex Kityamuwesi2,
Joshua Feler3, Kathryn Neville4, Lara Chehab1, Achilles Katamba5, Adithya
Cattamanchi6, Amanda Sammann1
1University of California, San Francisco, San Francisco, CA, USA; 2Uganda
Tuberculosis Implementation Research Consortium, Kampala, Uganda; 3Yale
University School of Medicine, New Haven, CT, USA; 4Stanford University,
Stanford, CA, USA; 5Makerere College of Health Sciences, Kampala, Uganda;
6University of California San Francisco, San Francisco, CA, USA
Correspondence: Devika Patel (devika.patel@ucsf.edu)
Implementation Science 2020, 15(Suppl 1):S97

Background: Tuberculosis (TB) treatment success rates in high burden
countries remain far below the World Health Organization’s (WHO) 90%
target. 99DOTS (Everwell Health Solutions, India) is a low-cost digital ad-
herence technology where patients call toll-free phone numbers hidden
underneath pills in blister packs to self-report medication dosing. The
resulting real-time adherence data enables targeted patient follow-up. As
part of its first deployment in sub-Saharan Africa, we used human-
centered design (HCD) methodology to improve fit to the local context.
Methods: Utilizing HCD methodology, we performed 46 semi-
structured interviews at eight TB treatment units in Uganda. Inter-
viewees included TB patients, family members, clinicians, nurses,
community health workers, and local community leaders. Key quotes
and themes were elicited from transcribed interviews and translated
into actionable insights that guided 99DOTS adaptation.
Findings: We discovered seven main insights: education about TB is an
essential and strongly desired component; gamification, entertainment,
celebrities and politicians are not motivators; health workers are trusted
members of patients’ TB journeys; food was a major adherence barrier; pill
packs had the potential to serve as adherence tools; the stigma surround-
ing TB is deeply pervasive; and patients want to feel gratitude and cele-
bration. These insights led to the physical and visual redesign of the pill
pack envelope transforming it into a booklet concealing the pills, space
on the pack to record their health worker’s contact information, picto-
graphic instructions on its use, and a selection of educational stickers to
allow the patient to customize the pill pack. Text messages and audio re-
cordings by local health workers were designed to emphasize TB educa-
tion and motivational messages during patients’ daily phone calls.
Implications for D&I Research: The human-centered design method-
ology emphasizes empathy with end-users, which ensures that tech-
nology such as 99DOTS is adapted to fit the appropriate cultural and
local context. This intervention is currently being implemented with
over 600 patients in Uganda and its adoption and implementation
are under evaluation. HCD is a powerful tool to bolster and comple-
ment dissemination and implementation research endeavors.
Primary Funding Source
TB Reach
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Background: Mobile health (mHealth) interventions are becoming
more common in low-income countries. Existing research often over-
looks implementation challenges associated with technological re-
quirements and design of mHealth interventions. We therefore
sought to describe the process of implementing a complex mHealth
intervention in Uganda, to classify its key challenges.
Methods: We created a mobile survey application to facilitate a
household-randomized, controlled trial of home-based TB contact investi-
gation. We incorporated digital fingerprinting for patient identification in
both study arms, and automated SMS messages in the intervention arm
only. A local research team systematically documented challenges to im-
plementation in biweekly site visit reports, project management reports,
and biweekly conference call minutes. We then used the Consolidated
Framework for Implementation Research (CFIR) to identify constructs
where key challenges to implementation were experienced.
Findings: Using CFIR, we identified challenges in three principal do-
mains: (1) intervention characteristics, (2) inner setting, and (3) character-
istics of individuals implementing the intervention. The adaptability of
the application to the local setting was limited by software and hardware
requirements. The complexity and logistics of implementing the interven-
tion further hindered its adaptability. Study staff reported that health
workers (HWs) were enthusiastic regarding the use of technology to en-
hance TB contact investigation during trainings and initial phases of inter-
vention implementation. After experiencing technological issues, their
trust in the technology declined along with their use of it. Finally, the de-
velopment and execution of a data management plan that would allow
for articulation of goals and provide timely feedback to study staff, HWs,
and participants was impeded by complex data structures. Together,
these issues made it difficult to measure fidelity in real-time.
Implications for D&I Research: mHealth technologies have potential to
make delivery of public health interventions more direct and efficient.
However, challenges uniquely posed by technology such as the lack of
real-time adaptability, challenging feedback systems and complex data
structures should be examined and addressed, especially in low-resource
settings where IT services have not yet proliferated. Innovative ways of
minimizing these challenges using implementation strategies are needed
to ensure technological advancement ultimately improves patient care
rather than disrupts it.
Primary Funding Source
National Institutes of Health
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Background: There is high prevalence of untreated postpartum depres-
sion among adolescent mothers, and women in low- and middle-income
countries (LMICs) have the least access to care. LMICs have begun to im-
plement non-specialist delivered manualized interventions to treat de-
pression, but the evidence for their sustainability and scalability is
inconsistent. Passive sensing data generated from wearable digital de-
vices has great potential to optimize effectiveness at scale and improve
intervention outcomes for postpartum depression. We developed Stand-
Strong, a platform that aggregates and visualizes passive sensing data
(GPS, physical activity, machine-coded episodic audio recordings, proxim-
ity to infant) to enhance depression treatment delivery.
Methods: This implementation study explored (a) the feasibility and ac-
ceptability of using wearable digital sensors with young women and
their families in an under-served LMIC setting and (b) the barriers and
facilitators for non-specialist integration of this data into a phone-based
application to personalize psychological treatment delivery. Leveraging
a community-based participatory mixed-methods design and CFIR
(consolidated framework for implementation research), in-depth inter-
views, focus group discussions, and observations were conducted
among 46 mothers, 2 focus group discussions with non-specialist
health care providers (n=13), and 4 community-counselors across 120
StandStrong delivered depression treatment sessions in rural Nepal.
Findings: Individual and family level barriers included difficulty carry-
ing the phone throughout the day, family privacy concerns, fear of
device loss/damage, and uncertainty about possible health effects of
Bluetooth proximity monitoring. Mothers highlighted that continuous
knowledge of their own behaviors (movement/activity) and receiving
information about their infant were important facilitators. Counseling
facilitators included the ability to: review passive data with patients
during sessions to help recall, use data visualizations to encourage
patient behavioral activation, and access data for detailed tracking of
patient progress between sessions. Community-counselors noted in-
consistent data capture as the primary barrier to implementation at
scale.
Implications for D&I Research: StandStrong presents a novel,
patient-centered implementation strategy for enhanced evidence-
based manualized treatment for postpartum depression. This re-
search strengthens our understanding of the role of context at mul-
tiple levels in LMIC to better adapt and enhance manualized
evidence-based interventions to deliver more personalized care
across cultural contexts. We also demonstrate the feasibility of
mhealth technologies to improve global D&I work.
Primary Funding Source
Bill & Melinda Gates Foundation
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Background: In response to a state-level incentive program, our
safety-net hospital sought to improve Joint Commission metrics for
inpatient (TOB-2) and post-discharge (TOB-3) tobacco treatment. We
developed an intervention consisting of an “opt-out” electronic
health record-based Best Practice Alert (BPA)+order-set, which trig-
gered consultation to the inpatient Tobacco Treatment Service (TTS)
for all hospitalized smokers, regardless of motivation to quit.
Methods: We performed a sequential explanatory mixed methods
study to evaluate implementation of the TTS. Using a quasi-
experimental pragmatic design and multivariable logistic regression,
we first examined effectiveness at improving performance metrics,
comparing inpatient and post-discharge tobacco treatment among
smokers seen (n=505) versus not seen by the TTS due to time con-
straints (n=680) in the 6 months after implementation (7/1/16-12/31/
16). We next examined adoption of intervention components by cli-
nicians over the first year (7/1/16-6/30/17), calculating the proportion
of “current smoker” admissions whose clinicians accepted TTS con-
sultation (“signed off on” order set), and follow-through of TTS rec-
ommendations for tobacco treatment. Finally, we conducted
qualitative interviews with inpatient clinicians (n=25) to understand
their rationale for adoption or non-use of intervention components.
Findings: Effectiveness in first 6 months: Smokers seen by the TTS
had higher rates of tobacco treatment than those not seen, both in
the inpatient (TOB-2: 51.5% [260/505] vs 35.9% [244/680], AOR 1.9,
95% CI 1.5-2.42) and post-discharge (TOB-3: 32.5% [164/505] vs
12.4% [84/680], AOR 3.38, 95% CI 2.51-4.57) settings. Adoption over
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first year: Among all current smoker admissions for whom the BPA fired,
clinicians accepted TTS consultation on 62.1% (4100/6598), with accept-
ance ranging from 8% to 82.2% across clinical services (p<.00001).
Among patients seen by the TTS who desired tobacco treatment, the pri-
mary inpatient team ordered treatment consistent with TTS recommen-
dations for 82.5% during hospitalization, but for only 48.8% at discharge.
Clinicians expressed that they valued the TTS, but that BPA fatigue, time
constraints, competing priorities, and poor communication were barriers
to consulting the TTS and following recommendations.
Implications for D&I Research: Implementing an “opt-out” inpatient to-
bacco treatment service at a safety-net hospital is feasible, acceptable,
and effective at improving performance on quality metrics. Further adap-
tation to increase clinician adoption of team recommendations must ad-
dress multiple clinician barriers.
Primary Funding Source
Local grant from Boston University Evans Center for Implementation
& Improvement Sciences
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Background: Calls have been made for greater application of the deci-
sion sciences to expedite research evidence use by public sector decision-
makers in mental health policy. The decision sciences draw particular at-
tention to the “bounded rationality” of decision-makers, investigating the
consequences of imperfect information, limited human information pro-
cessing abilities, and heuristics that decision-makers use to expedite
decision-making. Our study investigates how decisions are made by mid-
level managers in Medicaid, child welfare, and mental health systems who
seek to develop protocols that routinely identify trauma among children
entering foster care. This paper aims to identify case-specific insights into
decision-making for screening protocols as well as to explore the utility of
the decision sciences in studies of research evidence use.
Methods: Our study used a “decision sampling” approach, in which re-
spondents (n=85) from 11 states identified a recent decision that sought
to identify and address the trauma of children entering foster care. We
anchored key informants’ responses on the recent index decision to
minimize recall and response bias and potential desirability of evidence
use. Informed by the "decision-making ecology," our study first investi-
gated the decision-continuum specifically seeking to understand the
series of related decisions that were necessary to address the index deci-
sion on trauma screening and assessment (n=23). We then inquired on
the factors perceived as influential to the decision-making process.
Findings: The decision continuum identified by respondents included
17 decision points across five domains, including (1) the reach of the
screening protocol, (2) content of the tool, (3) threshold for referral, (4)
workforce development requirements, and the (5) system capacity to
respond. Across the decision continuum, factors identified as influential
to decision-making arose from four domains: (1) the sociopolitical con-
text, (2) organizational absorptive capacity, (3) decision-making struc-
ture/decision-makers, and (4) the case, including clinical considerations
and access to and content of diverse information sources, ranging from
local knowledge to global evidence.
Implications for D&I Research: Opportunities exist to integrate decision
sciences into studies of research evidence use. Our application, employ-
ing the decision-making ecology to policy decisions, facilitated an in-
depth characterization of the decisions required and characterization of
the factors influential and relevant trade-offs.
Primary Funding Source
W.T. Grant Foundation
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Background: Strategies to implement evidence-based practices con-
sume scarce resources and incur costs. Although critical for decision
makers with constrained budgets and limited resources, such resource
use and cost information are not typically reported. This is at least partly
due to a lack of clearly defined and standardized costing methods for
use in implementation science. This study presents a pragmatic approach
to systemically estimating resource use and costs of implementation
strategies using a well-established business accounting system. The
method is demonstrated by estimating the first-year implementation
costs of a group-based cognitive behavioral therapy program for stu-
dents with externalizing disorders in six Philadelphia schools.
Methods: Time-driven activity-based costing (TDABC) is combined with
the existing guidelines forimplementation strategy specification and
reporting. Implementation protocol, measures, project notes and key
personnel interviews were used to map the implementation process by
specifying the strategies with their actors, specific action steps, tempor-
ality, and dose. The dose is defined for each action step as the person-
hours invested in its completion, and accounts both for frequency and
intensity of the action step. Implementation strategy dose is the sum of
person-hours on each action step that constitute the strategy. Project
resources are identified, andthe price per unit person-hour is calculated
as per the TDABC. Costs of action steps, strategies and implementation
project is reported from a payer perspective.
Findings: Estimated total cost was $63,842; $10,640 per school. The
largest cost incurred was for the communication efforts ($30,691),
which involved in-person meetings, phone calls, and email ex-
changes. Next largest costs were for the stakeholder engagement,
consultation/coaching, and supervision, which comprised 19%, 15%,
12% of total costs, respectively. Assessment/evaluation and training
constituted the smallest costs, at 4% and 3% respectively.
Implications for D&I Research: This method allows for inclusion of im-
plementation costs in the efforts of strategy specification, tracking and
reporting. It serves as a pragmatic tool to operationalize the conduct of
the implementation activities, track the resources consumed and esti-
mate associated costs. It could facilitate the routine incorporation of
cost analysis and economic evaluations into implementation research.
It provides granular cost information which could be used to identify
and address the inefficiencies in the implementation process.
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Background: While innovations and improvements in care delivery
are continuously available, they are often not spread across all set-
tings that would benefit from their uptake. We conducted a system-
atic review and key informant interviews to describe the process of
scale up and spread clinical and administrative practices, with a focus
on “hard-to-engage” sites.
Methods: For the systematic review component, we searched for lit-
erature relevant to large-magnitude scale up and spread. We aug-
mented the traditional systematic review with key informant
interviews. We identified eight leads of large-magnitude scale up and
spread projects in VA. They participated in semi-structured interviews
to share their perspectives on and experiences with strategies to
scale up and spread clinical and administrative practices across
healthcare systems. Drawing primarily on matrix analysis, each inter-
view was analyzed by three members of the team and consistency of
interpretation was regularly checked through team discussion.
Findings: Our searches identified 1,919 titles for review, of which 52 ar-
ticles were included. Seven discussed strategies for hard-to-engage
sites, 11 described hard-to-engage sites, and 34 discussed general scale
up and spread strategies. These included publications were narratively
synthesized and combined with interview findings to describe breaking
down the national scale up or spread process, macro models of
organization or infrastructure of spread efforts, common challenges for
spreading to hard-to-engage sites, potential benefits of working with
hard-to-engage sites, and useful strategies for hard-to-engage site.
Implications for D&I Research: Little published evidence has been
identified that focuses on or provides discussion of strategies for reaching
those sites that may be hard-to-engage. Future work could focus on bet-
ter documentation of the later stages of spread efforts, including specific
approaches and strategies used to engage hard-to-engage sites.
Primary Funding Source
Department of Veterans Affairs
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Background: When it comes to public policy, university research is
considered more trustworthy than research from advocacy groups
and think tanks. Yet university research is widely perceived as play-
ing too small a role in public policy. The state Family Impact Seminar
model is an approach designed to increase respect for and use of re-
search evidence in policymaking, provide nonpartisan opportunities
for legislators to engage in open dialogue for fostering relationships
and finding common ground, and encourage legislators to examine
policies and programs through the lens of family impact.
Methods: Since 1999, over 225 seminars have been held in more than 20
states on family issues, broadly defined to include health care, jobs, educa-
tion, and corrections. A common survey protocol is administered at every
seminar, and several additional evaluations have assessed whether the
seminars achieve their goals, including phone interviews after seminars.
Findings: On seminar evaluations, legislators report using information
to share with colleagues, incorporate into speeches and discussions,
and develop or evaluate legislation. For example, in Oregon, following
the first seminar, a refundable child-care tax credit was adopted, which
the legislative sponsor attributed, in part, to information provided by
the seminar; in Nebraska, after a seminar on rising health-care costs, a
state Children’s Health Insurance Program law was passed and in 2009,
more than 48,000 children were served. Additionally, in follow-up eval-
uations (phone interviews with 18 legislators 3-5 months post-seminar;
69% response rate) of a Wisconsin seminar on the science of early brain
development, 83% of legislators reported that because of the seminar,
they were “quite a bit” more likely to see the practical value of research;
72% of legislators reported that because of the seminars they were
“quite a bit” more likely to view researchers as approachable; and 50%
said they were “quite a bit” more likely to get to know their colleagues
on the other side of the aisle.
Implications for D&I Research: Several best practices will be dis-
cussed that make the Family Impact Seminars an effective model for
communicating rigorous, nonpartisan research to policymakers.
Primary Funding Source
William T. Grant Foundation
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Background: Although most social science research is intended to pro-
duce knowledge for public benefit, a persistent gap between empirical
knowledge and decisions made in practice and policy involves a com-
plex set of challenges for which there are no simple solutions. Effective
research translation necessarily involves coordinating a comprehensive
array of strategies that support research use by decision-makers.
Methods: We will present on a model known as the Research-to-
Policy Collaboration for (1) identifying legislative needs for scientific
research evidence, (2) building researcher networks capacity to rap-
idly respond to those needs, and (3) facilitate effective sustained col-
laboration between policy and research communities. This includes
discussion of a completed pilot trial (2016-2018) and ongoing ran-
domized controlled trial for evaluating the efficacy of this model at
scale (2019). Lessons learned for conducting research on improving
the use of research in legislative contexts will be shared.
Findings: Pilot findings revealed that this model can successfully
mobilize prevention scientists, engage legislative offices, connect pol-
icymakers and experts in prevention, and elicit congressional requests
for evidence on effective prevention strategies. On average, the RPC
model costs $3,510 to implement per legislative office. The RPC can
elicit requests for evidence at an average cost of $444 per request. Re-
searcher participating in the model report greater efficacy for engaging
with legislative audiences around translating research for use in policy.
Implications for D&I Research: This project signals that the use of sci-
entific knowledge of prevention in policymaking can be greatly aug-
mented through strategic investment in translational efforts. Ultimately,
this model seeks to accelerate the dissemination of scientific evidence
among legislative audiences. Opportunities for optimizing project ele-
ments, and plans for future work are discussed.
Primary Funding Source
William T. Grant Foundation
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Background: Patient advocacy groups are well-positioned to broker rele-
vant research into state and federal health policymaking given their mis-
sion, resources, and established relationships with policymakers. While
these organizations frequently use research to draw attention to prob-
lems affecting their constituents and advocating for sensible solutions,
they can also be effective brokers of research that informs policy imple-
mentation. We report preliminary findings from a project that assesses
this research brokering potential of mental health policy advocacy groups
in the context of improving access to screening for adolescent depres-
sion in New Jersey’s public schools.
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Methods: A combination of data sources is used to assess the know-
ledge brokering potential of mental health advocates statewide: (1)
content analysis of policy documents (transcripts of legislative bills
and hearings, state government documents, and taskforce reports on
the topic of adolescent depression from 2010-2019); (2) content ana-
lysis of local and national news reports on the topic (2010-2019); (3)
analysis of web and social media content produced by mental health
advocacy groups; (4) key-informant interviews with policy directors
of mental health advocacy organizations active on this issue; and (5)
key-informant interviews with state legislators who are working to-
wards universal access to adolescent depression screening.
Findings: Data analysis is ongoing, but preliminary findings suggest
that brokering of research evidence by mental health advocacy
groups is limited by the availability of relevant research. In particular,
policymakers are interested in research regarding potential barriers
and facilitators to implementation of universal screening for adoles-
cent depression in schools to reduce their ambiguity regarding the
feasibility of implementation and alleviate concerns about unin-
tended effects, but such research is not readily available. Mental
health advocates are frequently called upon to provide
implementation-relevant insights, but they are mostly able to provide
anecdotal evidence that cannot inform sound policy.
Implications for D&I Research: This 3-year project will test the hy-
pothesis that equipping mental health advocates with research that
is directly relevant to implementation of the proposed policy, will fa-
cilitate their ability to advocate for evidence-based policy solutions
and subsequently enable policymakers to make progress regarding
response to the growing problem of adolescent depression.
Primary Funding Source
William T. Grant Foundation
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Background: The CDC and Surgeon General have called on the na-
tion’s schools to help prevent skin cancer by implementing sun
safety in educational settings and school policies. We conducted a
trial evaluating an intervention for supporting implementation of
school district sun safety policy. Parents were surveyed to test the
hypothesis that parents will report more communication about sun
safety at schools receiving the intervention than at control schools.
Methods: Elementary schools (n=118) were enrolled in a pretest-
posttest randomized controlled design (mean [M] =564.6 students/
school; M=54.5% Hispanic students). All schools were in California
school districts that had adopted a sun safety policy, Board Policy
5141.7. Schools randomized to the Sun Safe Schools (SSS) interven-
tion group (N=58) received support for implementing school sun
safety practices by trained coaches over 20 months. Based on Diffu-
sion of Innovations Theory, support and resources for implementa-
tion were tailored to school principals’ readiness to implement.
Parents completed an online posttest survey through invitations sent
by principals or while attending parent-oriented school events.
Findings: The SSS intervention appeared to increase communication
on sun safety and the use of student sun protection. Parents in inter-
vention schools were more likely to report receiving information about
sun safety from the school (M=26.3%, sd=3.1%, p=0.017) and that their
children wore sun-protective clothing (frequency rating M=2.93, sd=
0.03, p=0.033) than in control schools (M=18.0%, sd=2.5%; M=2.83, sd=
0.03, respectively). The improvement in sun safety appeared to result
from policy implementation. In schools where principals reported
implementing sun safety practices at posttest, parents reported that
children spent less time outdoors (M=14.8 hours, sd=0.25, p=0.033)
and had fewer sunburns (mean proportion=0.13, sd=0.01, p=0.009)
than at non-implementing schools (M=16.3 hours, sd=0.67; M=0.21,
sd=0.04, respectively). Further, parents who received information about
sun safety from the school (M=3.08, sd=0.04, p=0.008) reported more
sun protection for their child than parents not receiving the informa-
tion (M=2.96, sd=0.02).
Implications for D&I Research: A school district-level policy, com-
bined with active technical support for schools within the district, ap-
pears effective at increasing implementation of school sun safety
practices to help protect children from solar ultraviolet radiation, the
primary risk factor for skin cancer.
Primary Funding Source
National Institutes of Health
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Background: Financial incentives have been shown to increase the
purchase of fresh fruits and vegetables (FFVs) among low-income
adults, but little is known about the implementation of FFV incentive
policies through the federal Supplemental Nutrition Assistance Pro-
gram (SNAP) in diverse real-world settings. This study used RE-AIM to
evaluate implementation of the Fresh Savings incentive program, a
large-scale demonstration project funded by USDA, to compare two
incentive models across four settings.
Methods: AARP Foundation implemented Fresh Savings for SNAP
participants in Tennessee and Mississippi from September 2015 to
March 2019 in 27 Kroger grocery stores, 44 farmers’ markets, 8 pro-
duce stands, and 4 small grocers. Both incentive models depended
on a qualifying SNAP purchase with either: 1) Paper coupons of-
fering a 50% discount on FFV at Kroger stores (valued up to
$10), or 2) dollar-for-dollar matched tokens up to $20 in value
per week, available for immediate use. Transaction data were an-
alyzed using joinpoint and interrupted time series analysis to
examine trends, in addition to qualitative assessment of program
adaptations.
Findings: Fresh Savings reached approximately 250,000 unique SNAP
households during 43 months. Comparing across settings, adoption
decreased as reach increased. Specifically, adoption ranged from
97% redemption of 7,624 tokens worth $100,737 in produce stands,
and 95% redemption of 18,834 tokens worth $241,982 in farmers’
markets, to 80% redemption of 22,781 tokens worth $326,983 in
small grocers, and 18% redemption of 1,971,942 printed grocery
coupons worth $2,150,489 in Kroger stores. For Kroger, repeated
exposure increased significantly over time, from 0.14 to 3.83 cou-
pons printed per SNAP shopper per month. In markets, 75% of
SNAP shoppers redeeming tokens were repeat shoppers. Analyses
identified significant improvements in implementation outcomes
in response to program adaptations over time, in particular,
changes to the qualifying purchase requirement.
Implications for D&I Research: Incentives offered in grocery stores
reached more SNAP customers, although paper coupons that would
typically be saved for subsequent shopping trips had lower redemp-
tion rates than immediately useable tokens in varied market settings.
Future research should examine consumer behavior and burden of
implementation strategy options when planning or evaluating SNAP
financial incentives for FFVs in various settings.
Primary Funding Source
USDA
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Background: The juvenile justice system remains siloed from the be-
havioral health system resulting in significant unmet need for treat-
ment among justice involved youth. Implementation of integrated
strategies for improving access to treatment requires evidence of the
costs of changing existing practices, which could result from adding
new services, discontinuing treatment protocols that are not effect-
ive, or expanding existing services. To promote integration across dif-
ferent systems, stakeholders need to be aware of what types of cost
investments (e.g., personnel, facilities, data systems) lead to more ef-
ficient implementation and better outcomes.
Methods: A detailed cost analysis was conducted alongside the Ju-
venile Justice Translational Research on Interventions for Adolescents
in the Legal System (JJ-TRIALS), a cooperative implementation re-
search initiative funded by the National Institute on Drug Abuse. JJ-
TRIALS features two randomly assigned implementation interven-
tions, Core and Enhanced, which are focused on improving screen-
ing, assessment, referral, and linkage to behavioral health services
among juvenile justice youth with SUD. Cost data were collected pro-
spectively throughout the study, including a careful accounting of
existing resources reallocation to support JJ-TRIALS activities during
Baseline, Early Experiment, and Late Experiment implementation
phases.
Findings: During Baseline (i.e., pre-implementation and pre-
randomization), the average cost incurred by participating agencies
was $9,490 (range: $3,245 to $18,029). Sites randomized to Enhanced
had relatively higher baseline costs ($13,176 vs. $9,222 in the Core
sites). During the Experiment phase, Enhanced sites continued to
incur higher implementation costs relative to the Core sites, but
these costs steadily declined and ultimately converged with Core
sites as they entered the sustainment phase. When comparing Early
and Late Experiment phases, Enhanced sites’ average cost was
$5,885 during Early Experiment and $3,696 during Late Experiment.
Core sites had an average cost of $3,523 during Early Experiment
and $1,932 during Late Experiment.
Implications for D&I Research: In a funding climate where available
resources are already stretched thin, recommending that agencies
take on additional responsibilities to implement evidence based
screening, referral, and treatment linkage services is a challenging
proposition. Agencies need to be aware of what sort of investments
will be required to prepare for implementation, during implementa-
tion, and to sustain newly adopted practices.
Primary Funding Source
National Institutes of Health
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Background: Increasingly popular value-based insurance designs
(VBIDs) have been shown to improve short-term adherence to medica-
tions for chronic illness with no increase in total spending. However,
despite positive evidence, the uptake of VBID has been slow among
commercial health plans. Systematic reviews report variation in imple-
mentation in different settings.
Methods: Kaiser Permanente Hawaii (KPHI) offered WellRx, a drug
rider benefit that waives all copays for essential medications and
supplies for diabetes, was offered on a pilot basis in 2012-2014 and
later in 2015 as a purchased benefit for large employer accounts. Pri-
mary (employer interviews, patient surveys) and secondary (elec-
tronic medical and claims records) data were used to assess the
impact of the program at the individual and organizational level
using the RE-AIM framework and its five evaluation components:
Reach, Effectiveness, Adoption, Implementation, and Maintenance.
Findings: During the pilot program, reach expanded from 46% to
92% users with diabetes (n~1700 members). This two-fold increase
was mainly due to the change from opt-in to automatic enrollment,
now the approach in the operational program. Program effectiveness
was based on survey data collected among 890 WellRx utilizers. Over
50% of program participants reported increased positive health be-
haviors such as engaging in daily exercise, checking their blood
sugar levels daily, and adjusting their diet for weight loss. Partici-
pants also self-reported high confidence in maintaining or improving
their blood glucose levels and approximately 80% reported taking
medications daily. Of the employers that were offered the oper-
ational program in 2014, all but one participated, indicating high
adoption. Implementation was determined using program enrollment
versus actual dispensing at the zero-dollar copay rate. Although it
took four years to reach this level, over 90% of program participants
receive the zero-dollar copay for qualifying medications and supplies.
Implications for D&I Research: This study examines a real-world
VBID program in a setting that illustrates the challenges of imple-
menting system-level interventions. The RE-AIM framework provides
ways to improve program efficiency and impact at the organization-,
employer- and patient-levels. Increasing reach, improving effective-
ness of care, and expanding employer adoption are areas for future
policy, practice, and research. Additional evaluation of program out-
comes is needed to determine if expansion is feasible.
Primary Funding Source
National Institutes of Health
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Background: Recent research on dissemination and implementation
has sought to better understand the pathways by which policy-
makers and end users of research evidence engage with one another
and exchange ideas. This work details the methods by which we
map the use of research evidence at the state level. The research
presented is part of a new research effort connecting the use re-
search evidence to the broader public debates regarding adolescent
depression treatment in schools within the state of New Jersey
through knowledge brokerage mapping. We focus specifically on the
use of news interviews and op-eds, social media posts, public events,
social media, and local and regional journalism to map communica-
tion and evidence use.
Methods: Our approach to mapping focuses on joining disparate
datasets by focusing on actors and evidence as key points of inter-
section. For social media data tracking, we implemented the open-
source Social Feed Manager and used the Twitter API to automatic-
ally sample key Twitter feeds. Additional social media data were
manually collected from Facebook for key actors and key news
organization by tracking new posts made during the research period
and recording the data. Accounts were identified by using the
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document analysis to identify a seed list of key actors and then iden-
tify their related social media accounts. Methods for other media col-
lection will also be highlighted.
Findings: The knowledge brokerage mapping methodology reveals
key network structure that connects four elements: (1) actors, (2) the
way the actors are linked, (3) actors’ interests with regard to the pol-
icy considered, and (4) actors’ role regarding the flow and exchange
of policy-relevant information within the network of actors (supplier,
broker, or user). By aggregating links among actors the researchers
were able to reproduce the network that connects actors to a par-
ticular body of research evidence.
Implications for D&I Research: The implications of this methodo-
logical research focus on the utility of key measures for identifying
knowledge brokers. Our ongoing tracking and analysis of research
evidence use by policymakers, brokers, and news and social media
provides a methodological starting point for similar research around
related policy issues and provides a roadmap for work in this area.
Primary Funding Source
William T. Grant Foundation
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Background: Valid and pragmatic measures are a critical – but elusive
– ingredient of contemporary implementation research. Studies are
needed to “raise the bar” on the predictive validity of instruments to
ensure that they demonstrate real-world utility. Instruments assessing
the inner organizational context are among the most common in im-
plementation research. Organizational factors are typically assessed
with instruments that reference either generic intervention types (e.g.,
“evidence-based practices”) or specific interventions, but differences in
predictive validity due to the referent of the items have never been
evaluated. As a component of a federally-funded measurement devel-
opment project, the current study assessed the associations of generic
and intervention specific versions of organizational measures to imple-
mentation and service outcomes for two different universal behavioral
health prevention programs, delivered in the education sector.
Methods: Participants were 441 educators (89% female; 84% non-
Hispanic White) working in 54 elementary schools, who had received train-
ing in one of two universal, evidence-based behavioral health prevention
practices (Schoolwide Positive Behavioral Interventions and Supports
[SWPBIS]; Promoting Alternative Thinking Strategies [PATHS]). Participants
within each school were randomized to complete school-adapted versions
the Implementation Leadership Scale, Implementation Climate Scale, and
Implementation Citizenship Behavior Scale that contained either generic
“evidence-based practice” or intervention-specific referents. Objective
SWBPIS and PATHS fidelity assessments were completed by independent
observers. Educators also completed ratings of student behavioral out-
comes (on task behavior, oppositional behavior, oppositional behavior).
Findings: Results indicated statistically significant associations (p<.01)
with independent observations of intervention fidelity only when rat-
ings were completed using intervention-specific versions of the instru-
ments. Effect sizes for the intervention-specific versions (r = .205 - .255
for total scores) were of equal or greater magnitude than those that
have typically been identified in previous organizational research. Rela-
tionships with student outcomes were apparent for each constructs,
but no clear pattern emerged in terms of the relative strength of the
two version of the scales in predicting student outcomes.
Implications for D&I Research: This research enhances the specificity
with which organizational determinants of implementation should
be assessed and provides preliminary evidence that their relationship
to implementation outcomes is likely to be enhanced by the inclu-
sion of intervention-specific referents in assessment instruments.
Primary Funding Source
Institute of Education Sciences
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Background: This submission builds on work presented at last year’s
D&I conference describing the use of a neural network to map the
sustainability of quality improvement (QI) initiatives for the health
care of older adults. While the model was able to produce some rele-
vant insights, it suffered from two key limitations: 1) it was not
generalizable to other populations or other types of evidence-based
interventions (EBI), since the initial dataset came from a focused
scoping review and 2) it performed poorly at predicting the sustain-
ment and sustainability of QI interventions.
Methods: We created an expanded dataset by coding an additional
257 articles which were cited in one of four recent comprehensive
reviews of sustainability for EBI (Stirman et al. (2012), Ament et al.
(2015), Tricco et al. (2016) and Shelton et al. (2018)), bringing our
total sample to 312 articles. In addition to extracting implementation
and post-implementation strategies (based on Powell et al. (2015)),
we also distinguished between sustainment (i.e. implementation out-
comes) and sustainability (i.e. staff/patient outcomes) and coded for
type of intervention, setting, intervention target (based on ICD10),
model or framework of sustainability, costing and adaptations (Stir-
man et al. (2019). We used this data to train a Kohonen self-
organizing map, which groups similar studies together based on
these characteristics. We performed leave-one-out cross-validation
using the extracted variables to assess the sensitivity and specificity
of the map’s predictions of sustainment and sustainability.
Findings: The self-organizing map achieved a diagnostic odds ratio of
5.2 (p<0.05) for sustainability but was not significant for sustainment.
We observed that omitting information on clinical targets, intervention
setting, adaptations, or post-implementation strategies resulted in sig-
nificant reductions in predictive power. Several key linkages for sustain-
ability were apparent, such as the special importance of stakeholder
interrelationships for community-based interventions.
Implications for D&I Research: Our study presents a novel method
for investigating relationships between contexts, mechanisms and
outcomes of sustainability. It supports the validity of realist, context-
dependent models of sustainment/sustainability that emphasize the
importance of adaptation (such as the Dynamic Sustainability Frame-
work). We are also developing a web-based tool which allows imple-
menters to get tailored sustainability recommendations for their
projects based on our model.
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Background: To maintain effectiveness of widely-implemented evi-
dence-based practices (EBPs), it is crucial to have a strong understanding
of what factors contribute to fidelity. Studies have found factors such as
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organizational culture, access to training and education, leadership en-
gagement, and implementation climate to be associated with fidelity.
However, there is little knowledge about how these constructs synergis-
tically contribute to implementation outcomes; information that can stra-
tegically expedite implementation. The current study targets
organizational complexities and applies an innovative analytic technique
to identify combinations of characteristics necessary and sufficient for
fidelity.
Methods: This mixed methods study was informed by data collected
from multi-level stakeholders, including treatment developers,
agency stakeholders, system-level leaders and key personnel in 15
publicly-funded mental health agencies. Fidelity was measured using
the Therapy Procedures Checklist- Family Revised (TPC-FR), and inner
setting characteristics were measured using the Implementation
Leadership Scale (ILS), Implementation Climate Scale (ICS), and
Organizational Social Context scale (OSC). Analyses were conducted
using Qualitative Comparative Analysis (QCA), a set theoretic ap-
proach applying Boolean logic. This method allowed for a qualitative
approach to a quantitative analytic technique, granting access to
examine organizational complexities. Quantitative scores from all
aforementioned measures informed the presence or absence of a
condition for a given organization, and concrete examples from
qualitative interviews were used to supplement data calibration.
Within the organizational sub-domains outlined in the CFIR, there are
32 possible combinations of characteristics. QCA identified which
conditions were necessary to yield strong fidelity, and which config-
urational pathways were sufficient.
Findings: Findings showed two conjunctural combinations sufficient
for maintaining fidelity: 1) structural characteristics and implementa-
tion climate and 2) implementation climate and readiness for imple-
mentation and organizational culture. This finding indicates that
strong fidelity will occur when these pathways are present.
Implications for D&I Research: This study moved beyond identifying
individual facilitators and barriers to fidelity by using a configur-
ational approach to identify how these known influencers work in
combination. Such knowledge assigns value to CFIR characteristics
and helps to prioritize which aspects can expedite implementation
efforts in practice. These combinations highlight areas of
organizational infrastructures that can be addressed to improve the
use of EBP in community-based settings.
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Background: Efforts to improve cancer care have been driven by two
approaches: quality improvement (QI) and implementation science (IS).
QI and IS have developed independently but have potential for synergy.
To inform efforts to better align these fields, we examined 20 cancer-
related QI and IS articles to identify differences and commonalities.
Methods: We searched PubMed for cancer care studies that used IS or
QI methods and were published in the past 5 years in one of 17 leading
journals selected by our interdisciplinary team. When possible, we cate-
gorized studies as QI or IS based on authors’ descriptions; otherwise,
we categorized studies as QI if they evaluated efforts to improve the
quality, value, or safety of care, or IS if they evaluated efforts to pro-
mote the adoption of evidence-based interventions into practice. We
identified the 10 most frequently cited studies from each category (20
total studies), characterizing and comparing their objectives, methods –
including use of theoretical frameworks and involvement of stake-
holders – and approaches to practice change.
Findings: All IS studies (10/10) and most QI studies (6/10) addressed
barriers to uptake of evidence-based interventions. The remaining 4
QI studies sought to improve clinical outcomes, reduce costs, and/or
address logistical issues. QI and IS studies employed common ap-
proaches to change practice. For example, clinician and staff training
was employed in 8/10 IS studies and 4/10 QI studies, and perform-
ance monitoring and feedback in 3/10 IS studies and 2/10 QI studies.
However, the terminology used to describe these approaches was in-
consistent between IS and QI studies. Additionally, few studies (2/10
IS, 1/10 QI) used a theoretical or conceptual framework and only 4/
20 (2 from each category) consulted key stakeholders in developing
their approach. Most studies (10/10 IS and 6/10 QI) were multi-site
and observational, with a minority of studies (2 from each category)
using a randomized design.
Implications for D&I Research: Cancer-related QI and IS studies had
overlapping objectives and used similar approaches but inconsistent
terminology. The impact of IS and QI on cancer care could be en-
hanced by greater harmonization of the disciplines and by promot-
ing rigor through the use of theoretical frameworks and stakeholder
input.
Primary Funding Source
Kaiser Permanente Washington Health Research Institute Develop-
ment Fund
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Background: Implementation scientists increasingly recognize the chal-
lenge of extreme heterogeneity across place and time in implementa-
tion barriers, facilitators and related influences on implementation
strategy selection and effectiveness. Heterogeneity requires data-
guided selection and ongoing tailoring of implementation strategy
bundles to meet local circumstances. Unfortunately, methods derived
from clinical research are optimized to study simple interventions (e.g.,
fixed pharmaceutical interventions) – to determine whether an inter-
vention is “effective” – but generally unable to generate insights into
how and why an intervention achieves its effects, and, more import-
antly, how to modify the intervention and its context to increase effect-
iveness. Improvement science offers numerous conceptual and
methodological approaches for addressing heterogeneity and guiding
site-specific tailoring. We integrated improvement science and imple-
mentation science methods to address gaps in HPV vaccination deliv-
ery, an implementation problem that has proven highly resistant to
conventional intervention approaches, largely due to patterns of ex-
treme heterogeneity in local barriers, facilitators and circumstances.
Methods: We integrated standard improvement science techniques
(root cause analysis, local quality teams, time series analysis) with con-
ventional clinical trial approaches to diagnose and address highly het-
erogeneous barriers to HPV vaccination performance improvement in
Kaiser Permanente Southern California, a large integrated healthcare
system serving over 4 million members. Implementation strategy selec-
tion and tailoring are guided by a menu of forms linked to core func-
tions (Jolles et al 2019) to ensure internal validity and generalizability.
Findings: Pilot study findings confirm heterogeneity of barriers. A
form-function menu derived from local barrier assessment data
matches a set of core functions derived from published literature and
offers a collection of implementation strategy forms for use by local
quality teams developing site-tailored implementation approaches.
Implications for D&I Research: Implementation science addresses
phenomena that differ dramatically from simple interventions for
which clinical research methods are optimized. Implementation stud-
ies asking “Is intervention X effective” or “Is Intervention A superior
to Intervention B” will generally produce answers such as “Some-
times” or “It Depends.” Implementation researchers must replace ef-
forts to emulate clinical trialists with guidance and tools from the
field of improvement science. This integration should facilitate dra-
matic improvements in our field’s ability to generate useful imple-
mentation insights, evidence and guidance.
Primary Funding Source
Kaiser Permanente Washington Health Research Institute Develop-
ment Fund
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Quality improvement vs. implementation research: Finding middle
ground
Ann Sales (salesann@umich.edu)
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Background: Many people, including researchers who work in the
fields of quality improvement (QI) and/or implementation research
(IR), find it difficult to define whether an activity is best defined as QI,
or IR. The distinction is important because of regulatory issues, such
as human subjects protection, and because of status related to terms
such as “science” and “research”. In this presentation I describe a pro-
ject that straddles both areas, funded through the VA Quality En-
hancement Research Initiative (QUERI).
Methods: The project focuses on supporting implementation of goals
of care conversations in Veterans Health Administration long term
care facilities. We developed and now send feedback reports to both
nursing home and home based primary care teams in 19 VA facilities
detailing their achievements in documenting goals of care conversa-
tions on a monthly basis. We now vary the reports systematically to
test differences in response to the feedback reports when we pro-
vide enhancements—either tips for action planning, or information
about comparison performances. We follow the feedback report dis-
tribution with surveys once a quarter to estimate uptake. The overall
project including distribution of feedback reports and evaluation of
their impact is deemed QI, while the administration of the survey to
understand the uptake of the enhanced reports, is research.
Findings: Response to the feedback reports overall has been unclear.
The evaluation design, as part of the QI evaluation, involves a cohort
analysis, using a matched set of facilities, to see whether documenta-
tion of goals of care conversations is greater in facilities receiving the
feedback reports. While this analysis is not yet complete, we have in-
terim results showing graphical representation of differences in
documentation. The results of the research component are still in
process, but will be available in interim form by December.
Implications for D&I Research: Regulatory issues, as well as
organizational perspectives on what is deemed QI vs. research, con-
dition the work being done, and how it is regulated. These issues im-
pose burden on individuals doing the work, resulting in competing
pressures to get projects deemed one or the other. Middle ground
approaches, such as the VA QUERI program, may offer solutions to
some of these issues.
Primary Funding Source
Kaiser Permanente Washington Health Research Institute Develop-
ment Fund
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Background: Both improvement and implementation science offer
strong methods for adoption and spread of change concepts and
best practices. Though there are important differences between
these fields, both emphasize having a clear program/change theory,
measuring processes and outcomes, and demonstrating a causal link
between the improvement/implementation approach, changes
made, and improved processes and outcomes. Credibility of improve-
ment/implementation efforts depends on appropriate program de-
sign and evaluation so that causation can be differentiated from
association, and observed improvements attributed to the program.
Surprisingly, neither field seems to have thoroughly explored the
contributions that epidemiology can make to inferring causality, es-
pecially dealing with bias, confounding, and the counterfactual.
Methods: We explored how adopting basic principles of epidemi-
ology (adapted from criteria developed by Austin Bradford Hill) and
causal inference (as promulgated by Judea Pearl and others), could
strengthen the credibility of improvement and implementation pro-
grams. We examined the extent to which these principles were ap-
plied in published improvement collaboratives, as summarized by
Wells, et. al. (1). We also examined whether these publications ad-
hered to SQUIRE 2.0 and StarI guidance for describing methods and
contextual factors, which would be critical in efforts to spread these
programs.
Findings: Published results of improvement collaboratives, while pur-
portedly showing that the changes implemented were effective in
improving designated outcomes, generally did not adequately apply
epidemiological principles, such as describing and mitigating bias
and confounding. Nor did they adhere to SQUIRE or StarI publication
standards. Therefore, results could not be attributed confidently to
these programs. In-depth study of efforts to spread the two influen-
tial programs demonstrated lack of attention to important Hill cri-
teria, limiting their credibility and generalizability; efforts to spread
these programs also demonstrated insufficient attention to fidelity of
methods and context.
Implications for D&I Research: Credibility of improvement projects
would be strengthened if design (e.g., stepped wedge or cluster ran-
domized trials) and evaluation incorporated basic epidemiological
approaches to mitigating bias and confounding. Efforts to replicate
apparently effective programs might be more successful if improvers
and implementers described what they did and how they did it more
rigorously and adapted their approach to local context when spread-
ing their work.
Primary Funding Source
Kaiser Permanente Washington Health Research Institute Develop-
ment Fund
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heterogeneity and tailoring: Core functions and forms in complex
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Background: Decades of development of clinical research
methods have produced approaches optimized for answering
clinical effectiveness questions such as “Is Intervention X effect-
ive?” or “Is Intervention A superior to Intervention B?” Conven-
tional clinical research methods are well-suited to the study of
simple interventions (pharmaceutical agents) and other robust in-
terventions. For most complex health interventions (health pro-
motion, delivery system interventions, implementation strategies),
however, the dominant answers to effectiveness questions are “it
depends” or “sometimes.” Complex health interventions (CHIs) are
often effective in some settings but not others, and in specific
settings during one time period but not another. CHIs show ex-
treme heterogeneity and modifiability and their outcomes are
often highly mediated, moderated and strongly influenced by
contextual factors. Standard clinical research methods are often
inadequate for studying CHIs, while conventional understanding
and use of concepts such as “fidelity,” “manualized intervention,”
“core components” and “adaptation” are either inapplicable or
must be significantly redefined for CHIs. Many emerging ap-
proaches for studying CHIs are based on the concepts of core
functions and forms. This presentation introduces, defines and
discusses these concepts.
Methods: This presentation summarizes published literature (e.g.,
Hawe 2004, 2015) on core functions and forms and discusses
their application in clinical and health services research and role
in the PCORI Methods Standards for Studies of Complex
Interventions.
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Findings: Core functions (the intervention’s basic purpose or aims)
are distinct from the detailed forms that operationalize or carry out
core functions. Detailed examples are provided in the three presenta-
tions illustrating the function/form approach.
Implications for D&I Research: Implementation researchers are
increasingly recognizing the limited validity of standard assump-
tions underlying clinical research when applied to implementation
phenomena, accepting the need to study implementation strat-
egy tailoring and mediators, moderators and mechanisms to
understand “how,” “when” and “why” implementation strategies
achieve their effects – and how they can be modified to increase
effectiveness. Conceptualizing implementation strategies as core
functions (rather than core components) accompanied by a menu
of forms that are detailed, specific and non-generalizable should
significantly enhance the implementation science field’s success
in generating valid implementation insights, evidence and
guidance.
S120
Using ethnographic methods to identify the core functions and
forms of patient-centered medical homes (PCMH) within federally
qualified health centers (FQHCs).
Monica Perez Jolles (mjolles@usc.edu)
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Background: Despite significant investment in transforming pri-
mary care settings into patient-centered medical homes (PCMHs),
guided by five principles (accessibility, coordination, comprehen-
siveness, patient-centeredness and commitment to quality and
safety), evidence of PCMH effectiveness has been mixed. One rea-
son may be extreme heterogeneity in PCMH features and con-
texts and our failure to capture unique sources of variation, a
common challenge in studies of complex health interventions.
This session describes a systematic approach to identifying PCMH
core functions and creating a nationally applicable PCMH “func-
tions and forms” matrix.
Methods: We employed ethnographic methods using semi-
structured interviews, shadowing and document review to under-
stand the full range of goals, purposes and features of PCMH
care model features. We recruited a randomly selected sample of
clinical providers, care coordinators, clinic managers, staff and pa-
tients (n=21 encounters) at three Southern California FQHCs. Add-
itional information was gathered from managers at the network’s
quality improvement and research departments (n=4). Data col-
lection protocols used familiar language and visuals to depict
PCMH in terms of functions and forms. Data were summarized
into an interactive excel database and menu of local PCMH
forms, the workforce assigned to carry out those forms, and
aligned PCMH functions based on national standards from AHRQ
and NCQA.
Findings: We found areas of misalignment between AHRQ and
NCQA expectations in 3 PCMH principles: accessible care, patient-
centered care and commitment of quality and safety. A few local
forms did not align with their/ corresponding function(s). Inter-
views with professionals asked them to conceptualize their daily
activities as forms that operationalize specific PCMH functions.
For providers and staff, the concepts of forms were easier to
grasp than the concept of core functions.
Implications for D&I Research: Conceptualizing and studying PCMH
as a complex health intervention by distinguishing between its
core functions and local forms can help clarify the intervention’s
mechanisms of effect and better inform the selection and tailor-
ing of implementation strategies. Our approach offers a valuable
model for future efforts to identify core functions and forms of
complex health interventions such implementation strategies and
strategy bundles.
Primary Funding Source
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Background: Emergency department (ED)-based peer support pro-
grams aimed at linking persons with opioid use disorder (OUD) to
medication assisted treatment and other recovery services are a rap-
idly expanding approach to addressing the opioid crisis. Six states
are already leveraging SAMHSA Opioid State Targeted Repose (STR)
grants for multi-site rollouts. However, there is little evidence evaluat-
ing such programs’ effectiveness or clarifying the critical elements of
the model. This project utilizes three states’ experiences in order to
identify core functions of such programs and forms used to fulfill
these functions.
Methods: Analogous to Jolles and colleagues “top-down” approach,
evaluation teams from each state held ongoing macro-level discus-
sions regarding their states’ rollouts. Eventually, core functions began
to crystalize. Subsequently, consistent with a “bottom-up” approach,
they used program-level data to chart key programmatic elements
(forms). Data from 22 programs serving between 1 and 17 EDs in-
cluded semi-structured interviews, site observations, and/or focus
groups. Qualitative data were analyzed using a general inductive ap-
proach conducted in 3 steps.
Findings: Core functions include: Integration of peer supports in EDs;
Alerting peers of eligible patients and making the patient aware of peer
services; and Connecting patients with recovery services. There were sev-
eral notable differences in forms. Peer integration differed in terms of
peer’s physical location and who hired and supervised peers. In terms of
alerting peers, peers often depend on ED staff to alert them to potential
patients while people other than the peers often first introduce potential
patients to programming. In terms of connecting patient with recovery
services, programs generally schedule initial appointments for recovery
services for patients, but some programs provide a range of other ser-
vices aimed at supporting participation in recovery services.
Implications for D&I Research: Model clarification is a key factor in im-
plementation science and the field requires an approach that lends itself
to the synergy of model fidelity and adaptation. The forms and functions
approach lends itself to productively organizing and comparing know-
ledge gained across multiple sites without precluding innovation by pre-
scribing certain forms.
Primary Funding Source
Foundation
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Background: The SUCCEED trial tested the efficacy of a Chronic Care
Model/community-based intervention to improve vascular risk factor
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control among individuals with recent stroke (ischemic or hemorrhagic)
or transient ischemic attack, enrolled from 4 safety-net hospitals of the
2nd largest municipal health system in the United States. Subjects ran-
domized to intervention were managed by an advanced practice prac-
titioner (APP)-community health worker (CHW) team, following
evidence-based protocols. Within the framework of a minimum of three
clinic visits, 3 home visits, and Chronic Disease Self-Management Pro-
gram workshops, the care team tailored the intervention to meet the
patient’s needs. In order to describe how the various components of
the intervention were adapted to local circumstances and patients’
needs in this complex intervention, we used the framework of form vs.
function to describe key components of the intervention.
Methods: Using our conceptual model of the intervention, we identi-
fied key domains, motivating needs, and functions of the interven-
tion. Through semistructured interviews with the five CHWs and four
APPs, we identified the various forms that were used to achieve the
functions. Data were summarized into an Excel database and menu
of forms. The care team members then rated each form with respect
to frequency of use and utility.
Findings: The SUCCEED intervention targeted the following domains:
medication adherence, stroke literacy, self-management skills, care
coordination, healthcare system navigation, social support, and ad-
dressing barriers. Each domain had approximately 10 functions,
which subsequently had numerous forms of achieving those func-
tions. Although most forms were developed a priori as part of the
intervention, some were developed during the course of the trial by
the care team to address their patients’ unique needs.
Implications for D&I Research: The form vs. function framework is
useful for describing real-world adaptations of complex interventions.
The development of a menu of all the possible forms in which key
functions can be addressed allows for a more nuanced understand-
ing of how the intervention can succeed in real-world settings as
well as provide guidance for implementation in various settings.
Primary Funding Source
National Institutes of Health
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Background: One factor often cited as crucial to effective implementa-
tion in healthcare is the presence of champions. Few studies, though,
have described or explained how champions influence implementation
outcomes. This analysis sought to identify specific causal paths by
which champions influenced implementation success in a large, pro-
spective and national study of VA acute stroke programs.
Methods: This multimethod analysis of champions integrated three
discrete research methods: construct scoring, Configurational Compara-
tive Methods (CCMs) and qualitative analysis. This research was based
on the VA RE-INSPIRE study, which examined the implementation of
acute stroke programs at VA medical centers across the United States
between 2012-2015. The Consolidated Framework for Implementation
Research (CFIR) served as the study's conceptual framework. Semi-
structured interviews were conducted at three annual site visits at 11
VA medical centers; over 150 VA staff participated, resulting in over 300
interviews. Interview transcripts were qualitatively coded by study team
members. Next, the project team systematically applied 20 CFIR con-
structs directly to the interview data for each of the 33 site visits, scor-
ing each construct on a scale from +2 (strong positive influence on the
implementation process) to -2 (strong negative influence). This dataset
of over 600 CFIR scores was analyzed with CCMs to determine how
Champions and other constructs influenced implementation outcomes.
These cross-case solutions were then examined in detail using within-
case qualitative analyses.
Findings: The presence of champions was found to be a "necessary
but not sufficient" condition for healthcare-related implementation
success. Effective champions alone were not consistently linked to
implementation success, but were necessary for effective reflecting
and evaluating, which in turn proved sufficient for implementation
success: effective champions → effective reflecting & evaluating →
implementation success. The presence of champions did not always
translate into effective Reflecting & Evaluating; in these cases, imple-
mentation was not successful. Qualitative analyses specified the par-
ticular causal mechanisms linking Champions with Reflecting &
Evaluating.
Implications for D&I Research: Multimethod research offers new
ways to parse the necessity/sufficiency of specific conditions like the
presence of champions for implementation success, as well as deter-
mine the causal pathways by which certain conditions work together
to yield outcomes of interest.
Primary Funding Source
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Background: The Consolidated Framework for Implementation Re-
search (CFIR) provides a theory-based approach to identifying bar-
riers and facilitators to implementing evidence-based innovations.
The CFIR was used to identify determinants for seven different imple-
mentations of seven different programs within Veterans Health Ad-
ministration (VHA). The goal of this study was to use computational
comparative methods (CCMs) to identify pathways to successful and
to unsuccessful implementation.
Methods: The seven evaluations collected qualitative data via semi-
structured interviews from stakeholders (e.g., providers, staff) for 53
VHA settings. The CFIR is comprised of 39 constructs which were
used to develop codebooks by which to code qualitative data. Quan-
titative ratings (-2 to +2) were assigned to each setting for each CFIR
construct using published methods. Ratings indicated valence (bar-
rier versus facilitator) and magnitude of influence on implementation
(weak, strong). Implementation outcomes were tracked for each case.
QCA methods were used to identify pathways to successful imple-
mentation and pathways to unsuccessful implementation. The QCA-
Pro package within R was used for analyses.
Findings: Three pathways explained 92% of successful implementa-
tions. One pathway was the presence of a single facilitating condi-
tion: strong positive Leadership Engagement. Two pathways required
the combination of multiple conditions: 1) weakly positive Leadership
Engagement combined with positive (strong or weak) Access to
Knowledge & Information; or 2) positive (strong or weak) Networks &
Communication combined with Goals & Feedback and Reflecting &
Evaluating. Likewise, three pathways explained 89% of failed imple-
mentations. Two pathways required the presence of a single barrier
related to: 1) Leadership Engagement; or 2) Implementation Leader
or Champion. One additional pathway involved combined barriers re-
lated to Access to Knowledge & Information with Networks & Com-
munication. All solutions were 100% consistent.
Implications for D&I Research: When implementing evidence-based in-
novations, there is no one path to successful or to unsuccessful imple-
mentation. CCM, combined with consistent use of a theoretical
framework like the CFIR, provides a powerful approach to building the ne-
cessary knowledge-base about what interventions work where and why.
Primary Funding Source
Department of Veterans Affairs
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Background: Primary care transformation (PCT) is a critical and elusive
target. We lack sufficient understanding of the internal processes of
change in primary care practices, and of the policies that can facilitate
success. We sought to generate a grounded, dynamic, causal theory of
PCT, so as to elucidate the mechanisms linking elements that facilitate
or impede implementing the Patient Centered Medical Home (PCMH).
In simulation modeling, qualitative data often go unused after model
conceptualization and resolving diverse perspectives is not explicitly
dealt with in most formal methodologies. Given the many disparate ex-
periences and contexts in PCT, we also developed methods for system
dynamics modeling that describe how to resolve diverse perspectives
in conceptualization and how to use qualitative data for validation of
both qualitative and simulation models.
Methods: We used a mixed methods approach to develop and validate
a system dynamics simulation model of PCT. This model maps the jour-
ney of a primary care practice from traditional to PCMH care, as influ-
enced by governmental policies, organizational and environmental
contexts, and employee preferences. We conducted semi-structured in-
terviews (n=82) and direct observations for 10 primary care clinics and
collected operations and outcomes data (2003-2013). These data in-
formed creation and validation of a simulation model showing how
policies and preferences interact with each other and PCT. We also held
stakeholder discussions and compared our findings to PCT literature to
verify the model and assess the generalizability of our theory.
Findings: In the core structure of primary care service delivery, ser-
vices are added to the care team’s docket, those services accumulate,
until they are either completed or shed. Our model shows how PCT
is structurally connected to this backbone in a complex feedback sys-
tem which gives rise to tensions. Tensions are felt more acutely when
system changes are implemented and the length of transformation is
transformation is 5+ years.
Implications for D&I Research: This work provides a structural ex-
planation for the various developmental pathways (and phases) ob-
served in this case study and in wider PCT literature. Understanding
this structure and leveraging policies and preferences that facilitate
PCT may enable stakeholders to successfully shepherd transform-
ation. Methods developed strengthen model building and validation.
Primary Funding Source
Agency for Healthcare Research and Quality
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Background: Implementation strategies are techniques designed to
enhance the adoption, implementation, and sustainment of research-
supported clinical interventions into practice—they are the interven-
tions of implementation science. Over 70 distinct implementation
strategies have been described in published taxonomies. Designing
and selecting the most appropriate implementation strategies for
use in practice is a complex and challenging task and one for which
the literature has provided limited guidance. Further, the literature
has been hampered by a lack of participatory approaches in design-
ing and selecting implementation strategies and has not included
the voice of stakeholders in an adequate fashion. Implementation
mapping is a promising and innovative method to design and select
implementation strategies because it is participatory (i.e., includes
stakeholders), systematic, and contextually sensitive (i.e., tailored) ap-
proaches to assessing the needs of stakeholders and a particular im-
plementation context.
Methods: We present on an innovative methodology to design and
select implementation strategies using an NIMH funded study (R21
MH109878) as the exemplar. We applied implementation mapping
with 210 stakeholders (including physicians, parents of youth, leaders
of health systems, firearm experts) to design a menu of implementa-
tion strategies for health systems interested in implementing firearm
safety promotion in pediatric primary care. We report on the feasibil-
ity and acceptability of this methodological approach, developed in
other disciplines and applied to implementation strategy
development.
Findings: We found that implementation mapping was feasible and
acceptable in the design and selection of implementation strategies
as demonstrated by the high levels of engagements and generation
of implementation strategies. However, we also identified barriers to
operationalizing the steps in a reproducible way and ensuring that
the stakeholder voice was adequately represented throughout all
stages of the process.
Implications for D&I Research: Implementation mapping is a promis-
ing methodological approach to the generation of implementation
strategies. Research is needed to test whether strategies developed
via these methods are more effective than strategies developed
through competing approaches. These approaches may make it eas-
ier for designing and selecting the most appropriate implementation
strategies for use in practice; we will provide concrete resources and
steps to using these approaches in policy and practice.
Primary Funding Source
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Background: Selection, adaption, and application of theories, models,
and frameworks (hereafter known as “models”) support rigorous and
reproducible D&I science research. Though a number of D&I science
literature reviews and tools exist, researchers still describe barriers to
selection, adaptation, and integration of models into their work. This
presentation will introduce a significantly updated and enhanced on-
line tool to help investigators through these steps.
Methods: The authors have developed a searchable website for iden-
tifying and comparing existing models (http://www.dissemination-im-
plementation.org/). The initial version of this website, containing
information on 76 models has been widely used (185,000 visits for
the past 12 months with an average of 500 visits per day and 44% of
visits international), it was in need of updating and revision to make
it more user-friendly and helpful for non-experts. We used existing
web-based tools and other resources (e.g., criteria for selecting theor-
ies from Sarah Birken, recent comprehensive literature review by Sha-
ron Straus, taxonomy by Per Nilsen) to expand on the existing D&I
Models in Health website with additional information.
Findings: Additional website content will be presented including: 1)
development and use of logic models to identify key constructs, 2)
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selection of D&I models and abstractions of 15 additional models to
cover the vast majority of commonly used models; 3) more detailed
guidance on the adaptation and integration of D&I models; 4) appli-
cation of D&I models including using them for quantitative, qualita-
tive, and/or mixed methods evaluation; and 5) an enhanced linkage
to measures of key constructs in the various models. An easy to fol-
low guide that participants can use (e.g., a fillable pdf) and examples
from multiple setting/topic areas are provided for each step.
Implications for D&I Research: The presentation aims to enhance
the rigor and scope of D&I science research by facilitating the pro-
cesses of selecting, adapting, and applying models. This revised re-
source should help enhance decision making, rationale for model
selection, and use of/measurement of theoretical constructs in D&I
research.
Primary Funding Source
University of Colorado and Washington University in St. Louis
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Background: Models, theories, and frameworks (MTFs) form the
foundation of implementation science. There is increased recognition
that intersecting social factors have significant impacts on implemen-
tation interventions. Intersectionality explores the complex nature of
intersecting social categories (e.g., age, education) and their inter-
action with compounding power structures (e.g., education system)
and forms of discrimination (e.g., sexism). Currently, implementation
MTFs lack fulsome exploration of intersectionality considerations. Our
objectives were to identify MTFs representing key stages (problem
identification; assessing barriers/facilitators to knowledge use; and
selecting/tailoring/implementing interventions) in the Knowledge-to-
Action Model (KTA) and enhance them with an intersectional lens.
Methods: Seventeen MTF experts, implementation researchers/practi-
tioners, and intersectionality experts considered 134 MTFs using a Del-
phi procedure to select one MTF for each of the three key KTA stages.
In round 1, participants formed sub-groups, reviewed full-text articles
describing a sub-set of MTFs, and rated each MTF’s overall importance
(based on the MTFs’ acceptability, applicability, and usability) on a
Likert scale from 1 (unimportant MTF) to 7 (important MTF). Medians
and ranges for each MTF were shared. MTFs with a median <5 were ex-
cluded from subsequent rounds unless members voiced concerns
about exclusion. In round 2, all participants reviewed and rated full-text
articles on MTFs selected in round 1. Participants were provided with
each MTF’s median, interquartile range, mean, and standard deviation,
and if relevant, their previous responses. The same process for discuss-
ing and excluding MTFs was used. Participants completed two add-
itional rounds to select final MTFs. Each selected MTF was then
enhanced with intersectionality (e.g., by incorporating reflexivity) by ex-
perts using co-creation principles.
Findings: Experts selected: the Iowa Model of Evidence-Based Prac-
tice for the ‘problem identification’ stage; the Consolidated Frame-
work for Implementation Research for the ‘assess barriers/facilitators
to knowledge use’ stage; and the Theoretical Domains Framework/
Behavior Change Wheel for the ‘select/tailor/implement interven-
tions’ stage. Intersectionality-enhanced versions of the MTFs were
then co-developed by the expert team.
Implications for D&I Research: Three MTFs were enhanced with inter-
sectionality to support an intersectional approach to implementation
intervention development. Future research will explore their usability
and impact of considering intersectionality in implementation interven-
tions. This approach could be used for enhancing other MTFs.
Primary Funding Source
Canadian Institutes of Health Research (CIHR)
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Background: Despite the recent emergence of a “science of interven-
tion adaptation,” few methods exist to inform systematic innovation
redesign. Usability – the extent to which a product can be used by
specified users to achieve specified goals – is a key “upstream” deter-
minant of implementation and service outcomes. The mission of the
NIMH-funded University of Washington ALACRITY Center (UWAC) is
to study the utility of human-centered design (HCD) methods to en-
hance both evidence-based psychosocial intervention (EBPI) and im-
plementation strategy usability and implementation outcomes in
community settings. To accomplish this, UWAC developed the three-
phase Discover, Design/Build, Test (DDBT) framework to drive itera-
tive innovation redesign while retaining core functions.
Methods: The DDBT framework employs mixed-methods user testing
techniques such as quantitative instruments (e.g., Intervention Usability
Scale [IUS]), heuristic analysis by experts, and “lab-based” user testing to
assess interventions and strategies. Examples of the application of these
methods will be presented. For instance, in one project evaluating an ex-
posure protocol for anxiety disorders, 10 clinicians with differing levels of
experience (beginner, n=3; intermediate, n=4; advanced, n=3) partici-
pated in usability testing sessions during which they reviewed materials
using “think aloud” methods, applied exposure procedures in a behav-
ioral rehearsal, and rated the protocol with the IUS. Experts in EBPI design
also completed evaluations using the Heuristic Evaluation Rubric for EBPIs
(HERE), which rates EBPIs on six design principles.
Findings: Results from multiple projects will be presented. For the expos-
ure protocol example, average IUS ratings (78.61) indicated acceptable
usability, but also room for improvement. Ratings for beginner and inter-
mediate users were lower (77.50) than advanced (82.50). High-priority us-
ability issues included the protocol’s failure to block contraindicated
behaviors (e.g., excessive reassurance), lack of feedback on the accuracy
of the fear hierarchy, and inadequate guidance for backend “processing”
of exposures. HERE ratings indicated high efficiency, but low incorpor-
ation of “natural constraints” (i.e., static properties of the target context).
Implications for D&I Research: HCD methods have strong potential to
improve innovation usability and implementability and advance the sci-
ence of intervention adaptation. Integration of data across UWAC pro-
jects will allow for identification of common EBPI and implementation
strategy design problems and a matrix of linked redesign solutions.
Primary Funding Source
National Institutes of Health
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Background: Implementation science (IS) models and methods ad-
vanced translation of research and understanding of multi-level com-
plex outcomes. They have been widely used for planning and post-
hoc evaluation, but seldom to inform mid-course adjustments to in-
terventions or implementation strategies.
Methods: We employed the RE-AIM (Reach, Effectiveness, Adoption,
Implementation, Maintenance) Framework to guide mid-course
evaluation and, if relevant, adaptations across five diverse health ser-
vices projects in the Department of Veterans Affairs (VA). Using a
mixed methods approach, we developed an innovative methodology
and new pragmatic tools to engage team members to: a) assess their
perceptions of the most important RE-AIM dimension(s) at a given
time point in the project, b) evaluate the teams’ satisfaction with pro-
gress across the RE-AIM dimensions, and c) inform adaptations as
relevant. Based on rapid graphical feedback on the ‘gaps’ between
importance and satisfaction with progress, teams developed action
plans using Specific, Measurable, Achievable, Relevant and Time-
bound (SMART) goals.
Findings: An average of seven team members with diverse roles par-
ticipated in two project-specific assessments and team discussions
for each project. Qualitative and descriptive data illustrated the
process was feasible, understandable to participants, and useful to
help teams reflect upon and adjust their interventions/implementa-
tion strategies. There was variability in the RE-AIM domains rated as
most important across the different projects. After discussions, teams
most often chose reach and adoption domains as needing improve-
ment. Examples of reach action plans were re-engaging key stake-
holders to solicit their ideas to reach more participants and revising
participant exclusion criteria. An example of an adoption action plan
was to conduct chart reviews to closely track adoption. Follow-up in-
terviews revealed satisfaction with the iterative RE-AIM approach and
pragmatic tools. Teams implemented action plans based on SMART
goals.
Implications for D&I Research: The participatory process of employ-
ing RE-AIM to support rapid mid-course evaluations proved feasible
for five different project teams in the VA. Adjustments to interven-
tions/implementation strategies were undertaken based on progress
on different RE-AIM dimensions. Future work is needed to replicate
these methods and to determine ideal frequency and timing. Greater
focus on rapid and iterative use of IS frameworks is encouraged to
facilitate successful translation of research to practice.
Primary Funding Source
Department of Veterans Affairs
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Background: Diabetes is a significant population health threat.
Evidence-based interventions, such as the Centers for Disease Control
and Prevention’s National Diabetes Prevention Program (the National
DPP) and diabetes self-management education and support (DSMES)
programs can help prevent, delay or manage the disease. However,
participation in these programs is suboptimal, particularly among
underserved populations. National DPP and DSMES programs specif-
ically targeting underserved participants have not been previously
evaluated. Evaluations of these programs can elucidate how to ef-
fectively tailor these evidence-based interventions for underserved
populations, but evaluations must be conducted in a manner that ac-
counts for cultural and contextual factors.
Methods: Culturally responsive evaluation (CRE) is a framework for
centering an evaluation in the culture of the populations being eval-
uated. CRE provides overarching steps for organizing the evaluation
and accounting for culture. We integrated CRE with implementation
and outcome constructs from the Consolidated Framework for Imple-
mentation Research (CFIR) and adapted versions of CFIR (1) to ensure
that the evaluation produced useful evidence for putting evidence-
based diabetes interventions to use in real-world setting, reaching
underserved populations. We conducted mixed-methods evaluations
of two programs offering the National DPP lifestyle change program
and two providing DSMES services using our integrated CRE-CFIR
approach.
Findings: Specifically, we incorporated CFIR into three critical aspects
of the CRE framework: framing research questions, developing and
adapting data collection instruments, and analyzing the data. By in-
cluding CFIR we were able to quickly develop evaluation questions
and data collection instruments that both centered the evaluation in
culture and ensured we collected practice-based evidence that sup-
ports the implementation of the National DPP lifestyle change and
DSMES programs in real-world settings, particularly those reaching
underserved populations and communities. The presentation pro-
vides example evaluation and interview questions, mapped to rele-
vant CFIR constructs, as well as examples of how we analyzed the
data.
Implications for D&I Research: As health disparities continue to rise,
our integrated approach could be used in other evaluations designed
to evaluate the implementation of evidence-based health interven-
tions aimed at reaching underserved populations/communities. This
integrated approach could be used within both the health care deliv-
ery and community-based settings.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: Dissemination and implementation (D&I) research con-
tinues to explore and develop a variety of methods, such as prag-
matic trials, effectiveness-implementation-hybrid trials, participatory
action research, etc. to address implementation questions. Stepped-
wedge design (SWD), a type of cluster-randomized trial, is increas-
ingly being used to study community- and practice-based interven-
tions. SWD is beneficial when the intent is to expose all communities
or practices to an intervention but infeasible to roll out all at once.
Given SWD is a relatively new design, this study identifies optimal
analytic approaches to account for correlation and time effects ap-
plied to data from practice-based research settings.
Methods: Based on a statewide D&I of a quality improvement inter-
vention bundle to 263 Oklahoma primary care practices, simulations
were constructed to investigate how (1) levels of clustering and mod-
eling approaches impact statistical efficiency of intervention effect
estimation, (2) conclusions differ among modeling approaches by
the extent of extraneous temporal effects, and (3) estimates vary
across modeling approaches when the intervention effect is modified

mailto:sjacobs@rti.org
mailto:ann-chou@ouhsc.edu


Implementation Science 2020, 15(Suppl 1):25 Page 53 of 73
by time under the intervention. Programming simulations also exam-
ined estimate bias and precision from mixed effects models.
Findings: Discounting multiple levels of clustering in SWD can lead
to an underestimation of model parameters and standard error,
which in turn, may lead to an increase in false positive errors. For
SWD trials that extend over long periods of time, potential confound-
ing effect of calendar time must be adjusted. Failing to do so can
lead to an overestimation of the treatment effect. When it is ex-
pected that there might be a delay in intervention uptake, a time on
treatment variable in the modeling approach should be included to
avoid obtaining an estimate of the overall treatment effect that over-
estimates the time-specific treatment effect at the beginning of the
intervention, and underestimates the effect once the intervention ef-
fect is fully observed.
Implications for D&I Research: SWD trials can be used to evaluate
the effect and timeliness of implementing evidence-based practices
in community- and practice-based interventions, accounting for the
nested nature of the data in particular. This study presents statistical
modeling considerations that should be addressed to ensure accur-
acy of study results and conclusions.
Primary Funding Source
Agency for Healthcare Research and Quality
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Background: It is unclear how best to implement evidence-based in-
terventions in real world community settings in order to maximize
their reach and impact on health and minimize costs.
Methods: The CHOICES learning collaborative partnership is a train-
ing, technical assistance, and modeling initiative designed to build
capacity among decision-makers to understand and use cost-
effectiveness analysis to identify obesity prevention interventions
that offer the best value for money. Four state health agency partici-
pants selected Nutrition and Physical Activity Self-Assessment for
Child Care (NAP SACC) for potential future implementation or expan-
sion. Two states already implemented the intervention on a limited
scale, while one state was implementing alternative obesity preven-
tion interventions that were not evidence-based. We engaged stake-
holders from each state to develop plausible implementation
strategies given their existing resources and infrastructure and to en-
sure intervention fidelity. We calculated projected implementation
costs associated with the intervention and each implementation
strategy using a standard costing protocol and used microsimulation
modeling to estimate impact on health and costs of each approach
over ten years.
Findings: The combined intervention and implementation strategy
costs ranged between $56 and $97 per child per year. Major costs
across states included labor and travel for statewide training. Reasons
for cost variation included different additional components to the
core intervention, different trainer salaries, and differences in
whether existing programs would be replaced or new programs
would be developed. Most states modeled an implementation strat-
egy that utilized existing state quality rating and improvement sys-
tems (QRIS), a voluntary program that incentivizes training through
increased reimbursement, as an implementation mechanism. The
percentage of 2-5 year olds potentially reached in each state varied
widely (3-21%) according to a) whether the QRIS system was highly
utilized and had existing funding; b) whether the state could require
implementation.
Implications for D&I Research: As evidence-based interventions are
translated into practice in state and local health agencies, population
impact and cost will not be uniform. The costing methods described
could be a valuable resource for researchers to collect similar cost
data across implementation research studies and for agencies to
carefully consider how best to leverage existing resources for cost-
effective implementation.
Primary Funding Source
JPB Foundation
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Background: Implementation of complex behavioral interventions is
challenged by inconsistent fidelity and the need for contextual adap-
tations challenges. Systems science methods can incorporate prior
theory, evidence, and stakeholder input to optimize interventions for
specific contexts . We report a case example using systems modeling
to optimize an evidence-based family navigation (FN) intervention to
improve early detection of Autism Spectrum Disorder (ASD) in a
safety net hospital.
Methods: We developed a rapid cycle systems modeling approach
that includes four phases: (1) engage key stakeholders to identify
goals; (2) gather relevant data; (3) develop prototypes of systems
models; (4) share findings with stakeholders to inform further
prioritization, modeling, and evaluation.
Findings: Phase 1: While previous FN research sought to improve
early ASD detection by increasing screening and diagnostic refer-
rals, stakeholders from primary care and developmental-
behavioral pediatrics identified long wait-lists for diagnostic eval-
uations as a root cause of delays and target for intervention.
Phase 2: Clinic policies were evaluated and administrative data
(e.g., clinical referrals, workforce capacity) were collected to in-
form model structure and parameters. Phase 3: Previously-
developed models were used to identify four candidate strategies
to reduce waitlists. Specifically, prior system dynamics models of
referral thresholds were used to consider (A) prescreening to
“fast-track” children at high risk, and (B) re-assessing engagement
before formal evaluation. Queueing models were used to con-
sider (C) over-booking appointments. Linear optimization models
were used to consider (D) enabling qualified nurse practitioners
to diagnose ASD. Initial models suggest that these four strategies
could yield maximal gains of 21%, 18%, 25%, and 33% in the
number of available diagnostic appointments, respectively. Phase
4: we are now re-engaging with stakeholders to develop proto-
cols to embed strategies within FN (A, B) and pediatric clinics (C,
D), assess feasibility, and refine estimates of effect. To date,
phases 1-3 required under three weeks.
Implications for D&I Research: Improving early ASD detection de-
pends on optimizing local service capacity. For implementation to
succeed, FN must contribute to this goal. Systems modeling comple-
ments standard inferential methods by synthesizing local data and
research evidence, while rapid cycle iterative design mobilizes stake-
holders to develop strategies to adapt evidence-based interventions
for context within limited policy windows.
Primary Funding Source
National Institutes of Health
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Background: The SAMHSA-funded System of Care (SOC) in Southern
Maryland aims to expand and sustain early childhood mental health
(ECMH) community-based services for children ages 0-5. Over four
years community organizations have collaborated to provide a wide
array of evidence-based interventions. We examined organization
collaboration over time. Based on SOC guiding principles it was hy-
pothesized that through infusing SOC principles over time the orga-
nizations would increase collaboration leading to long-term
sustainability of an EMHC service array in the region.
Methods: Data was collected quarterly from November 2017 through
March 2019 using the “Levels of Collaboration Scale”, which asks or-
ganizations to rate their collaboration with all other organizations
(0=no interaction at all, 1=networking, 2=cooperation, 3=coordin-
ation, 4=coalition, and 5=collaboration). R was used to create net-
work collaboration maps. Tableau was used to create heat maps.
Network and heat maps were shared with partners to show progress.
Study was IRB approved by appropriate organizations. Data collection
will continue until September 2019.
Findings: Overall, collaboration among all organizations (N=11 to 23)
increased (MTime1=2.18 to MTime9=2.46; range=1.79-2.75). Among the
8 core-funded partners, collaboration increased from M=2.50 to M=
3.49 (range= 2.5-3.49). Repeated-measures ANOVA results show there
was a statistically significant effect of time on collaboration, F(3,102)=
3.34, p=.022, and there was a significant linear trend F(1,34)=8.11,
p=.007. The largest significant difference was between time point 4
and 9 (p=.018), and there was a clinically significant difference be-
tween time point 1 and 9 (p=.005). Overall this indicates primary or-
ganizations were “coordinating” with one another more over time,
sharing information and resources, having frequent communication,
shared decision making and demonstrating increased collaboration
over time.
Implications for D&I Research: By quantifying collaboration we’ve
taken a traditionally abstract idea and turned it into an indicator of
project progress, community involvement and sustainability. Changes
overall reflect qualitative changes in project goals and partnerships
over time such change in project leadership and shared initiatives to
create new programmatic content. When built into the project from
the start, collaboration can be factored into logic models as an out-
come, supporting use of implementation science methods within
projects CQI processes to reflect collaboration growth.
Primary Funding Source
SAMHSA
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Background: Despite substantial NIH investment in developing
eHealth HIV interventions, little implementation research has exam-
ined strategies to effectively scale up these programs. To advance
eHealth intervention implementation, we are conducting a county-
randomized comparative implementation trial of two delivery
approaches for Keep It Up!, an online, CDC-best-evidence HIV preven-
tion program for young men who have sex with men (YMSM). De-
signed to be delivered by community-based organizations (CBOs)
following an HIV test, a pilot direct-to-consumer (DTC) strategy with
home-based HIV/STI testing was promising. This presentation de-
scribes the protocol for target county selection and outcome mea-
sures in the trial.
Methods: We reviewed geographic clustering of counties with
1,500+ YMSM. Standalone counties were automatically selected for
inclusion. Among clustered counties, we selected the one with the
most Black and Latino 18–29-year-olds and removed those directly
adjacent, repeating this procedure until 64 counties were selected.
Two adjacent counties were added based on topography. Selected
counties were stratified and randomized 2:1 to receive KIU! via the
CBO or DTC strategy. Funding proposals were solicited from CBOs in
the 44 CBO-strategy counties. Counties with successful CBO appli-
cants were checked against the DTC counties to ensure balance. Out-
comes for this type III hybrid trial follow RE-AIM, with the primary
outcomes being impact (reach x effectiveness) and cost per infection
averted. We also capture various metrics of adoption and implemen-
tation from YMSM self-report, KIU! meta-data, and CBO and DTC staff
reports and interviews.
Findings: The CBO-strategy arm selected 14 CBOs for funding in the
first round. A second funding announcement will be released Fall
2019, with the goal of selecting another 8 CBOs, resulting in 22 coun-
ties per arm. The subsequent panel presentations will discuss the
pragmatic design of each arm as well as the refreshing of the inter-
vention technology to meet the demands of scalability.
Implications for D&I Research: Given the national urgency to end
the HIV epidemic, understanding the best strategies to implement
eHealth HIV interventions to reach the most people is critical to real-
izing the cost-effective scalability promised by such interventions.
Careful selection of research targets and unintrusive measures is crit-
ical to maintaining scientific rigor while remaining pragmatic in these
studies.
Primary Funding Source
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Background: eHealth interventions purport to provide advantages in
cost-efficient dissemination over face-to-face programs. In practice,
however, the technology can become a barrier to its own scalability.
Their delivery does not conform to traditional community-based
organization (CBO) HIV prevention service infrastructures, in which
there is limited technical capacity. The technology must also be
adaptable to local contexts while keeping up with technological pro-
gression, social expectations, and advancements in HIV prevention
science. Little guidance exists on how to update and/or upgrade
eHealth interventions over time. Here, we describe principles that
eHealth researchers can use to remain agile and responsive to shift-
ing local and global sociotechnical contexts while preserving inter-
vention effectiveness. We draw on Keep It Up! (KIU!) 3.0, a web-
based, CDC-best-evidence HIV prevention intervention for young
men who have sex with men (YMSM) currently being refreshed from
its efficacy trial version (2.0).
Methods: Potential adaptations came from several sources: A content re-
view by the Content Team, feedback from YMSM end users, implementa-
tion needs suggested by a CBO advisory board, and software needs
identified by the Technology Team. Utilizing Mohr’s intervention principles
framework, we characterized KIU! 2.0 by its theoretical behavior change
strategies (e.g., peer norms) and instantiation components (e.g., role model
stories). Adaptations were deemed appropriate if they maintained fidelity
to those principles rather than the strict original presentations of content.
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Findings: KIU! 3.0 has substantially refreshed form and functionality
but retains the intervention principles of 2.0. Following a software
development model, we launch a minimally viable version in Fall
2019 and will make feature edits over time to ensure continued rele-
vancy of both technology and content. We will monitor user feed-
back logs and regularly test usability across multiple devices and
platforms. Decision rules around the intervention principles will
guide these ongoing changes.
Implications for D&I Research: Achieving the promise of cost-
efficient scalability of eHealth HIV interventions requires a paradigm
shift toward treating interventions as a set of principles rather than a
static product, coupled with proper planning in intervention design
and ongoing usability monitoring. Novel methodologies, such as hy-
brid and optimization designs, can be used to continue assessing
effectiveness.
Primary Funding Source
National Institutes of Health
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Northwestern University, Chicago, IL, USA
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Background: Little is known about how to scale-up eHealth interven-
tions in community-based organizations (CBO) that provide HIV pre-
vention services. Pragmatic implementation trials can inform scale-up
of evidence-based interventions as they take place in settings where
clients receive the intervention and compare different real-world al-
ternatives. This talk describes the steps taken to ensure a valid and
pragmatic implementation in CBOs.
Methods: The Keep It Up! (KIU!) study is a type Ill effectiveness-
implementation hybrid design trial that uses a cluster-RCT to com-
pare two implementation strategies: direct-to-consumer (DTC) vs.
CBO-based. Formative research was conducted with CBOs and health
departments to inform the CBO implementation strategy, including
CBO selection process and integration of the intervention into stand-
ard practice. 66 counties with the largest YMSM populations were
randomized 2:1 to either strategy.
Findings: We took multiple steps to resemble realistic implementa-
tion in CBOs. To select CBOs, we designed a Request for Proposal
(RFP) process similar to that used by CDC and health departments
who are the main HIV prevention funders for CBOs. We created an
advisory board of CBO and health department representatives to re-
view the RFP and inform the CBO selection process to help ensure
similarity to standard practice. To broadly disseminate the RFP, we
worked with CDC, national HIV organizations, and health depart-
ments to distribute to CBOs. We selected CBOs using an objective
RFP review panel composed of people experienced in HIV funding
and/or provision of HIV prevention services and modeled the review
process after CDC and health department procedures. Our training
and capacity building tools to prepare CBO staff for use of the inter-
vention were informed by CDC capacity building provider tools.
Implications for D&I Research: In keeping with pragmatic implemen-
tation trials, we carried out a CBO selection process that faithfully re-
sembled how CBOs typically apply for and receive funding for HIV
prevention services. Mirroring real-world conditions led to complex-
ities not typically encountered in more closely controlled research
studies, such as reaching the number of CBOs needed to meet sam-
ple size requirements. Input and on-going involvement from stake-
holders and practitioners who fund and carry out HIV prevention
services were essential to ensuring a valid, pragmatic approach.
Primary Funding Source
National Institutes of Health
S139
Considerations for implementing a direct-to-consumer model of
keep it up!, an ehealth HIV prevention intervention for young men
who have sex with men
Kathryn Macapagal, Krystal Madkins, Dennis Li, Brian Mustanski
Northwestern University, Chicago, IL, USA
Correspondence: Kathryn Macapagal (kathryn.
macapagal@northwestern.edu)
Implementation Science 2020, 15(Suppl 1):S139

Background: eHealth HIV prevention interventions are efficacious in
reducing risk behavior and STI incidence, but we know little about
how to implement them or how they perform in real-world settings.
Keep It Up! (KIU!) is a CDC best evidence, brief, online HIV prevention
program for young men who have sex with men (YMSM) ages 18-29.
KIU! was originally designed to be delivered via community-based or-
ganizations (CBOs) after YMSM tested HIV-negative. The efficacy trial
included a pilot of a direct-to-consumer (DTC) delivery model. Cen-
tralized staff recruited YMSM through online advertising, shipped
them HIV/STI test kits, and granted them intervention access upon
testing HIV-negative. Here, we describe considerations for adapting
this delivery model to mimic real-world settings.
Methods: We are testing KIU! in a type III effectiveness-
implementation hybrid RCT comparing CBO versus DTC delivery.
Sixty-six U.S. counties with large YMSM populations were randomized
2:1, with 22 counties selected for DTC implementation. Preparations
occurred in 2018-2019; enrollment begins in fall 2019. We consulted
with implementation scientists and a YMSM Advisory Council (YAC)
to inform DTC adaptations for this trial.
Findings: DTC adaptations focus on the advertising, recruitment, en-
rollment, and retention processes. We developed a county-by-county
recruitment strategy including ZIP-code-based advertising and out-
reach to CBOs, colleagues, and stakeholders in DTC counties; we will
monitor effectiveness of these methods. Per YAC preferences for con-
firming identity before enrollment, we implemented automated
third-party identity verification (versus a phone call with study staff),
which may reduce participation barriers while still deterring fake par-
ticipants. The YAC suggested coupon codes and sexual health prod-
ucts to compensate for lack of monetary incentives to complete KIU!.
Other factors that may affect implementation success include staff
experience with engaging prospective YMSM participants exclusively
online, shipping and processing HIV/STI test kits, and eHealth.
Implications for D&I Research: DTC delivery of eHealth HIV preven-
tion interventions promises to reach YMSM more effectively than
traditional in-person approaches, yet this has not been studied em-
pirically. Being both KIU! service providers and researchers testing
implementation of KIU! requires us to emulate real-world settings
while maintaining scientific rigor for the RCT. We accomplish this
with careful planning and decision-making together with YMSM and
intervention and implementation scientists.
Primary Funding Source
National Institutes of Health
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Background: The Centers for Disease Control and Prevention’s
STEADI Toolkit compiles fall risk screening, assessment, and interven-
tion/referral guidelines designed to help healthcare professionals pre-
vent falls among older adults. Although developed for ambulatory
care, STEADI may also be a valuable fall prevention tool in home-
and community-based service (HCBS) programs (e.g. home-delivered
meals). To inform strategies for implementing STEADI in HCBS

mailto:nanette.benbow1@northwestern.edu
mailto:nanette.benbow1@northwestern.edu
mailto:kathryn.macapagal@northwestern.edu
mailto:kathryn.macapagal@northwestern.edu
mailto:lisa.juckett@osumc.edu


Implementation Science 2020, 15(Suppl 1):25 Page 56 of 73
programs, this study was guided by the Consolidated Framework for
Implementation Research and examined 1) variations in STEADI im-
plementation across three HCBS programs and 2) client-level and
inner setting determinants of STEADI implementation.
Methods: A two-phase, explanatory sequential mixed-methods ap-
proach was used. In Phase 1, quantitative data were extracted from
HCBS client charts to assess the extent to which HCBS professionals
screened and assessed HCBS clients for fall risk and provided or re-
ferred follow-up fall prevention services according to STEADI guide-
lines. Quantitative data were analyzed using descriptive and logistic
regression analyses. In Phase 2, interviews and focus groups were
conducted with HCBS frontline staff and administrators to explicate
Phase 1 findings. Qualitative data underwent directed content ana-
lysis. Quantitative and qualitative findings were triangulated to iden-
tify potential implementation strategies tailored to HCBS programs.
Findings: Fidelity to STEADI screening, assessment, and intervention/
referral guidelines was generally low across the three programs.
Screening guidelines were implemented in 46% (n = 291) of cases;
implementation of assessment guidelines was omitted entirely; and
intervention/referral guidelines were implemented for only 10% (n =
14) of clients identified as a fall risk. Implementation of STEADI
screening guidelines was associated with physical impairments, mo-
bility issues, cane use, walker use, and program location. Implemen-
tation of intervention/referral guidelines was associated with
diabetes and mental health disorders. Qualitative data indicated that
HCBS stakeholders attributed low rates of STEADI implementation to
the complexity of STEADI guidelines and inner setting determinants
(e.g. networks and communications).
Implications for D&I Research: Moving STEADI to HCBS settings may
require simplifying components of STEADI guidelines. Additionally,
implementation strategies should be tailored to establish internal
networks within HCBS organizations that enable professionals to ef-
fectively coordinate follow-up fall prevention services for clients
screened as being at risk for falling.
Primary Funding Source
Internal funding, The Ohio State University
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Background: Rural US adults experience higher levels of cardiovascu-
lar disease (CVD) incidence and mortality and practice health pro-
moting activities less often than non-rural counterparts. Evidence-
based health promotion interventions to improve CVD-related behav-
iors and outcomes have demonstrated limited effectiveness when
implemented with rural populations. To promote the dissemination
and implementation of effective interventions in rural settings and
reduce rural health disparities, this study examined the role of con-
text in a 12-week CVD risk-reduction intervention (Heart Smart for
Women, HSFW) followed by a 24-month maintenance intervention
(Heart Smart Maintenance, HSM), implemented in 12 rural Illinois
churches.
Methods: Guided by the Consolidated Framework for Implementa-
tion Research (CFIR), we identified five constructs to describe inter-
vention churches. We used linear and logistic regression modeling
with generalized estimating equations and clustering participants by
church to assess how the five CFIR-derived constructs were associ-
ated with person-level attendance and participation outcomes.
Findings: “Congregational support for the interventions” was associ-
ated with higher HSFW attendance (p < .001). “Church-based leader
characteristics,” which referred to the health experience and level of
engagement of the church-based lay leaders involved in the inter-
vention, was associated with HSM participation among HSFW at-
tendees (Odds ratio = 2.52, p = .023). Finally, “religious basis for
health promotion” was associated with lower HSM attendance (p <
.001), whereas “history of health activities in the church” (p = .045),
“church-based leader characteristics” (p < .001), and “pastor involve-
ment” (p = .010) were associated with higher HSM attendance.
Implications for D&I Research: Rural church context, particularly the
attitudes, expertise, and involvement of individuals within churches,
appear to play an important role in intervention participation. Results
suggest that implementation of community-based health behavior
interventions in rural settings may benefit from recruiting existing
groups and particularly those with strong social connections, such as
churches, worksites, and clubs. Further study of interventions are
needed to to better understand the relationship between contextual
factors and improved behavioral and clinical health outcomes as well
as the generalizability of findings across rural settings.
Primary Funding Source
Funded in part by the Office on Women's Health, US Dept. of Health
and Human Services
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Background: Mobilizing a network of collaborating organizations is
key to addressing community health and an essential public health
service. Community structure shapes the identification and imple-
mentation of evidence-based programs (EBPs). There is not an ideal
structure “type” which posits effective implementation. We examined
patterns of community structure, capacity for and delivery of EBPs by
integrating social network data and survey data from local health de-
partment (LHDs) participating in a project aimed to build capacity for
EBPs to control diabetes.
Methods: Stakeholders at 12 LHDs in Missouri identified partnering
organizations within their jurisdictions to participate in a social net-
work survey to measure collaboration and a perception survey to as-
sess capacity for and delivery of EBPs. These organizations were
partners in chronic disease control and community health. Network
statistics were calculated for each jurisdiction with R package igraph.
Measures of capacity for EBP implementation and EBP delivery were
aggregated over jurisdiction. Correlations between network degree
centralization (a measure of hierarchy), EBP capacity, and EBP deliv-
ery were calculated with R package Hmisc using jurisdiction as the
level of analysis (n=12).
Findings: The number of organizations in each jurisdiction ranged
from 11 to 32, and 26% to 68% of organizations were from non-
health areas. The average number of collaboration ties for each
organization within the networks ranged between 4.3 and 10. Net-
works were fairly connected with density ranging between .24 and
.62. Degree centralization ranged from 0.29 to 0.69 suggesting that
some networks have prominent organizations with many collabora-
tions. More centralized networks tended to be in smaller communi-
ties (r=-.52, p=.08) with less LHD staff (r=-.53, p=.08), perceive less of
an expectation to use and have skills for implementing EBPs (r=-.42,
p=.18), perceive less partnership support for implementing EBPs (r=-
.46, p=.14), yet report delivering more EBPs directly (by agency) or
through collaboration with a partner (r=.42, p=.17).
Implications for D&I Research: Social network analysis provides use-
ful information about the structure and the nature of the collabora-
tions that facilitate EBP implementation. These results suggest
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smaller communities may collaborate more hierarchically to imple-
ment EBPs, highlighting the need for varying approaches to build
capacity within networks of varying community structure.
Primary Funding Source
National Institutes of Health
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Background: Developing and ensuring the necessary supports and
conditions for implementation of a primary prevention program re-
quires an understanding of current and potential conditions and struc-
tures available for implementation. Yet, there is very little in the
literature on how public service systems assess and develop the infra-
structure required for successful implementation. The purpose of this
applied study is to detail a process in which an implementation team
assessed and prioritized implementation infrastructure supports.
Methods: Semi-structured interviews were conducted with key in-
formant stakeholders with knowledge and experience related to the
current and past infrastructure elements available to support imple-
mentation of the primary prevention community-based intervention.
An interview protocol was developed to assess implementation sup-
ports based on implementation drivers. Implementation drivers are
the core components or building blocks of the infrastructure needed
to support practice, organizational, and systems change in service to
implementation of evidence-based models and innovations (Metz &
Bartley, 2011). The semi-structured nature of the interviews ensured
flexibility in the question and probing process. A diverse implemen-
tation team identified key informants for each driver. A total of 17 in-
terviews were conducted with representation from the state
department, community-based implementing agencies, intermediary
organizations, the state training department and university partners.
Interviews were recorded in order to corroborate detailed interview
notes that were captured by the interviewers. Interview data were
entered into an excel database and coded for themes across inter-
views. Results were categorized and shared with the team. A quick-
wins facilitation methodology was used with the team to prioritize
implementation actions.
Findings: For each of the seven implementation drivers, 2-3 critical
actions were identified through the semi-structured interviews. Using
the quick win methodology, the team prioritized the drivers into
quick wins and long-term wins. This prioritization led to a stage-
based implementation and data analysis plan. From the implementa-
tion plan, a multi-component implementation team structure was de-
veloped in order to support the development and installation of the
required infrastructure for implementation.
Implications for D&I Research: This study provides insight into how
an implementation team can lead efforts to understand and align in-
frastructure to promote successful implementation.
Primary Funding Source
NJ Department of Children and Families
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Background: The Health and Human Services Pregnancy Assistance
Fund (PAF) provides funds to increase access to services for pregnant
and parenting youth (PPY). In place of new programming, this PAF
targeted increasing partnerships to strengthen referral networks and
program engagement in a mid-Atlantic city. Consistent with imple-
mentation science theory and determinants framework, we antici-
pated that access to services would improve with increased
knowledge of program activities, improved partner relationships, and
collaborative strategizing for systems improvement, with at least 300
PPY accessing services in year 1.
Methods: PPY serving agencies jointly created a cohesive services
system. New activities included monthly meetings, sharing about
various programs/services and referral processes, and collective com-
munications efforts. IRB data collection included tracking referrals,
continuous quality improvement (CQI) interviews examining referral/
engagement successes and barriers, and reported levels of agency
collaboration. Analytic approach included descriptive analyses for re-
ferrals (using SPSS), content themes analysis across program CQI in-
terviews, and network analyses using the self-report Levels of
Collaboration scale (Frey, et al, 2006), (0=no interaction at all to 5=
collaboration) creating network collaboration maps (using R Studio)
and heat maps (using Tableau). All outcomes were shared with part-
ners quarterly to inform implementation outcomes. Data collection
continues through June 2020.
Findings: In year 1 (7/18-7/19), 333 PPY (40 fathers) were referred to
services with increases over time (Q1=52, Q2=93, Q3=77, Q4=111).
This surpassed goal numbers and reflected diverse youth served
(20% Hispanic/Latino, 71% African-American). CQI interviews indi-
cated that increased relationships yielded more direct referral net-
works and engagement, including “warm hands-offs” for PPY. This
was supported by network analysis that indicated increased collabor-
ation among all organizations (N=8) increased (MTime1=2.69 to
MTime2=2.82), with average number of connections increasing from
5.44. to 8.00.
Implications for D&I Research: Findings support the determinants
framework and indicate that existing programs had strengthened re-
ferrals and engagement with increases in community partnerships,
supported by multiple methods of data collection. Rather than focus
on implementing new services, the PAF aimed increase access to
existing services for PPY, with access surpassing expected goals. This
supports the notion that funding can target better access to services
by strengthening community partnerships to improve service imple-
mentation for youth.
Primary Funding Source
Health and Human Services
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Background: Researchers from the Center for the Study and Preven-
tion of Violence are partnering with educators in 46 middle schools
to implement Safe Communities Safe Schools (SCSS). SCSS seeks to
prevent and reduce youth problem behavior, mental, and behavioral
health concerns, and increase prosocial behavior by implementing a
multi-level and multifaceted approach that includes three core pro-
gram components: developing a functioning school-based team,
building capacity around data use, and implementing evidence-
based programs.
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Methods: Researchers used a two-step readiness process to ensure that the
schools had met a threshold of readiness prior to beginning the interven-
tion. First, CSPV conducted readiness feasibility visits to assess indicators in-
cluding leadership’s support of SCSS and the presence of a school-based
champion. Second, school-based teams from 21 schools completed a 90-
item readiness assessment annually to assess constructs such as the degree
to which leadership has created structures that support SCSS implementa-
tion (Leadership support) and expect, reward, and support the SCSS model
(Priority).
Findings: 46 of 60 schools met the readiness criteria and agreed to par-
ticipate. Two years of readiness assessment data suggest that some
changes in readiness occurred in the expected direction, with signifi-
cant increases for 6 of 20 readiness subscales including staff capacity,
t(215)= 2.26, p = .025, knowledge and skills related to SCSS, t(212)=
3.91, p < .001, leadership support for SCSS, t(213)= 3.44, p = .001, and
priority to implement SCSS t(200)= 2.37, p = .182. The data also indicate
that certain readiness components might not be as malleable or ad-
dressed within this type of comprehensive approach (such as general
leadership: Means=6.00 in Year 1, 6.11 in Year 2; and resource
utilization: Means =4.49 in Year 1, 4.38 in Year 2).
Implications for D&I Research: Two years of data from a randomized
controlled trial of SCSS suggest a feasible approach to determine the
readiness of schools interested in implementing a comprehensive
evidence-based prevention focused framework. Future work should
study the extent to which readiness components can be altered by
continued training and technical assistance and explore the sustain-
ability and dissemination of SCSS, to ensure continued engagement
of school stakeholders and other key stakeholders.
Primary Funding Source
National Institutes of Health
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Background: Organizational readiness for implementation of evidence-
based best practices is an important predictor of successful implementation
outcomes. Rural schools have been found to struggle with implementation
of systems changes and evidence-based practices; however, organizational
settings such as rural schools are generally under-studied.
Methods: We gathered survey data from 159 school staff who were
part of the newly-formed implementation teams at 40 rural public
schools, prior to the implementation of Tier 1 Positive Behavioral In-
terventions and Supports (PBIS), a universal prevention strategy.
Goals of the current analyses were to examine how the availability of
resources and structural supports were associated with organizational
readiness for change. We used a 6-item measure of change based on
the Organizational Readiness to Implement Change scale (alpha=.94).
Analyses accounted for clustering within school.
Findings: Perceived school-wide readiness was significantly lower for
PBIS team members who indicated they did not have adequate re-
sources for implementing behavior interventions (P<.001), did not
have adequate resources for monitoring student behavior (P<.01)
and did not have enough time to implement positive behavior sup-
port systems (P<.001). Perceived organizational readiness was lower
among respondents who indicated that their school’s behavior man-
agement process was bureaucratic and overly complex (P<.01), but
readiness was higher among respondents who indicated that using
evidence-based practices is consistent with the culture of their
school (P<.001).
Implications for D&I Research: Results show the importance of
assessing and considering structural resources, staff time and sched-
uling flexibility, and aspects of school culture when planning for the
implementation of universal prevention programs such as PBIS.
Primary Funding Source
National Institute of Justice
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Background: The high prevalence of mental ill-health among
teachers underscores a need for more sustainable working conditions
for this group. One way to achieve this is by improving schools’ so-
cial and organizational risk management. Many schools in Sweden
lack a structured approach to manage occupational risks. In 2015, we
launched an occupational mental health guideline to support
evidence-based management of these risks at the workplace. The
aim of this cluster-RCT was to compare the effectiveness of two strat-
egies for implementing the guideline within schools with high fidel-
ity. Effectiveness is measured as changes in guideline adherence
(implementation effectiveness) and changes in social and
organizational risk factors for mental ill health (intervention
effectiveness).
Methods: Twenty schools in two municipalities in Sweden participate
in the trial. Control-schools received a one-day training. Intervention
schools received the training, formation of implementation teams
and workshops. Effectiveness is measured as guideline adherence.
Process outcomes, and barriers and facilitators influencing the imple-
mentation were assessed. Data were collected at baseline, 6, 12, 18
and 24 months and analyzed by a mixed-methods approach (i.e. sur-
vey, interviews, observation; last measurement is scheduled for Sep-
tember 2019).
Findings: Results will be presented on the implementation effective-
ness and contextual factors influencing implementation. The study
participants (n=705) were 76 % women and 45.9 years of age (SD =
11.84). Survey results show that baseline adherence to the guideline
was low; 18 % of participants acted in accordance to the schools’
work environment policies. Furthermore, 20 % reported that their
principal has knowledge on how the work environment influences
mental ill health and 16 % reported that an action-plan was devel-
oped based on the latest systematic work environment survey. De-
tailed data on guideline adherence will be presented for 12- and 24
months follow-up. In addition, results on process outcomes, barriers
and facilitators will be shown.
Implications for D&I Research: The project will provide valuable
knowledge for researcher, policy makers and schools on the impact
of implementation strategies for integrating evidence-based ap-
proaches for social and organizational risk management in a work-
place setting in order to prevent mental ill health. Moreover,
knowledge is gained on contextual factors that influence
implementation.
Primary Funding Source
AFA-insurance
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Background: The Colorectal Cancer Screening Program in South Car-
olina (CCSPSC) works with federally-qualified health centers (FQHCs)
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to implement evidence-based interventions (EBIs) to increase colo-
rectal cancer screening (CRCS). The program’s primary implementa-
tion strategies include 1) an assessment of readiness and context to
identify factors that may inhibit or promote implementation, 2) de-
velopment of tailored implementation plans, and 3) provision of edu-
cational sessions and technical assistance using a “whole office”
approach. We will describe our approach to understand stakeholder
perceptions of how well those strategies are working to encourage
use of EBIs to promote CRCS and integrate them into the culture of
partner FQHCs.
Methods: Based on Proctor et al.’s (1) Implementation Outcomes
framework, we assessed implementation outcomes on three dimen-
sions: acceptability, appropriateness, and feasibility. We matched
evaluation questions to each dimension and used stakeholder inter-
views and a provider survey as data sources. Interview data were
coded using an inductive approach. We calculated descriptive data
for provider survey items. A concerted focus on the primary imple-
mentation strategies was used to guide analysis in relation to the im-
plementation outcomes.
Findings: Interview data revealed the whole office approach has high
acceptability, as it generates buy in, awareness, and enthusiasm for
the need to increase CRCS. In addition, stakeholders perceived the
program as appropriate because readiness and implementation data
were used to adapt implementation approaches and selection of EBIs
to each FQHC. Further, provider survey data indicated that CRCS is
an important priority and flexible implementation support from the
CCSPSC is highly valuable. However, more than one-third of pro-
viders characterized the feasibility of using and maintaining their
FQHC’s selected EBIs as somewhat hard or very hard. Providers cited
several barriers including insufficient patient transportation, costs for
direct visualization screenings, and long wait times for referral
completion.
Implications for D&I Research: Given the large scale of the program
and varied contexts of each partner FQHC, it is important to under-
stand the acceptability, appropriateness, and feasibility of the pro-
gram’s strategies and goals. These data allow us the opportunity to
assess and enhance aspects of our program to promote the rele-
vance, sustainability, and potential replication of strategies to im-
prove CRCS.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: Classroom-based physical activity (CBPA)—including
brief instructional breaks for movement, or the integration of phys-
ical activity with lessons—can benefit children’s physical, social, emo-
tional, and cognitive health. Teachers are key implementation
agents. Despite CBPA being considered a best-practice, many class-
room teachers do not regularly use it. Much research has explored
teachers’ perspectives on CBPA, but almost none has explored why
implementation fails. The perspectives of teachers who do not imple-
ment CBPA can contribute important information about potential
strategies to promote implementation.
Methods: These analyses use 24 teacher interviews, gathered as part
of a mixed-methods evaluation of a CBPA intervention at five elem-
entary schools at which all classroom teachers received CBPA train-
ing. Implementation was monitored through weekly tracking logs
completed by all teachers over 14 weeks. Many teachers tried CBPA
initially, but some sustained it consistently whereas others did not.
After the tracking period, interviews were conducted with a subset
of 12 teachers who were consistently high implementers (HI) and 12
who were low implementers (LI). Interviews were transcribed and
coded thematically.
Findings: While HI and LI both recognized the value of CBPA for stu-
dent well-being and focus in the classroom, several key differences
were noted. HI were more likely to write CBPA into their daily sched-
ule and to have a cooldown routine for allowing students to settle
and transition back to schoolwork. They had principals who were
proactive and explicit supporters of CBPA, and they shared ideas
about CBPA with their colleagues. In contrast, LI did not have these
environmental supports. Lack of time is a common challenge for im-
plementation of any classroom initiative; specific to CBPA, LI were
more hindered by it as a barrier, and while HI had found solutions, LI
had concerns but no solutions.
Implications for D&I Research: As with other innovations, the imple-
mentation of CBPA is facilitated by the presence of proactive leader-
ship/champions. Knowledge of the “why” of behavior change is
crucial, but a key barrier seems to be “how” to implement. Coaching
teachers in specific strategies for time management (e.g., explicit
scheduling) and behavior management (e.g., cooldown routines)
may facilitate implementation among teachers who would not other-
wise do so.
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Background: Physical activity (PA) is a health-promoting and often
required part of the elementary school day, but multiple stakeholders
are responsible for implementing PA approaches (e.g., recess, phys-
ical education, active learning). Health fitness (HF) teachers generally
view PA favorably, but other critical stakeholders may have less posi-
tive perceptions about implementing PA approaches. The purpose of
this study was to compare different stakeholders’ perceptions of
individual-level determinants related to implementation of school-
based PA approaches.
Methods: School staff (n=139), including principals/assistant princi-
pals (n=21), HF teachers (n=41), and non-HF teachers (n=77), from
public elementary schools (n=25), completed surveys measuring per-
ceptions of individual-level determinants for implementing school-
based PA approaches. Fourteen items (attitudes [4 items], barriers [3
items], knowledge [2 items], and outcome expectations [5 items])
were scored on 5-point Likert-type scales (strongly disagree to
strongly agree) and averaged to ascertain determinant scores. Deter-
minants were compared between job types using ANOVAs.
Findings: Principals (95.2%) and non-HF teachers (95.7%) were a
higher proportion female than HF teachers (65.9%; p<.001). Mean
age (43.4±12.0 years) was not significantly different between job
types. Principals (22.0±7.1) had been in education more years than
HF (15.0±10.7; p=.017) and non-HF (14.6±9.2; p=.005) teachers. HF
(9.8±9.8) teachers were more likely to have held the same position
longer than non-HF teachers (6.0±6.9; p=.029) and principals (4.5±
3.5; p=.028). On average, non-HF teachers (2.3±0.8;d=0.40;p<.001)
and principals (2.2±0.7;d=0.26;p=.005) reported more implementation
barriers for PA promotion, compared to HF teachers (1.5±0.8). Non-
HF teachers (4.6±0.6) also had lower outcome expectations for PA,
compared to HF teachers (4.8±0.3;d=0.13;p=.006), which were not
significantly lower than principals’ outcome expectations (4.7±0.4;d=
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0.05;p>.05). Non-HF teachers had lower PA knowledge (3.3±0.9) then
both HF teachers (4.0±0.8;d=0.25;p<.001) and principals (4.0±0.7;d=
0.27;p=.005). No differences in attitudes about PA existed between
job types.
Implications for D&I Research: Stakeholder groups have unique per-
ceptions of individual-level determinants related to implementation
of PA approaches, which are less favorable for non-HF teachers. Dif-
ferences in determinants suggest tailored implementation strategies
are needed for different stakeholders’ job types, and this study pro-
vides information on which determinants tailored approaches can
target. Future studies are needed to determine how differences in
individual-level determinants impact implementation outcomes.
Primary Funding Source
National Institutes of Health

S151
Stakeholder engagement in implementing a population health
management intervention to address uncontrolled cardiovascular
disease risk factors
Karen Goldstein1, Allison Lewinski1, Hayden Bosworth1,2, Jennifer
Gierisch2, Courtney White-Clark1, Felicia McCant1, Leah Zullig1,2
1Durham VA Health Care System, Veterans Health Administration,
Durham, NC, USA; 2Duke University, Durham, NC, USA
Correspondence: Karen Goldstein (karen.goldstein@duke.edu)
Implementation Science 2020, 15(Suppl 1):S151

Background: Implementing population-level interventions within a
healthcare system requires longitudinal stakeholder involvement and
multidisciplinary expertise. We sought to improve cardiovascular dis-
ease (CVD) risk among rural Veterans via an intervention addressing
multi-level barriers including provider (competing demands), patient
(risk awareness), and system (under-empowered teams).We describe
a multidisciplinary team approach to intervention adaptation and im-
plementation informed by structured consultation with key
stakeholders.
Methods: Our team included a: behavioralist, clinical interventionist,
primary care physician, implementation scientist, nurse scientist, pro-
ject coordinators, and a clinical nurse. We developed an intervention
to: 1) identify patients with uncontrolled blood pressure and/or with
hyperlipidemia but not on statin therapy; 2) activate patients via per-
sonalized letters; 3) identify behavioral goals guided by patient pref-
erences; and, 4) communicate patient goals and suggested CVD risk
reduction plan to primary care. Stakeholder engagement activities in-
cluded: input from existing CVD programs, feedback from Veterans
Research Engagement Panel, and clinic-level debriefings. Our bi-
weekly intervention debriefs were guided by the Stirman Adaptation
Framework.
Findings: To date, 100 patients received activation letters. Of that
number our population health manager was able to speak with 69;
38/46 Veterans kept scheduled appointments with their providers
after receiving the intervention, and 33/54 Veterans that did not
have a scheduled appointment with a provider made one. Notably,
after the intervention, 54/100 Veterans initiated contact with a
healthcare provider (ie, primary care physician or specialist) to have
their blood pressure checked, medications modified, or obtain a re-
ferral for another provider or service (e.g., weight loss, smoking ces-
sation). In addition, we identified critical adaptations to facilitate
uptake within VA clinical practice including message tailoring, timing
of activation letters, and alignment with ongoing primary care
practices.
Implications for D&I Research: A collaborative team of multidisciplin-
ary researchers can inform intervention adaptation, build stakeholder
buy-in, and facilitate the development of a sustainable intervention
within a clinical practice setting. The VA is an ideal venue for team-
based implementation science and real-time adaptation of
population-level interventions. Our project lays an important founda-
tion for developing rigorous and relevant interventions that will as-
sure that rural Veterans have access to effective, context-appropriate
CVD risk management options.
Primary Funding Source
Department of Veterans Affairs
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Background: Cascade screening (i.e., genetic testing) among families
affected by hereditary cancer disorders, such as Lynch syndrome
(LS), is suboptimal and understudied. The overall objective of this
project was to identify multilevel barriers and facilitators to the im-
plementation of cascade screening for LS.
Methods: We conducted semi-structured, in-depth interviews to
identify implementation barriers and facilitators for cascade screen-
ing among key stakeholders (n=60): patients (n=20); genetic coun-
selors (n=10) and non-genetics providers (n=10) including
oncologists, gastroenterologists, gynecologists, and general practi-
tioners; genetic testing companies (n=5), advocacy organizations (n=
5), managed-care payers (n=5), and genetics clinic administrators (n=
5). The interview guide and analyses were informed by the Consoli-
dated Framework for Implementation Research. Transcripts were
double-coded (20% sample) using template analysis in Atlas.ti.
Findings: Barriers identified across all stakeholders included: (1) ac-
cessibility of genetic counseling services and workforce shortages, (2)
emotional barriers impacting family communication such as stigma,
guilt, avoidance, estrangement and dysfunction, (3) lack of education
and awareness about LS by patients and providers, and (4) fear of a
positive screening result impacting employment, career progression,
and eligibility for health and life insurance. Patient and family mem-
bers perceived cost as a barrier for pursuing genetic testing; how-
ever, other stakeholders highlighted the importance of
communicating to patients that cost need not be a barrier, citing free
genetic testing programs and broad insurance coverage. Additional
clinic-level barriers were identified by providers in clinical workflows
such as lack of processes to identify probands (initial relative diag-
nosed with LS) or regular follow-up with probands. Key facilitators
identified across all stakeholders included: (1) free testing offered by
genetic testing laboratories for family members of probands, (2) mo-
tivation to inform family members and undertake preventive health
measures, and (3) connecting to online resources such as patient
support groups.
Implications for D&I Research: These findings indicate that modifi-
able, multilevel barriers to the implementation of cascade screening
are experienced across stakeholders. Findings from this study will in-
form an intervention to be tested in a future hybrid effectiveness im-
plementation trial. As precision prevention takes hold, understanding
implementation barriers to genetic testing will be imperative to en-
sure that these innovations are accessible to patients.
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Background: Rural cancer survivors are less physically active and suf-
fer poorer health and quality of life, a disparity potentially reduced
by exercise programming. Furthermore, available evidence-based in-
terventions (EBIs) related to exercise and cancer survivorship are
rarely translated and little is known about how to optimize this
translation.
Methods: During development of an implementation toolkit for de-
livering an exercise EBI for women cancer survivors by non-research
staff in a rural community cancer care organization, we collected
multilevel focus group and nominal group technique (NGT) data
from rural cancer survivors (n=19), potential interventionists (n=11),
and community/organizational stakeholders (n=19). These data were
coded to identify implementation strategies and Consolidated
Framework for Implementation Research (CFIR) constructs important
to the anticipated EBI implementation. Findings were integrated into
the toolkit.
Findings: Integration of data across the participant types and the
two different data collection methodologies, yielded multiple imple-
mentation strategies including but not limited to promoting program
adaptability to accommodate rural resident and cancer survivor
needs, obtaining primary care physician buy-in, building community
coalitions, seeking philanthropic funds, providing EBI recipient trans-
portation, etc. Moreover, we consistently identified 11 CFIR con-
structs as important along with relevant suggested strategies for
targeting these constructs as demonstrated by the following exam-
ples: 1) Intervention Design Quality and Packaging (e.g., home-based
options, exercise variety, etc.), 2) Implementation Readiness (“cheat
sheets”, expert facilitation, etc.), and 3) Cosmopolitanism (e.g., dona-
tions from retailers, provide transportation by partnering with
churches with vans, etc.). We also identified differences between par-
ticipant types with regard to relative importance of CFIR constructs
(e.g., Patient Needs and Resources was more important for cancer
survivors, Evidence Strength and Quality was more important for in-
terventionists, and Cosmopolitanism was more important for inter-
ventionists and stakeholders). Hence, suggestions for targeting these
constructs using the identified strategies were included in the imple-
mentation toolkit.
Implications for D&I Research: The identified strategies for improv-
ing the translation of an exercise and cancer EBI also hold potential
relevance to translation of other multicomponent, expertise-
depending EBIs for rural cancer survivors. Further research is needed
to determine the most effective implementation strategies, potential
mediating role of identified CFIR constructs in implementation suc-
cess, and applicability of these strategies to other similar EBIs.
Primary Funding Source
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Background: Study 1. A hybrid Type 1 effectiveness-implementation
trial sought to quantitatively assess whether an evidence-based
exercise intervention for breast cancer survivors, Strength After
Breast Cancer, was safe and effective in a new setting and to qualita-
tively assess barriers to implementation. Study 2. Upon completion
of this trial, we created and evaluated a training to prepare clinicians
to deliver the program.
Methods: Study 1. A cohort of 84 survivors completed measurements
related to limb volume, muscle strength, and body image at baseline,
67 survivors completed measurements 12 months later. Qualitative
methods were used to understand barriers to implementation experi-
enced by referring oncology clinicians and physical therapists who
delivered the program. Study 2. A total of 455 clinicians that had
completed the training were sent an email inviting them to partici-
pate in a survey.
Findings: Study 1. Similar to the efficacy trial, the revised interven-
tion demonstrated safety with regard to lymphedema, and improve-
ments in lymphedema symptoms, muscular strength, and body
image. Qualitative implementation data suggested significant imple-
mentation barriers around intervention characteristics, payment, eli-
gibility criteria, the referral process, the need for champions (ie,
advocates), and the need to adapt during implementation of the
intervention, which should be considered in future dissemination
and implementation efforts. Study 2. A total of 75 clinicians com-
pleted the online survey. All of these had attempted to implement
the program in their clinics, 80% had succeeded in carrying out at
least part of the program. Key barriers to implementation in practice
was 3rd party coverage and a difference in the way the program was
enacted from the way their practice delivered care.
Implications for D&I Research: Study 1. This trial successfully demon-
strated that Strength After Breast Cancer can be implemented in a
community setting while retaining the effectiveness and safety. How-
ever, strategies to reduce barriers to implementation are required.
This new program can inform larger scale dissemination and imple-
mentation efforts. Study 2. For Strength After Breast Cancer to be
more robustly implemented, there is a need for more than just clin-
ician training. Future research is needed to discern the implementa-
tion strategies that would be most effective.
Primary Funding Source
National Institutes of Health
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Background: Active Living after Cancer (ALAC) is a program to in-
crease physical activity and improve quality of life in breast cancer
survivors. It is based on an evidence-based program for the general
public (Project Active) tested in a large RCT (Dunn et al, 1997) and
was adapted for breast cancer survivors and subsequently imple-
mented in community and clinical settings. In this presentation we
will present three phases of program adaptation, using adaptation
steps described in a scoping review of adaptation frameworks (Esoff-
ery et al 2019), and the data driving adaptation decisions, and the ef-
fectiveness of the adapted intervention.
Methods: Phase 1 was the adaptation of the Project Active interven-
tion for breast cancer survivors, guided by interview and question-
naire data from breast cancer survivors, and with effectiveness tested
in a small RCT. Phase 2 was adaptation for broader community deliv-
ery of the program with a focus on medically underserved popula-
tions, guided by community stakeholder input, and tested in a pre-
post evaluation. Phase 3 was the adaptation of the program for a
clinical setting with the incorporation of a game-based element, eval-
uated in a small pilot test.
Findings: The Phase I adaptation steps included assessing the com-
munity, consulting with stakeholders, deciding what needed adapta-
tion, adapting the original program, implementing and evaluating.
Participants receiving the adapted program had significantly better
physical functioning, and quality of life at the end of the program
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than a standard care control group. The Phase II adaptation included
consulting with stakeholders, deciding what needed adaptation,
adapting the original program, implementing and evaluating. In the
pre-post evaluation, the 211 participants demonstrated significant in-
creases in physical activity and improvements in physical functioning
and quality of life, with high ratings of acceptability. In Phase 3 inves-
tigators consulted with stakeholders and adapted the intervention
and pilot tested it. The pilot test identified technology implementa-
tion issues, but also demonstrated the high acceptability of the pro-
gram and preliminary evidence of improvements in physical
functioning.
Implications for D&I Research: Careful use and incorporation of in-
formation from cancer survivors and stakeholders in the adaptation
process can positively influence program acceptability and feasibility,
as well as outcomes.
Primary Funding Source
Cancer Prevention & Research Institute of Texas
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Background: HIV diagnoses increased 87% among young African
American gay and bisexual men from 2005-2014. CDC estimates that
1 in 2 African American gay and bisexual men will be diagnosed with
HIV in their lifetime. Enhanced engagement in HIV healthcare among
Black and Latino MSM living with HIV is vital to reduce disparities,
improve health, and reduce HIV transmission. STYLE, a model pro-
gram to improve engagement in healthcare among young MSM of
color, has been successful. However, little work has been conducted
to study the implementation of STYLE in real-world settings.
Methods: We adapted STYLE implementation materials for use in the
local environment and population and assessed fidelity of STYLE to
the original methods, while adapting it to the local context (process
outcomes). We examined whether adapted STYLE achieved similar
clinical outcomes as the original study, such as identifying previously
undiagnosed cases of HIV, linkage to care, re-engagement in care, re-
tention in care, and ART adherence (care outcomes). We also
followed the Consolidated Framework for Implementation Research
to investigate the domains relevant to the adaptation and implemen-
tation process.
Findings: With regard to the intervention, comparing STYLE's core
components to current CBO programming resulted in the CBO:
adopting new activities to implement and also some adaptation of
STYLE’s core components to reflect the needs of the local population
and HIV epidemic. Inner-setting issues affecting implementation in-
cluded CBO challenges to managing staff turn-over and integrating a
new EMR system into evaluation activities. Changing community
demographics (outer setting) are driving the target population away
from the catchment area, Oakland, where most services are currently
provided. We found that intervention tailoring was necessary to ad-
dress the needs of the local population's culture and broader age
range.
Implications for D&I Research: Conducting community engaged re-
search to adapt and implement an intervention must explicitly acknow-
ledge the equal (though not identical) expertise of researchers and
community providers. A process involving bi-directional exchange of in-
formation and ideas helps. Implementation frameworks can support
community engaged research and once a productive working relation-
ship between community and academic partners is established, bene-
fits all aspects of implementation and dissemination.
Primary Funding Source
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Background: Community Health Workers (CHW) are effective at
reaching underserved populations. Evidence now is needed on im-
plementation strategies that are effective at taking CHW interven-
tions to scale in settings that reach those most affected by health
disparities. To address this gap, we engaged public health and com-
munity clinic partners in the design of a multi-component strategy to
implement a CHW-delivered lifestyle intervention in two predomin-
antly African American, rural counties that rank 80th and 98th (of 100
NC counties) for healthy behaviors. We tested the strategy in one
county, refined it, and then replicated it in the second county.
Methods: This 5-year study (2014-2019) applied a community-
engaged, single-arm, hybrid effectiveness-implementation trial de-
sign. Within each county, CHWs in public health departments and
community clinics delivered four in-home counseling sessions and
three phone calls and referred participants to community resources
and services. Implementation strategies included identifying barriers
and facilitators, building a coalition, developing a formal implementa-
tion blueprint, adapting educational materials, and providing training
and supervision. The RE-AIM framework guided measures of effect-
iveness and implementation. Data collection included biological mea-
sures, validated surveys, and an online system for tracking
enrollment and intervention delivery.
Findings: The intervention reached 386 (30.5% of those invited) and
retained 341 (88.3% of those enrolled). The intervention was effect-
ive, with significant mean improvements in dietary intake (↑0.88 serv-
ings fruits/vegetables, ↓0.3 servings soda per week), physical activity
(↑43 minutes per week), weight (60% losing a mean of 2 pounds),
and a 20% point reduction in participants with uncontrolled blood
pressure. CHWs’ fidelity was mixed (content delivered, goals set, and
referrals made) and was improved in the replication site. Although a
mean of 1.3 referrals was made per visit, participants acted on only
40% of these referrals.
Implications for D&I Research: Findings and lessons learned from
county one guided the refinement of implementation strategies used
in the second county. A final product of this study is a replication
toolkit that includes ready-to-use materials and detailed “how-to”
guidance on both the intervention and the implementation strat-
egies. Further research is underway to test scale-up across 20 health
departments and community clinics, settings that reach those at
greatest risk for poor health behaviors.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: Despite population-wide health efforts addressing
hypertension (HTN), culturally-adapted multi-level strategies are
needed for ethnic/minority communities facing HTN disparities. Pro-
ject IMPACT tests the feasibility, adoption, and impact of integrating
two evidence-based strategies - provider-level electronic health re-
cords (EHRs) interventions and patient-level community health
worker (CHW) coaching - to improve HTN control among South
Asians receiving care in 14 primary care practices in New York City.
Methods: Practices received EHR capacity-building support to iden-
tify and manage hypertensive patients. Patients with uncontrolled
hypertension (n=304) were enrolled and randomized to treatment
(n=159) or wait-list control groups (n=145) after completion of a
CHW-led education session on HTN control. The treatment group
participated in 4 additional in-language, culturally-adapted education
sessions and 10 bi-monthly goal-setting phone calls. We conducted
semi-structured interviews (n=36) with practice staff, CHWs, and a
payer organization; directly observed clinic workflow; and adminis-
tered practice-level surveys to examine barriers and facilitators to im-
plementation processes and outcomes using Consolidated
Framework for Implementation Research constructs.
Findings: Among the intervention group, there was a mean change
of -4.5 mmHg in SBP (p<0.001) and -3.7 mmHg in DBP (p<0.001),
while mean SBP and DBP increased in the control group (p>.05)).
The intervention effect (adjusted for age and sex) for SBP and DBP
was significant (p<0.001). In the intervention group, BP control (BP<
140/90) increased from 37.3% at baseline to 69.7% at endpoint (p<
0.001), while in the control group, BP control did not change. Fidelity
to the culturally adapted CHW intervention was high; (88%) partici-
pated in at least 4 of the 5 sessions and an average of 7 goal-setting
phone calls per participant were completed. A relationship between
inner setting and outer setting factors influenced intervention im-
pact. For example, EHR capacity-building led to new organizational
practices, linked to CHW actions, that formalized clinics’ existing in-
formal community knowledge and embeddedness. CHWs helped
form connections between clinics, patients, and patients’ social net-
works, thus building social ties between clinic and community,
though clinic staff limitations resulted in variability in extent of CHW
integration.
Implications for D&I Research: We will discuss how study findings
provide opportunities to translate and scale our model to address
health disparities in ethnic/minority communities.
Primary Funding Source
Centers for Disease Control and Prevention
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Background: Faith-based organizations, due to their broad reach and
trust, are well-positioned to contribute to eliminating disparities. This
D&I study examined 12-month implementation and predictors of im-
plementation of FAN.
Methods: The university partnered with the SC Conference of the
United Methodist Church to offer FAN to 986 churches; 115 churches
(N=93 evaluated; 42% African American, 75% <500 members) adopted
FAN and were trained by community health advisors. At baseline and
12 months, church FAN Coordinators completed implementation inter-
views regarding the four FAN components for physical activity (PA) and
healthy eating (HE) (opportunities, policies, messages, pastor support).
Potential predictors of implementation were selected based on CFIR
guidance, and measured at baseline, immediate post-training, or 12
months, depending on training/program exposure needed for item
relevance. Repeated measures ANOVAs tested change in PA and HE im-
plementation composite scores, and Cohen’s d indicated magnitude of
change. Mixed model linear regression tested whether CFIR items pre-
dicted 12-month implementation, controlling for baseline
implementation.
Findings: PA and HE implementation increased significantly from
baseline to 12 months (d=1.42 and 2.05, respectively). No constructs
within the intervention characteristics domain predicted implemen-
tation. Within the inner setting domain, two structural characteristics
predicted greater implementation: being an African American con-
gregation (HE and PA) and having <500 members (HE). Networks &
communication, relative priority, organizational rewards, readiness,
and congregant needs also predicted PA and HE implementation.
Culture and tension for change predicted PA but not HE implementa-
tion. Within the characteristics of implementers domain, identifica-
tion with organization predicted PA and HE implementation. The
personal attributes of self-efficacy and church membership duration
predicted only PA implementation. Within the implementation
process domain, engaging opinion leaders and engaging champions
predicted PA and HE implementation. The directions of all associa-
tions were as expected.
Implications for D&I Research: The CFIR was used throughout the re-
search process, with careful attention to timing of measures. Con-
structs within the inner setting and implementation process domains
were most predictive of church-level implementation, and results will
inform church trainings and technical assistance to minimize
organizational barriers and promote enablers. Implementation of
FAN was greater in African American churches, underscoring the po-
tential of promoting health equity through this setting.
Primary Funding Source
Centers for Disease Control and Prevention

S160
Utilizing implementation strategies to increase equity in
classroom-based physical activity programming among low-
resource schools
Rebecca Hasson, Andria Eisman, Daphne Watkins, Lexie Beemer,
Tiwaloluwa Ajibewa
University of Michigan, Ann Arbor, MI, USA
Correspondence: Rebecca Hasson (hassonr@umich.edu)
Implementation Science 2020, 15(Suppl 1):S160

Background: Proactively developing disparities-reducing implemen-
tation strategies are critical for the fidelity of classroom-based phys-
ical activity interventions in low-resource elementary schools. The
purpose of this study was to determine the effectiveness of imple-
mentation strategies, guided by the Replicating Effective Programs
(REP) framework, to motivate physical activity behavior change in
students.
Methods: Nine, 3rd-6th grade classrooms in one school in Detroit,
Michigan (79% Latino; 80% qualified for free/reduced lunch) partici-
pated in Interrupting Prolonged sitting with ACTivity (InPACT), a 20-
week intervention where teachers were asked to implement 5 x 4-
minute moderate-to-vigorous physical activity (MVPA) breaks per
day. A comprehensive set of strategies that targeted program pack-
aging, teacher training, and technical assistance were developed: (1)
a compendium of 200 MVPA breaks in compliance with health-
enhancing exercise physiology principles; (2) evidence-based exercise
videos that minimized out-of-school preparation time for teachers;
(3) gamification of breaks to enhance student enjoyment; (4) teacher
trainings to increase acceptability; (5) classroom management proce-
dures to reduce transition time; and (6) floor plans that reorganized
classroom furniture to reliably and safely increase children’s activity
in classrooms. Teacher implementation was measured via a daily,
weekly, and end-of-study questionnaire. Activity break duration and
intensity was measured via direct observation.
Findings: Throughout the 20-week intervention period, 3rd-5th grade
teachers were able to implement 5 activity breaks per day at an aver-
age duration of 255 seconds. Sixth grade teachers were able to im-
plement 2 activity breaks per day at an average duration of 249
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seconds. These teachers noted that their rotating classroom vs. self-
contained classroom was a primary barrier to implementation.
Implications for D&I Research: In order for evidence-based physical
activity interventions to be successful, they must be complimented
by effective implementation strategies. InPACT is the first classroom-
based physical activity intervention tailored to meet the specific
needs of low-resource schools by proactively developing disparities-
reducing implementation strategies to motivate physical activity be-
havior change in students. Findings from this pilot study suggest, 5 x
4-minute MVPA breaks per day is a feasible dose of in-class activity
that 3rd-5th grade teachers can implement in low-resource school set-
tings. Additional strategies are needed to maximize fidelity in 6th
grade classrooms.
Primary Funding Source
University of Michigan MCubed Seed Funding Program

S161
Identifying social barriers in the pre-implementation of physical
activity interventions targeting latinos diagnosed with diabetes:
Physical activity system of support (PASOS) pilot study
Sandra Echeverria1, Krista Kenney2, Jovanna Orozco1, Danusha Sanchez1,
Towfiqul Alam1, Olu Jegede2, Dereck Deleon2
1University of North Carolina Greensboro, Greensboro, NC, USA; 2Cone
Health, Greensboro, NC, USA
Correspondence: Sandra Echeverria (seecheve@uncg.edu)
Implementation Science 2020, 15(Suppl 1):S161

Background: Latinos living in the United States (U.S.) experience a
disproportionate burden of diabetes and are less likely to adopt
physical activity recommendations for proper diabetes management.
We describe a pilot study integrating electronic health records (EHR),
clinical referral systems, patient survey data, and community-based
perspectives to identify pre-implementation barriers to physical activ-
ity adoption among an emerging Latino population living in the
southern U.S.
Methods: This is a 3-stage pre-implementation study. First, we identi-
fied social determinants of health (SDOH) measures proposed in the
field and determined how well these measures were integrated into
EHR and patient referral systems of a large hospital system in North
Carolina. Second, we surveyed Latino adults diagnosed with diabetes
(n=75) receiving care within this hospital system to assess diabetes
management stressors, financial barriers, housing stability, experi-
ences of racial/ ethnic discrimination, healthcare access, work de-
mands, neighborhood characteristics and preferences for a future
physical activity intervention. We then examined associations be-
tween these SDOH measures and EHR-derived diabetes outcomes.
Lastly, we will share our findings (projected October 2019) with local
community stakeholders serving Latinos to determine how well
these systems-based data sources (including patient surveys) corres-
pond with their perceptions of implementation barriers to physical
activity adoption.
Findings: The systems-based data and patient surveys revealed ex-
tensive social barriers in this emerging Latino population, with higher
social disadvantage associated with poorer diabetes outcomes. We
identified interpersonal, organizational (healthcare), and community-
level barriers that must be considered as key pre-implementation
barriers to intervention adoption. Community input will help estab-
lish the extent to which and how other measures not considered in
this study (e.g. patient’s legal status, periodicity of data collection,
family/ child barriers) need to be examined and adopted in interven-
tion implementation.
Implications for D&I Research: The identification of social barriers in
the pre-implementation phase of evidence-based interventions tar-
geting Latinos remains understudied. This presentation demonstrates
the feasibility of integrating various sources of data to design a pre-
implementation ‘blueprint’ to address social determinants of health
likely to influence intervention adoption and discusses next steps for
full integration and implementation strategies.
Primary Funding Source
Internal university and hospital award
S162
Adaptations to increase recruitment and retention in a multi-
component heart disease prevention intervention for rural adults
Manorama Khare1, Kristine Zimmermann2, Craig Beintema3
1University of Illinois College of Medicine, Rockford, Rockford, IL, USA;
2University of Illinois at Chicago, Chicago, IL, USA; 3Stephenson County
Health Department, Freeport, IL, USA
Correspondence: Manorama Khare (mkhare1@uic.edu)
Implementation Science 2020, 15(Suppl 1):S162

Background: Rural US residents experience disproportionately high
heart disease incidence and mortality compared to non-rural, due in
part to modifiable risk factors like poor diet and insufficient physical
activity. Translational research on evidence-based practice to rural
community settings to reduce heart disease risk is limited. The
“Health Improvement Project” (HIP) is a multi-component initiative,
implemented by a multi-sectoral coalition called Win With Wellness
(WWW) in two rural, northwest Illinois counties. HIP aims to reduce
Framingham Risk Scores through evidence-based, community-based
interventions targeting adults age 30-72 with no heart disease his-
tory. During HIP’s early implementation, coalition and stakeholder in-
put informed adaptations to increase recruitment, ensure reach
across all at-risk adults, and facilitate participation.
Methods: HIP’s development was informed by lessons learned from
a prior WWW intervention in the two counties. WWW’s community-
based weight loss program (n = 297) was highly effective for com-
pleters; however, 70% dropped out and non-completers were dispro-
portionately employed or of working age. To better reach this group,
HIP targeted worksites with two program options: a weight-loss inter-
vention and a theory-based health promotion program called Heart-
to-Heart (HH). Optional text-messaging and physical activity tracker
interventions were also offered to facilitate ongoing engagement.
Findings: Due to slow initial recruitment, HIP was modified during
Year 1 to enhance recruitment and facilitate retention. To facilitate
equity and promote community buy-in, WWW leveraged partner re-
sources to include adults with a history of heart disease and those
outside of the target age range in HIP. Currently, 130 adults have en-
rolled in HIP (85 in the weight-loss intervention, 45 in HH). Enroll-
ment will continue through August 2019. To increase worksite
enrollment and based on stakeholder feedback, we developed a HH
web-based version to be launched in July 2019. Among HIP partici-
pants, 52 and 47 enrolled in the activity tracker and text-messaging
interventions, respectively. Notably, the intervention team assists par-
ticipants with limited technology access to facilitate their activity
tracker participation.
Implications for D&I Research: Recruiting and retaining rural US popu-
lations in intervention research poses unique challenges. Successful im-
plementation in rural community settings can be facilitated by working
with a community coalition, incorporating stakeholder feedback, and
adapting interventions to be accessible to target communities.
Primary Funding Source
Health Resources and Services Administration

S163
Understanding determinants of physical activity adoption and
maintenance in rural cancer survivors: A qualitative study to guide
future implementation
Scherezade Mama1, Nishat Bhuiyan1, Anne Marie Melda1, Kathryn
Schmitz2
1The Pennsylvania State University, University Park, PA, USA; 2Public
Health Science, Penn State College of Medicine, Hershey, PA, USA
Correspondence: Scherezade Mama (skmama@psu.edu)
Implementation Science 2020, 15(Suppl 1):S163

Background: Rural breast cancer survivors (BCS) are less likely to
meet physical activity (PA) recommendations than those residing in
urban areas. Ecologic frameworks account for multilevel factors re-
lated to physical activity (PA) adoption and maintenance and may be
used to contextually adapt interventions to meet the unique needs
of underserved rural BCS. We explored ecologic determinants of
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leisure-time PA in rural BCS to inform PA intervention implementa-
tion efforts in rural communities.
Methods: An interview guide was developed using an ecologic
framework and asked about individual, social, and environmental de-
terminants of leisure-time PA adoption and maintenance. Semi-
structured in-depth interviews were completed with 38 rural BCS in
central Pennsylvania. Interview transcripts were analyzed by three in-
dependent coders using thematic content analysis and a constant
comparison approach.
Findings: Participants were in their early 60s (M age=62.0±14.7 years)
and overweight (M BMI=28.6±6.2 kg/m2); more than half completed
college or more (65.8%) and reported an annual household income
≥$80,000. Most (87.9%) participants were at least 12 weeks but less
than 5 years post-treatment, and 45.9% did not meet PA recommen-
dations. Participants were largely aware of the importance of PA for
cancer survivorship and discussed individual and social determinants
that influenced PA adoption, including their history with PA, engage-
ment in social activities or networks, and social support generally
and for PA, specifically. Women described multilevel barriers for en-
gaging in PA, including lack of support and physical and financial re-
sources along with treatment-related barriers (e.g., pain, fatigue).
Rural community characteristics that limited PA adoption and main-
tenance included a lack of places nearby to do PA and feeling iso-
lated from people and places. Rural BCS highlighted the need for
opportunities to socialize and connect with others locally while being
active to improve survivorship outcomes.
Implications for D&I Research: Qualitative findings from this study
highlight the multilevel, interactive complexities that influence PA in
rural BCS, emphasizing the need for a more sophisticated, ecologic
approach for increasing PA adoption and maintenance in this under-
served population. Insights gleaned from this study aid our under-
standing of the unique needs of rural BCS and will guide adaptation
of an evidence-based PA interventions for implementation within
rural communities in central Pennsylvania.
Primary Funding Source
National Institutes of Health

S164
Adapting, implementing, and evaluating an evidence-based
community intervention to promote physical activity in a midsize
rural town
Barbara Baquero1, Rebecca Bucklin2, Natoshia Askelson2, Nicole Novak2,
Rima Afifi2, Christine Kava1, Sandy Berto3, Active Ottumwa Community
Advisory Board (CAB)4, Edith Parker2
1University of Washington, Seattle, WA, USA; 2University of Iowa, Iowa
City, IA, USA; 3University of Iowa, Ottumwa, IA, USA; 4Active Ottumwa,
Ottumwa, IA, USA
Correspondence: Barbara Baquero (bbaquero@uw.edu)
Implementation Science 2020, 15(Suppl 1):S164

Background: There is a strong body of evidence-based interventions
(EBIs) to increase physical activity (PA), but levels of PA at the popu-
lation level are still low, with widening disparities among racial/eth-
nic, low-income, and rural communities. Most PA interventions are
designed for urban contexts, therefore leaving the 60 million resi-
dents of the rural US with fewer effective EBIs to promote PA. To ad-
dress these gaps we adapted, implemented, and evaluated an
intervention for PA to a midsize rural (micropolitan, population core
≤50,000) community in Iowa.
Methods: We used a hybrid type I study design to adapt, implement,
and evaluate the effectiveness of an intervention in a micropolitan
community using a community-based participatory research ap-
proach. Community stakeholders served as advisors in the interven-
tion, and we applied an adaptation-planning tool to guide the fit,
acceptability, and importance of each adaptation. The intervention
integrated strategies from informational, behavioral, social, and envir-
onmental change EBI approaches. Our evaluation followed the RE-
AIM framework. The population-based evaluation comprised of a co-
hort of community residents followed over 24-months, a cross-
sectional survey of community residents at baseline and at 24
months, and the systematic collection of process and implementa-
tion data.
Findings: We implemented informational, behavioral, social, and en-
vironmental strategies; for example, we distributed over 110 activity
calendars, and held on average 37 free PA activities monthly. We
reached over 4,000 individuals, and delivered a six-month communi-
cation campaign, including 425 radio spots, that made over 200,000
impressions on community members. We recruited and trained 53
lay health advisors (LHA), and on average, we had 12 LHA active
each month of the intervention. Over 25 organizations adopted free
PA activities classes led by LHA. The intervention was effective in re-
ducing sedentary behavior and increasing light PA. We have main-
tained the intervention over 10 months beyond the study period.
Implications for D&I Research: This study demonstrated that adapt-
ing, implementing, and evaluating evidence-based strategies to pro-
mote PA and reduce health disparities in rural communities is
feasible and effective. We argue that, participatory implementation
science can advance and facilitate implementation of EBIs at the
population level, while retaining the scientific integrity of the evi-
dence and rigorously evaluating the implementation and its
effectiveness.
Primary Funding Source
Centers for Disease Control and Prevention

S165
Amplification of school-based strategies resulting from the
application of the dynamic adaptation process to reduce sexual
and gender minority youth suicide
Lara Gunderson1, Daniel Shattuck1, C. Ann Vitous1, Amy Green2, Mary
Ramos3, Cathleen Willging1
1Pacific Institute for Research and Evaluation, Albuquerque, NM, USA;
2The Trevor Project, Los Angeles, CA, USA; 3Department of Pediatrics,
University of New Mexico, Albuquerque, NM, USA
Correspondence: Lara Gunderson (lgunderson@pire.org)
Implementation Science 2020, 15(Suppl 1):S165

Background: Implementing evidence-based interventions (EBIs) is
imperative to increase school safety for sexual and gender minority
(SGM) students and their peers. Recently, the Expert Recommenda-
tions for Implementing Change (ERIC), a list of 73 discrete implemen-
tation strategies used in health care settings, was adapted for
describing school-based interventions. The 2019 School Implementa-
tion Strategies, Translating the ERIC Resources (SISTER) compilation
resulted in 75 discrete implementation strategies relevant to schools.
This paper examines which of the SISTER strategies were used in a
cluster randomized control trial focused on the uptake of six Centers
for Disease Control and Prevention-recommended EBIs to reduce sui-
cidality and risk behaviors among SGM adolescents and their peers.
The study applies the Dynamic Adaptation Process (DAP), a phased,
data-driven implementation planning process, that accounts for
adaptation while ensuring fidelity to EBI core elements.
Methods: Qualitative data for this paper derive from transcripts
among 38 school implementation leads and administrators, and 17
focus groups with school-level implementation resource teams (IRTs).
These data were collected at intervention schools during the third
year of a five-year study. We undertook iterative comparative analysis
of qualitative data, mapping the codes to the relevant domains in
the SISTER compilation. Authors synthesized findings by creating a
descriptive matrix of the SISTER implementation strategies that IRTs
applied in their schools.
Findings: Within the SISTER, we found that intervention schools im-
plemented 21 strategies as encouraged under the study and 19 as
part of their own efforts; 7 strategies were expanded independently
by IRTs. We delineate which strategies the study structure supported
and those that individual schools enacted on their own within the
DAP.
Implications for D&I Research: This study offers insight into how
and why schools select between and create new strategies. The DAP
fosters freedom to expand beyond the study-supported strategies.
Qualitative data illuminate motives for strategy diversification related
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to site-specific advancement and improving fit of EBIs with local con-
texts. Qualitative methods allow an in-depth illustration of strategies
teams creatively enact in their efforts to advance EBIs. We discuss
the use of the DAP to support the local implementation teams
charged with advancing strategies to make schools safer for SGM
students.
Primary Funding Source
National Institutes of Health

S166
Coaching as an implementation strategy for successful school-
based interventions to reduce health disparities among sexual and
gender minority youth
Daniel Shattuck1, Sonnie Williams1, Janie Lee Hall1, Mary Ramos2,
Cathleen Willging1
1Pacific Institute for Research and Evaluation, Albuquerque, NM, USA;
2Department of Pediatrics, University of New Mexico, Albuquerque, NM,
USA
Correspondence: Daniel Shattuck (dshattuck@pire.org)
Implementation Science 2020, 15(Suppl 1):S166

Background: Research points to six evidence-based practices (EBPs)
that make schools safer for sexual and gender minority (SGM) youth,
reducing their elevated risk for adverse health and mental health
outcomes. However, fewer than 12.2% of U.S. schools implement all
six. To support the uptake of each EBP in high schools in New
Mexico, our study applies coach-based technical assistance in the Dy-
namic Adaptation Process (DAP), an implementation framework that
anticipates flexibility in responding to ongoing data-informed feed-
back. We critically examine the role of coaching as a key DAP com-
ponent and the position of coaches in our wider implementation
support structure.
Methods: Researchers conducted 88 semi-structured interviews
and 33 focus groups spanning two cycles of annual data collec-
tion with school administrators, school nurses, teachers, imple-
mentation coaches, and other stakeholders across 19
implementation sites. Additional data were drawn from coaching
debriefs and logs, and fidelity measurements. These qualitative
data were analyzed qualitatively using iterative coding and the-
matic analysis techniques.
Findings: First, effective coaching within the DAP is facilitative and
highly adaptable with coaches navigating inner contexts, or the in-
ternal workings, of schools, and outer contexts representing their
broader socio-political and economic environments. Factors influen-
cing implementation that coaches typically address include staff
turnover, disengaged administrators, anti-SGM sentiment, public po-
lices, and health service availability. Second, coaches serve as a two-
way bridge in an implementation support structure enabling
mutually-informing relationships among school-level delivery sys-
tems, external intermediaries, and researchers. Third, their positions
in this structure frees coaches from constraints related to peer-based
coaching or authoritative coaching characterizing supervisory and
evaluative coaching models.
Implications for D&I Research: Schools are complex institutions that
vary dramatically and are shaped by inner- and outer-context factors
that affect their capacity to successfully implement EBPs. Per the
DAP, coaching is vital to negotiating such factors and building this
capacity by facilitating two-way communication. While other coach-
ing models center largely on implementation and fidelity monitoring,
the DAP fosters site-specific knowledge relevant to research transla-
tion and higher-order support systems. Such knowledge is indispens-
able to tailoring implementations for robust fits and sidestepping
research-to-practice gaps that undermine efforts to enhance school
safety and SGM student outcomes.
Primary Funding Source
National Institutes of Health
S167
Improving implementation of primary care practice guidelines for
sexual and gender minority patients: A mixed-methods study
Cathleen Willging1, Marisa Sklar2, Sonnie Williams1, Cameron Crandall3
1Pacific Institute for Research and Evaluation, Albuquerque, NM, USA;
2University of California, San Diego, La Jolla, CA, USA; 3University of New
Mexico Health Sciences Center, Albuquerque, NM, USA
Correspondence: Cathleen Willging (cwillging@pire.org)
Implementation Science 2020, 15(Suppl 1):S167

Background: Compared to heterosexual, cisgender populations, sex-
ual and gender minority (SGM) people are more likely to suffer from
serious health conditions and insufficient access to health services.
Primary care is at the frontlines of healthcare provision; yet, few
clinics have mechanisms to meet SGM patient needs, contributing to
patient dissatisfaction and subpar services. Use of SGM-inclusive
practice guidelines at multiple levels of primary care delivery may de-
crease these disparities.
Methods: Guided by the Implementation of Change Model, we
undertook surveys and qualitative interviews/focus groups with 32
providers/staff in four Federally-Qualified Health Centers (FQHCs) to
examine knowledge, attitudes, clinical preparedness, evidence-based
practice (EBP) implementation climate, and organizational readiness
for SGM care. Descriptive analyses and between-subscale compari-
sons controlling for within-rater agreement were conducted to iden-
tify areas of greatest need. Interview/focus groups were iteratively
coded and analyzed thematically.
Findings: Providers/staff preliminarily reported significantly more
positive attitudes (M=5.56) regarding development of SGM clinical
skills than clinical preparedness (M=4.04) and knowledge (M=3.95)
combined (F(1,22)=23.06, p<.001); significantly greater focus (M=3.43)
and selection for openness (M=3.22) to EBP implementation climate
than educational support (M=2.47), recognition (M=2.40), and selec-
tion for EBP (M=2.19) combined (F(1,22)=27.00, p<.001); and signifi-
cantly more positive senior leadership culture (M=3.52), staff culture
(M=3.26), and opinion leaders (M=3.32) for organizational readiness
to change than leadership behavior (M=2.98), leadership feedback
(M=2.94), and general resources (M=2.23) combined (F(1,23)=17.65,
p<.001). Qualitative findings corroborate these results. Participants
lacked formal education in SGM care and familiarity with SGM-
inclusive guidelines, while expressing receptivity to training. Re-
ported impediments to improving SGM care included funding and
bureaucratic restrictions, provider/staff reticence and technological
constraints to collecting SGM data, and inadequate SGM patient out-
reach in socially-conservative catchment areas. Participants character-
ized senior leadership as favorably disposed to strengthening SGM
care. Results will be finalized in August 2019.
Implications for D&I Research: Findings point to opportunities to
bolster FQHCs to implement SGM-inclusive guidelines, including ad-
vancement of training, coaching, and community-engagement strat-
egies that can be feasibly implemented in under-resourced primary
care settings, and cultivation of leadership alignment across service
delivery levels. These data also inform adaptation of a broader array
of implementation strategies tailored to primary care to enhance
guideline uptake and services for SGM patients.
Primary Funding Source
National Institutes of Health
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Applying cfir to the implementation of a center of excellence in
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Background: This study examines the implementation of a Center of
Excellence in Transgender Health in a highly complex setting using
the Consolidated Framework for Implementation Research (CFIR). The
Center of Excellence is currently being implemented within the Gen-
der Wellness Center (GWC), which is part of a large healthcare net-
work in upstate New York. The purpose of the Center of Excellence is
to provide a higher level of specialized care to transgender people
residing in rural areas. Implementation of the Center of Excellence
consists of several components, including: conducting a GAP analysis
and needs assessment, developing strategic plans and logic models,
expanding educational and outreach opportunities for staff and com-
munity organizations, upgrading medical records, and developing a
patient registry.
Methods: An initial survey was distributed to GWC staff (n=6) in April
2018 at the implementation midpoint. This survey consisted of 74
open-ended questions that discussed 28 CFIR constructs. Survey data
was analyzed qualitatively and results were shared with GWC staff
for the purpose of quality improvement. The survey instrument will
be refined using results of the baseline and distributed as a follow-
up in October 2019 before grant funding ends in November 2018.
Results of the follow-up surveys will again be analyzed using qualita-
tive methods. This presentation will focus on how CFIR constructs
changed from midterm assessment to the end of the grant period.
Findings: Results of the first survey indicated that Center staff viewed
the implementation positively, but did face challenges. In particular,
these challenges focused on knowledge and beliefs about the inter-
vention, individual identification with the organization, complexity of
the intervention, external engaging leadership, and many inner and
outer setting constructs (and the interactions between them). Once
analyzed, results of the follow-up surveys will be used to enhance
these findings and make time-based comparisons.
Implications for D&I Research: The study describes an implementa-
tion evaluation in a highly complex setting. At the local level, results
can be used directly to make improvements to the implementation,
Center of Excellence, and healthcare network. As the study was eval-
uated using the CFIR, its results can also be compared with similar
studies in other contexts.
Primary Funding Source
The Robert Wood Johnson Foundation

S169
A systems-based approach for childhood obesity treatment across
clinical and community contexts
Paul Estabrooks (Paul.estabrooks@unmc.edu)
University of Nebraska Medical Center, Omaha, NE, USA
Implementation Science 2020, 15(Suppl 1):S169

Background: There has been limited success in the adoption, imple-
mentation, and sustainment of evidence-based childhood obesity
treatment interventions (EBCOTIs) outside of well-resourced medical
centers. Further, interprofessional resources recommended for
EBCOTI implementation are scarce across micropolitan and rural
communities where infrastructure for EBCOTI implementation may
be spread across a broad geographic area and community/clinical
organizations.
Methods: We applied a systems-based approach that acknowledges
that the horizontal and vertical system components across, and within,
local organizations that identify and interact with obese children may
contribute to addressing the reach, adoption, implementation, and sus-
tainability of an EBCOTI in under-resources regions. Horizontal compo-
nents of the systems-based approach included engaging several
sectors within a local region with the potential to address childhood
obesity as well as an integration of research and practice partnerships.
Vertical components of the approach were multi-leveled and were op-
erationalized to include, at a minimum, representatives of the staff that
interact with the potential beneficiaries of a childhood obesity program
and the organizational decision-makers with the authority to approve
EBCOTI adoption, implementation, and sustainability
Findings: Results across a series of case studies resulted in 4 proposi-
tions—that that (1) the integration of scientific and community/clin-
ical systems to address questions that are scientifically innovative
and have practical implications for stakeholders will result in an in-
creased likelihood of sustained local implementation and evidence of
ongoing reach and effectiveness of the evidence-based intervention,
(2) the development of sustainable program, practice, or policy ap-
proaches is best achieved using a vertical and horizontal systems ap-
proach, (3) research synthesis that focuses on evidence-based
principles (i.e., core mechanisms of change) rather than products (i.e.,
evidence-based programs) has a higher likelihood of achieving wide
adoption and high-quality implementation, and (4) there is a higher
likelihood of scale-up and sustainability when organizational or sys-
tem governance, values, resources, strategies and structure are lever-
aged to design for dissemination.
Implications for D&I Research: A systems-based approach moves be-
yond considering dissemination and implementation outcomes in
isolation and provides a blueprint for strategic partnerships, mission
alignment, and ongoing focus on system capabilities to adapt, adopt,
implement, and sustain EBCOTIs.
Primary Funding Source
National Institutes of Health
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Building healthy families: A community-based program aimed at
decreasing childhood obesity in rural communities
Kate Heelan (heelanka@unk.edu)
University of Nebraska at Kearney, Kearney, NE, USA
Implementation Science 2020, 15(Suppl 1):S170

Background: The Kearney Micropolitan Statistical Area is anchored
by the city of Kearney (population ~31,000). Approximately 33% of
households in this region have children and local data from area pe-
diatricians indicate that the prevalence of childhood obesity among
6-12 year olds is 19% and 25% among low income children in the re-
gion. As with most rural communities, the resources for interdisciplin-
ary family-based childhood obesity programs are limited. For
example, there are only two registered dietitians in the area and it is
a state-designated shortage area for general pediatric services, along
with counties to the north, south and west of the city of Kearney.
Methods: A horizontal systems-based approach led to the develop-
ment and sustained implementation of Building Healthy Families, a
family-based childhood obesity treatment program. This presentation
will highlight the approach used to engage an interdisciplinary team
across organizations to address childhood obesity in the Kearney Mi-
cropolitan region. The goal of the 12-week program was to replicate
the magnitude of BMI z-score reduction found in efficacy trials.
Findings: The team was comprised of a university professor, local
pediatrician, dietitian and behavioral psychologist and they began by
adapting Epstein and colleague’s efficacious Traffic Light intervention
for implementation. Over an 8- year period, ninety-one families initi-
ated the program and 67 (74% retention) families successfully com-
pleted the 12-week program (83% attendance). Child participants
decreased BMI z-score (-0.27±0.22) at a level consistent with previous
efficacy trials. Children also had significant decreases in fat mass
(-2.89±3.90 kg) and increases in fat free mass (0.70±1.36 kg).
Implications for D&I Research: Our effectiveness data demonstrates
adaptations for rural implementation were appropriate. Our presenta-
tion will discuss challenges experienced while enhancing reach, re-
cruitment efforts using schools and medical clinics, and sustainability
within rural populations. Identifying and creating collaborative
system-based approaches to address these issues has potential for
generalizability in rural communities.
Primary Funding Source
Nebraska Rural Futures Institute
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Applying a CBPR approach to address capacity and sustainability
of childhood obesity treatment interventions across and within
different community organizations in a rural region
Jamie Zoellner (jz9q@virginia.edu)
University of Virginia, Christiansburg, VA, USA
Implementation Science 2020, 15(Suppl 1):S171

Background: To address the research-practice gapof translating evidence-
based childhood obesity treatment interventions (EBCOTI) into rural regions,
this research is guided by a systems-based and community-based participa-
tory research (CBPR) approach.
Methods: This research focused on the rural Dan River Region, a med-
ically underserved area with high rates of childhood obesity. A CBPR
process led to an NIH-funded planning grant (2013-2016) and subse-
quent PCORI-funded type 1 hybrid effectiveness-implementation trial
(2017-2020). Both projects addressed building community capacity and
evaluating the feasibility of adapting, implementing, and sustaining an
EBCOTI using a horizontal and vertical systems-based approach. Acom-
munity advisory board (CAB) was formed with representation from
local pediatrician groups, state department of health, and community
partners (n=18) that could contribute to EBCOTI reach, adoption, imple-
mentation, and sustainability. Each organization also included participa-
tion from an organizational administrator and service provider (i.e.,
vertical representation). A Parent Advisory Team (PAT, n=6) was formed
following the planning grant to assist with recruitment and engage-
ment. The evaluation was guided by RE-AIM (reach, effectiveness, adop-
tion, implementation, maintenance) and annual mixed-methods
capacity surveys/interviews with CAB/PAT members.
Findings: Six cohorts of families (n=240 children between 5 & 12
years) were enrolled over 6 years. Key findings from this established
CBPR process include: (1) Need for substantial adaptation of
evidence-based approach for culture, economic status, and geo-
graphic region, (2) Success with training and implementation quality
(e.g., community implementation fidelity averages 85-96%), (3) Chal-
lenges with maintenance of improved BMI z-scores, (4) Challenges
with reach, including decreasing proportional reach with each add-
itional cohort (e.g., Cohort 1=28%, Cohort 6=6%), (5) Continued diffi-
culties with family engagement, despite adding a PAT safety net, and
(6) Opportunities and challenges to engage CAB and PAT members
in all phases of research and sustain community-academic partner-
ships necessary for this type of systems-based approach.
Implications for D&I Research: CBPR can be used to initiate and sus-
tain a systems-based approach, including optimizing collaborations
within clinical and community settings that can improve the transla-
tion of EBCOTI interventions into typical practice. However, additional
research is needed to enhance reach and effectiveness and to con-
tinue EBCOTI sustainability planning for rural, medically-underserved
regions.
Primary Funding Source
Patient-Centered Outcomes Research Institute
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Facilitating systems-based approaches in multiple rural
communities to translate evidence-based childhood obesity
interventions into practice
Jennie Hill (jennie.hill@unmc.edu)
University of Nebraska Medical Center, Omaha, NE, USA
Implementation Science 2020, 15(Suppl 1):S172

Background: A systems-based approach to translate evidence-based
childhood obesity interventions (EBCOTIs) appears to be a promising
implementation strategy. However, to achieve a public health impact
across a large rural region, multiple communities will need be en-
gaged in a systems-based approach. This presentation will describe a
CDC funded project to test the utility of packaged EBCOTI with and
without a systems-based learning collaborative implementation strat-
egy across 8 communities in Nebraska. We will also present oper-
ational definitions across the potential mechanisms of the utility of
the systems-based approach using Promoting Action on Research in
Health Services (PARIHS).
Methods: The study is a mixed-methods, hybrid effectiveness-
implementation type 3 research design. We will test an implementation
strategy focused on determining local demand and capacity to imple-
ment EBCOTIs and test a learning collaborative implementation strat-
egy on its utility to support program adoption, implementation, and
sustainability when compared to receiving access to the packaged pro-
gram and training materials alone. We will also explore potential rela-
tionships between PARIHS constructs and RE-AIM outcomes related to
reach, adoption, implementation, and sustainability.
Findings: We hypothesize that rural communities that adopt the
EBCOTI will be characterized by the presence of an organization that
(1) can support recruitment of families for participation (e.g., clinic,
school), (2) can support EBCOTI implementation (e.g., cooperative ex-
tension; YMCA), and (3) have administrators and service providers
that align in their perceptions of the trialability, observability of out-
comes, and local compatibility of the EBCOTI. We also hypothesize
that implementation and sustainability will be characterized by (1)
administrators and service providers that share positive perceptions
of EBCOTI relative advantage and complexity, (2) contextual factors
related to adaptive leadership and structural resources for EBCOTI
implementation, and (3) facilitation through learning collaborative
strategies that include knowledge provision, system-reflection on
progress and outcomes, implementation goal setting, and regular
feedback.
Implications for D&I Research: This study uses theoretical approaches
to test implementation strategies essential to understanding the scale-
up of effective interventions among at risk rural populations. We will
highlight methods to operationalize and complete preliminary tests on
mechanisms of reach, adoption, implementation, and sustainability.
Primary Funding Source
Centers for Disease Control and Prevention
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Implementation strategies to advance an organization-wide equity
initiative: Are some strategies more effective than others?
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Scott Cook1, Marshall Chin1
1University of Chicago, Chicago, IL, USA; 2Bar-Ilan University, Safed, Israel;
3The University of Texas at San Antonio, San Antonio, TX, USA
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Background: In 2013, UChicago Medicine launched its organization-
wide Diversity, Inclusion and Equity Initiative, employing various
strategies to promote change and transform the organization. We
aimed to map the different implementation strategies employed and
understand how and to what extent they assisted in advancing the
organization’s equity goal.
Methods: We employed a convergent mixed-methods retrospective
design. Semi-structured interviews conducted with key informants
from eight departments (n=42) were recorded and transcribed. We
elicited implementation strategies used and categorized them ac-
cording to the 9 domains identified by Expert Recommendations for
Implementing Change (ERIC). Data on social network analysis and
perceived innovation fit, including knowledge, skills and obstacles
were collected in a survey administered to equity committee mem-
bers (n=40) and mid-management (n=105).
Findings: The organization employed 10 different strategies across 6
different ERIC domains, not including financial, consumer engage-
ment and changes to infrastructure. Three central domains were
identified: Developing stakeholder interrelationships by creating a
governance structure; Stakeholder Training through in-house devel-
oped cultural competence training modalities in which 8,545 hours
of training were delivered; and Interactive Assistance provided by
the Diversity, Inclusion and Equity department team across the
organization. We found that training increased stakeholders’
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awareness and willingness to act: “you are just aware of the different
cultures, different ways of thinking about things so that you can ac-
commodate as needed“,and they perceived implementation of equity
as important for the organization (x=4.28 (1 [low] – 5 [high] scale),
sd=0.63). Creating a governance structure was not as successful of a
strategy for promoting interrelations, as the equity committee’s aver-
age network density was low (x=1.227, sd=1.5). Albeit training and
assistance provided, employees felt they still faced many implemen-
tation obstacles (x=2.68 (1 [low] – 5 [high] scale), sd=0.83) and lacked
the knowledge to translate equity into practice: “…there’s a lot of
theoretical knowledge we’ve learned but no so much what do we do
with it.”
Implications for D&I Research: The organization was successful in
advancing awareness and creating a willingness to act but, strategies
implemented were less successful in bridging silos and implementing
equity into everyday practices. Equity Implementation requires spe-
cific strategies focused on translating equity across organizational de-
partments and levels into specific tasks.

S174
Meeting health information technology needs in the management
of social determinants of health
Joshua Colasurdo1, Christie Pizzimenti1, David Dorr1, Tamar Wyte-Lake1,
Richard Holden2, Rachel Gold3, Richelle Koopman4, Deborah Cohen1
1Oregon Health & Science University, Portland, OR, USA; 2Indiana
University School of Medicine, Indianapolis, IN, USA; 3Science Program,
Kaiser Permanente Center for Health Research, Portland, OR, USA;
4University of Missouri, Columbia, MO, USA
Correspondence: Christie Pizzimenti (pizzimen@ohsu.edu)
Implementation Science 2020, 15(Suppl 1):S174

Background: Federal initiatives recommend primary care practices sys-
tematically collect information about the unmet social needs of their
patients in an effort to illuminate social determinants of health (SDH).
Most primary care practices use an electronic health record (EHR) for
documentation of this patient information. Modifying EHRs to support
collection of SDH information could support the widespread implemen-
tation and dissemination of SDH screening recommendations.
Methods: We collected qualitative data (observation, interviews) in 9
Community Health Centers (CHCs) located in Oregon and Washing-
ton. Data were analyzed using an immersion-crystallization process
to identify the unmet information needs related to collecting and
acting on SDH data. We then engaged with informatics experts to
identify functional requirements that would address these needs. We
used this information to develop an SDH prototype and recruited
stakeholders to perform user acceptance testing and utilized the Sys-
tem Usability Scale (SUS) and semi-structured interviews to gather
feedback on and refine the prototype.
Findings: The SDH dashboard prototype we developed addressed the
identified functional requirements from four categories of unmet infor-
mation needs: Communication, Consistency, Patient Prioritization, and
Referrals. The dashboard prototype summarized information about
SDH over time, flagged abnormal results and patient readiness to ad-
dress them, and incorporated external referral information. It also
allowed expansion into more detail upon request and the ability to as-
sign priorities to different SDH domains based on clinical judgement.
User acceptance testing results revealed a mean SUS score of 75.1, indi-
cating the tool has higher perceived usability than 73% of current certi-
fied EHRs based on global benchmarks. Users reported higher
satisfaction with the functionality of the prototype than with their
current EHR platform and felt this tool would effectively support the
management of social needs in their patients.
Implications for D&I Research: EHRs do not currently meet the infor-
mation needs required by primary care clinical teams to implement
and expand SDH documentation and management workflows. The
SDH dashboard we developed is EHR-agnostic, addresses unmet in-
formation needs, and could – if adopted - support widespread imple-
mentation of SDH screening recommendations.
Primary Funding Source
Agency for Healthcare Research and Quality
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Using intervention mapping to plan, develop and test
implementation feasibility of an integrated health and social
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Correspondence: Andrew Knighton (andrewknighton@live.com)
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Background: Poor population health is not randomly distributed but
follows a social gradient with adversity clustering in specific commu-
nities. Recent federal policy efforts are testing interventions to ad-
dress health inequities yet, little is known about how to effectively
implement these complex, highly-contextual interventions. Our ob-
jective was to study implementation feasibility of the Alliance for De-
terminants of Health (Alliance) program using an innovative
implementation science framework. The Alliance is a 3-year demon-
stration project led by Intermountain Healthcare (Intermountain) de-
signed to improve population health outcomes through integrating
health and social services.
Methods: Intervention Mapping (IM) using mixed methods ana-
lyses was used to plan, develop and test initial implementation
feasibility. The steps taken included: a needs assessment using
local health needs and actuarial claims data, ethnographic field
results and key informant interviews; definition of change and
performance objectives; theory and methods selection; program
plan and production; implementation planning; and evaluation
planning.
Findings: The needs assessment identified meaningful variation in
local needs and available infrastructure across zip-code-based areas
in Utah that guided selection of two communities. Program change
objectives were defined, including improved local health and social
services integration across sectors involving more than 20 service
partners. Given the need for strong local program engagement, a
collective impact approach grounded in complex adaptive systems
theory was selected to guide development. An adapted Accountable
Health Communities model was developed including local
community-led steering committees to provide strategic oversight.
Intermountain provided $6 million in funding to each community
distributed by local community-led finance committees to address
local social service gaps. Weekly program huddles with Alliance part-
ners are used to report results and to continuously improve and re-
solve local barriers. During the first 6 months, 444 eligible Medicaid
members were identified; 125 members underwent screening and 66
were navigated to various service partners demonstrating local inte-
gration feasibility.
Implications for D&I Research: Local communities vary considerably
in social service needs, capacity and existing healthcare infrastruc-
ture. Implementing programs that integrate health and social ser-
vices is complex and multi-faceted and should be designed with the
local implementation in mind. Rigorous implementation science
methods may reduce the risk of implementation failure and
strengthen the potential generalizability of results.
Primary Funding Source
Intramural research funds of Intermountain Healthcare
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Implementation potential of a text message-delivered medication
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Lyndsay Nelson1, Erin Bergner1, Sarah Williamson1, Sunil Kripalani1,
Pamela Hull1, Jesus Gonzalez2, Lindsay Mayberry1
1Vanderbilt University Medical Center, Nashville, TN, USA; 2University of
Illinois College of Medicine, Chicago, IL, USA
Correspondence: Lyndsay Nelson (lyndsay.a.nelson@vanderbilt.edu)
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Background: Text message-delivered interventions provide an op-
portune approach for improving chronic disease self-management
and reducing health disparities. Texts can deliver tailored content to
patients in their daily lives, do not require Internet access, and are
used equally across racial/ethnic and socioeconomic groups. Despite
evidence of efficacy, limited research has explored implementation
of such interventions in clinical care. As part of a 15-month trial, we
partnered with 13 Federally Qualified Health Center (FQHC) sites to
evaluate an automated text messaging diabetes support program
using a hybrid type 1 effectiveness-implementation design. Following
the trial, we collected feedback from patients and clinic staff on im-
plementation potential.
Methods: We recruited trial participants and staff (e.g., physicians,
nurse practitioners, pharmacists, CMOs, and CEOs) from partnering
clinics for a post-study interview. We used the Consolidated Framework
for Implementation Research to develop separate interview guides for
patients and clinic staff; questions assessed stakeholder readiness and
barriers and facilitators to implementation. All interviews were recorded
and transcribed verbatim. We coded transcripts using thematic ana-
lyses to identify, organize, and interpret themes in the data.
Findings: Patient participants (n=36) were 56% female, 58% Black,
and 86% had annual incomes <$35K. Patients found the texts helpful
and expressed regret the text messages had ended after the trial.
They identified potential barriers to patients signing up in an imple-
mentation effort to include limited cell phone experience, diabetes
stigma, and privacy concerns; they identified a major facilitator to be
providers presenting/recommending the program to patients. All
clinic staff (n=12) (50% providers, 50% administrators) expressed
strong interest in implementing the program based on its capability
to meet patients’ needs (e.g., individualization and ease of communi-
cation) and alignment with organizational goals. Factors affecting im-
plementation included having staff to provide oversight of the
program, integration into workflow, and available funding.
Implications for D&I Research: FQHC patients and clinic staff shared
positive perceptions of implementing a text messaging support pro-
gram. Next steps include developing and testing tailored implementa-
tion strategies at FQHCs. Findings indicate successful implementation
will depend largely on identifying and preparing a clinic champion. We
anticipate automated text messaging programs supporting chronic dis-
ease self-care may be readily implemented in under-resourced settings.
Primary Funding Source
National Institutes of Health

S177
A prospective comparative case study Examining sustainability
outcomes and determinants among lay health advisor programs in
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Background: Sustainability is a critically important but understudied
area within implementation science. While there is conceptual agree-
ment among researchers that sustainability is the continued use of
program components for the sustained achievement of health be-
haviors and outcomes, there is also growing recognition that sustain-
ability is dynamic and programs may require adaptations in response
to changing evidence, contexts, and needs. Empirical work on sus-
tainability, particularly in low-resource settings, is needed to inform
and advance research and existing conceptual frameworks in this
area. The National Witness Project (NWP), an evidence-based Lay
Health Advisor (LHA) program, is an ideal platform for examining sus-
tainability and adaptation. NWP is a Research Tested Intervention
Program from National Cancer Institute for cancer screening that has
been nationally disseminated and implemented for 25 years among
African American women in under-resourced settings.
Methods: We used a prospective mixed-methods (in-depth inter-
views and surveys) comparative case study design over three years
among ten sites to: 1) examine patterns in program sustainability
over time across and within sites; and 2) identify multi-level determi-
nants from the LHA Sustainability Framework that are similar and dif-
ferent across high, moderate, and low sustained NWP sites.
Findings: We identified potential determinants at multiple levels
across the LHA Sustainability Framework, but found that contextual
factors (e.g. relationships with funders; partnerships with national
leadership/academic centers) and organizational factors (e.g. diversity
of funding, organizational stability and space; leadership/staff turn-
over, innovation of leadership, incentives for LHAs, non-profit status)
were particularly important in understanding patterns of sustainabil-
ity over time. Further, we found that sustainability within sites was
dynamic and not static in terms of continued program delivery and
gaps in programming.
Implications for D&I Research: Study findings: 1) provide empirical
insight into the dynamic nature of sustainability over time and
reinforce the importance of studying sustainability longitudinally
across multiple time points; and 2) suggest organizational factors
may be particularly important in understanding patterns of sustain-
ability in community-based settings. Findings can be used to inform
and plan for the sustainability of disparity and health equity-focused
programs in community settings, and advance work that identifies
and operationalizes key aspects of context that are meaningful for
studying sustainability in low-resource settings.
Primary Funding Source
American Cancer Society
Poster Slam
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Background: Academic detailing is an evidence-based, educational
outreach intervention designed to address provider prescribing prac-
tices with evidence and is in use in a variety of health care systems
across the US. It relies on population-level data, audit and feedback
techniques, and practice facilitation to influence a provider's prescrib-
ing behavior. Theoretical frameworks on providers’ prescribing be-
havior exist but do not consider academic detailing’s implementation
process and its link to modifying provider prescribing behavior. The
objective was to develop a conceptual framework that would incorp-
orate implementation process into the mechanism of academic de-
tailing on influencing provider prescribing behavior.
Methods: A literature review in addition to consultation with aca-
demic detailing experts was performed to identify existing theoret-
ical frameworks on provider’s prescribing behavior. Implementation
frameworks were also identified and reviewed for compatibility with
the current frameworks on prescribing behavior.
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Findings: The Social Marketing Framework (SMF) and the Theory of
Planned Behavior (TPB) were identified as key to explaining provider pre-
scribing behavior. More importantly, we identified an ecological framework
for effective implementation that incorporated the Framework for Effective
Implementation with Interactive Systems Framework for Dissemination and
Implementation. The ecological framework for implementation was incor-
porated with the SMF and TPB to provide a comprehensive conceptual
framework that integrated implementation into the mechanisms for
explaining academic detailing’s impact on provider prescribing behavior.
Altogether, effective implementation is influenced by five categories: inno-
vations, providers, communities, the prevention delivery system, and the
prevention support system. The quality of implementation directly can dir-
ectly affect the outcomes from academic detailing, which is measured by
the changing prescribing patterns of providers. If implementation is not ex-
ecuted appropriately, the factors that decision makers use to judge the ef-
fectiveness of academic detailing will be invariable biased. Integrating
implementation into this conceptual framework addresses the gap left by
current frameworks on academic detailing’s impact on provider prescribing
behavior.
Implications for D&I Research: By integrating implementation as
part of the conceptual framework to understanding academic detail-
ing’s impact on provider prescribing behavior, we address an import-
ant feature of academic detailing that can impact its effectiveness on
influencing provider prescribing behavior. Future analysis will need
to empirically test this conceptual framework.
Primary Funding Source
Department of Veterans Affairs

S-179
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Background: Adaptation of evidence-based interventions (EBIs) and
implementation strategies is an essential process for implementation
and dissemination research and practice. Our team recently summa-
rized 13 adaptation frameworks and identified common steps to
guide the adaptation process. While adaptation models exist, they
provide only limited guidance on what should change and what
should remain the same and how to integrate participatory pro-
cesses throughout the adaptation process.
Methods: Intervention Mapping for adaptation (IM ADAPT) provides
step-by-step guidance on how to adapt EBIs and implementation
strategies. The process includes the development of a logic model of
change (LMC) based on the community/clinical assessment as an ini-
tial step to describe the intervention goals for influencing determi-
nants, behavior and environment. The IM Adapt process also guides
the review and documentation of the internal logic of the EBI includ-
ing the targets of the original EBI, determinants addresses, change
methods and/ or strategies used and implementation strategies.
Planners then compare the EBI content and features to the needs of
the new population or setting to determine what needed adaptation
and core elements that should remain intact. These may include
change methods/techniques used in the original intervention since
these often represent the intervention’s core elements.
Findings: We describe the steps of IM Adapt and how it can serve to
optimize intervention reach and impact. We also provide examples
of adaptations using this this process including the adaptation of a
breast and cervical cancer screening intervention and an HPV vaccin-
ation intervention. We will then describe the development and test-
ing of IM Adapt online, a tool for finding and adapting evidence
based interventions for cancer control and how it can be used to im-
prove the use of EBIs including interventions from the National
Cancer Institute’s Research Tested Intervention Programs (RTIPs)
resource.
Implications for D&I Research: Implementation science research and
practice requires systematic methods for adapting interventions and
implementation strategies. IM Adapt has been used to successfully
adapt EBI and implementation strategies. It can advance the field by
providing a detailed process to inform adaptation and guide research
efforts to improve the process.

S-180
Advancing the capacity of practice implementers: An educational
training model from the occupational therapy profession
Lisa Juckett (lisa.juckett@osumc.edu)
The Ohio State University, Columbus, OH, USA
Implementation Science 2020, 15(Suppl 1):S-180

Background: Clinical doctorate programs in allied health are becom-
ing increasingly prevalent in academic institutions, resulting in the
production of healthcare practitioners who have been trained to
value and implement evidence-based practices (EBPs). Although such
programs often require the completion of “Capstone” projects where
students must assess EBP implementation at actual healthcare sites,
seldom have allied health students received guidance on implemen-
tation measurement. This study examined the final Capstone projects
of two cohorts of occupational therapy doctorate (OTD) students to
determine the extent to which implementation outcomes were mea-
sured before and after students and faculty advisors were trained on
Proctor and colleagues’ implementation outcomes taxonomy.
Methods: Final Capstone projects from two OTD cohorts were exam-
ined by means of descriptive and chi-square analyses to identify and
compare differences in students’ measurement of implementation
outcomes at their respective Capstone sites. Cohort 1 did not receive
outcomes taxonomy training; Cohort 2 was trained on the taxonomy
as were faculty advisors. Descriptive analyses were adopted to deter-
mine the rate of students that measured implementation outcomes
as well as the types of outcomes being assessed. Chi-square analyses
indicated differences in outcome measurement between the two stu-
dent cohorts.
Findings: A total of 57 Capstone projects were included in our ana-
lysis of the two OTD cohorts. Of the cohort that received taxonomy
training, 38% of students measured implementation outcomes as
part of their final Capstone, yielding a significant difference in tax-
onomy use between cohorts, x2(1, N = 57) = 6.46, p = .012. Of the
eight implementation outcomes, feasibility (n = 16), appropriateness
(n = 12), and acceptability (n = 7) were the most frequently mea-
sured outcomes which were assessed through semi-structured inter-
views with Capstone site stakeholders.
Implications for D&I Research: Clinical doctorate programs have a
responsibility to train future allied health practitioners not only in the
importance of EBPs but in the complexities of EBP implementation.
Our study presents one educational training model of how clinical
doctoral programs can begin to infuse implementation science con-
cepts into their curricula with the goal of producing practice imple-
menters who can draw from these concepts throughout their careers
as allied health professionals.

S-181
Evaluating the implementation of a peer recovery coach model to
reach underserved, minority individuals not engaged in substance
use treatment in Baltimore City.
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Dwayne Dean4, Valerie Bradley5, Jessica F. Magidson1
1University of Maryland College Park, College Park, MD, USA; 2University
of Maryland Baltimore, Baltimore, MD, USA; 3Michigan State University,
Flint, MI, USA; 4University Maryland Medical Center, Baltimore, MD, USA;
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Background: Low-income, racial/ethnic minority individuals face dis-
parities in access to substance use (SU) treatment. Peer recovery coa-
ches, individuals with lived experience of SU, present a unique
opportunity to assist those encountering barriers to treatment. Peers,
embedded in community rather than clinical settings, can help reach
those not engaged in treatment to promote harm reduction and
linkage-to-care.
Methods: Using RE-AIM as a guide, we piloted a peer-delivered
linkage-to-care intervention in a community resource center serving
homeless and low-income residents of Baltimore, which has one of
the highest opioid overdose fatality rates in the US. We examined
the reach, effectiveness, adoption and implementation of this model.
Findings: Of 101 clients approached by or referred to the peer, 37
were interested in addressing their SU. Of those, the peer linked
67.5% (n=25) to treatment. Barriers to care addressed included risk
factors for relapse, housing, and case management support. Forty-
eight percent of clients linked to SU treatment remained in treat-
ment at 30 days post-linkage. Table 1 further details results by com-
ponent of RE-AIM.
Implications for D&I Research: These findings demonstrate that a
peer integrated into a community setting can successfully link
people to treatment for SU and support recovery through regular
follow-up and addressing barriers to care. This process required
adaptation based on individual goals and fluctuation in readiness for
treatment. The RE-AIM framework provided an effective model to
evaluate this work and should be considered for further research in
the context of SU among underserved populations, especially fo-
cused on retention in treatment.
Primary Funding Source
UMB-UMCP Research Innovation Seed Grant
Table 1 (abstract S-181). RE-AIM framework to evaluate a peer-
delivered linkage to SU treatment intervention

O* I* C* Outcome Result

Reach X Proportion clients interested in
working with the peer.

37/101 (36.6%)

Effectiveness X Linkage and retention
outcomes.

Intake: 37
(100%)
Initiated
treatment: 23
(62.2%)
14-day
retention: 16
(43.2%)
30-day
retention: 12
(32.4%)

Adoption X Of clients with full intake data,
proportion referred to the peer
by organization staff.

5/28 (17.8%)

Implementation X X Proportion clients working with
the peer:
-who had complete follow-up
documentation.
-who were linked to treatment.

Documentation:
16 (57.1%)
Linkage: 25
(67.5%)

Maintenance X Sustained peer role following
completion of pilot.

Trial ongoing.

*O=organization; I=interventionist; C=client
S-182
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Background: In November of 2016, the California Department of
Health Care Services (DHCS) issued an All Plan Letter (APL 16-014) to
the California Medi-Cal Managed Care Programs (MCPs) to provide in-
formation and guidance on MCP requirements for comprehensive to-
bacco cessation services. Researchers at UC, San Diego (UCSD) set out
to examine Medi-Cal’s MCPs’ progress in implementing each section of
APL 16-014, identify factors associated with higher levels of implemen-
tation, and to make recommendations as to where further guidance
may be warranted from DHCS to reach full implementation.
Methods: From September 2018 through February 2019, UCSD re-
searchers surveyed health educators and relevant personnel within
California’s 25 Medi-Cal MCPs to document each MCP’s smoking ces-
sation services and policies in 2018. Data were collected via three
methods: (1) a web-based survey, (2) an in-depth phone interview,
and (3) researcher collection of MCP smoking cessation relevant-
documents. Data were collected for 24 of the 25 Medi-Cal MCPs (i.e.,
96% response rate).
Findings: Two years after the release of the APL, MCPs demonstrate
low levels of full implementation. On average, MCPs fully imple-
mented three of eight sections of the APL. MCPs had highest imple-
mentation rates for APL-items related to coverage of cessation
medications (55%), requirements for primary care providers to insti-
tute tobacco user identification systems (55%), and coverage for chil-
dren and adolescents (59%). Lowest implementation was reported
for items that required MCPs to ensure that contracted providers
were referring members to a telephone quitline (18%); to ensure that
contracted providers conduct tobacco use assessments (29%); and to
ensure that pregnant tobacco users were referred to a telephone
quitline (36%). Overall, only one MCP (5%) had fully implemented all
eight sections of the APL.
Implications for D&I Research: These results indicate that although
APL 16-014 was successful in creating more consistent benefits
across MCPs, 95% of MCPs have not fully implemented all eight sec-
tions of the APL. Future research will examine organizational and en-
vironmental factors that may either promote or prevent full adoption
of the APL requirements. Further guidance from DHCS may be
needed to achieve full implementation of APL 16-014 among all 25
Medi-Cal MCPs.
Primary Funding Source
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Background: With the New Jersey Department of Health, Division of
HIV/STD/TB Services, CAI is implementing the NJ Trauma Informed
Care (NJTIC) Project among 31 funded agencies statewide over five
years. Trauma can impact PLWHs’ ability to seek care, remain in care,
adhere to treatment, and achieve viral suppression. This strengths-
based service delivery model uses implementation science frame-
works and approaches and works with all levels of staff integrating
TIC into the agency culture and service delivery to improve HIV care
continuum outcomes and client-level experiences.
Methods: NJTIC model includes four implementation phases; 1) un-
derstanding need and context through agency cultural and physical
environment self-assessments on TIC integration capacity, which is
completed by all levels of staff; 2) action planning using TA logs and
action plan templates; 3) service delivery by first training all staff in
TIC education, psychoeducation, skills-based training, and use of the
Brief Trauma Screening Tool (BTS); and 4) monitoring progress/sus-
tainability using a Client Encounter Form (CEF) and real-time data re-
view to inform progress (e.g., unique clients served, TIC service
provision, viral load).
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Findings: To date, agencies have made substantive physical and cul-
tural changes (e.g., rearranging furniture in waiting room to create
more peaceful registration). Staff who have received foundational
Trauma Education report significant changes in self-efficacy to pro-
vide TIC services and changes in knowledge and attitudes related to
TIC. Since March 2019, agencies have recorded 804 client encounters
(754 unique clients). Nearly 93% of clients who were offered TIC ser-
vices were screened at their first visit using the BTS, and 85% of cli-
ents who were screened received TIC General Education. Nearly 25%
of clients screened 3 or above on the BTS, indicating the incidence
of a traumatic event in the past month. Of those with a positive
screen, 89% received TIC General Education and 4% received at least
one Psychoeducation session.
Implications for D&I Research: This initiative offers promising evalu-
ation tools and real-world capacity building approaches to support
staff and providers in their ability to integrate and implement TIC in
their clinical and community-based organizational settings.
Primary Funding Source
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Background: Significant investments are being made to decrease the
gap between growing evidence on the effectiveness of depression
interventions in low-and middle-income countries (LMICs) and the
application of these interventions at scale. Our objectives were to
systematically review implementation research targeting depression
interventions in LMICs and critically assess coverage and scientific
gaps.
Methods: PubMed, CINAHL, PsycINFO, and EMBASE were searched
for evaluations of depression interventions in LMICs reporting at least
one implementation outcome and published through March 2019.
Findings: A total of 8,714 studies were screened, 759 were assessed
for eligibility, and 81 studies published between 2003 and 2019 met
inclusion criteria. Most studies were conducted in Sub-Saharan Africa
(n=30; 37.0%), followed by South Asia (n=24; 29.6%), and Latin Amer-
ica and the Caribbean (n=13; 16.1%). The majority of studies (n=61;
75.3%) reported outcomes for a depression intervention that was im-
plemented at the pilot/research phase. The majority of studies (n=47;
58.0%) focused on depressive interventions delivered at the facility
level, with 32 (39.5%) delivered in the community. Primary depres-
sion intervention modalities were individual psychotherapy (n=30;
37.0%) and multicomponent interventions (n=27; 33.3%). Only 21
studies (25.9%) tested an implementation strategy, with the most
common implementation strategy being revising professional roles
(n=10; 47.6%). Common study designs were mixed methods (n=29;
35.8%), quasi-experimental uncontrolled pre-post (n=17; 21.0%), and
individual randomized trials (n=16; 19.8). The most common imple-
mentation outcomes reported were acceptability (n=52; 64.2%),
followed by feasibility (n=29; 35.8%), fidelity (n=18; 22.2%), cost (n=
14; 17.3%), and appropriateness (n=14; 17.3%). Only 4 studies (4.9%)
reported adoption, 3 (3.7%) reported sustainability, and no study re-
ported penetration.
Implications for D&I Research: Implementation research for depression
interventions in LMICs has focused largely on early-stage implementation
outcomes, with the primary aim of testing interventions under pilot
researcher-controlled implementation. Future implementation science
should focus on testing implementation strategies for depression interven-
tions being delivered in routine care. This would include increased consider-
ation of contextual factors, as well as later-stage implementation outcomes
such as cost, penetration, and sustainability. Certain LMIC regions, such as
Middle East and North Africa and Europe and Central Asia could be priori-
tized for investments given the paucity of existing studies.
Primary Funding Source
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Background: Studies focused on understanding how, why, and under
what conditions community members and practitioners learn about,
interpret and utilize scientific research are relatively rare. Among
these, little is known about how members of marginalized groups
understand and translate research to practice in ways that align with
their epistemologies and fit within the constraints of their daily lives.
Importantly, to date, few studies examine the applied learning about
research evidence among non-professional end users who live and
work within complex, community-based settings. The presentation
reports on the results from a 3-year, NIMH pilot of PC CARES (Pro-
moting Community Conversations About Research to End Suicide).
Through a series of 9 sessions, PC CARES synthesizes actionable re-
search evidence for community audiences, supports a process of
community education and mobilization, and intentionally develops a
community of practice across community groups and institutions.
Methods: Piloted in 10 rural and remote Alaska Native (AN) commu-
nities, the mixed methods study used process measures, which in-
cluded participation and audio recorded community learning circles
led by local facilitators, and analyzed discussions taking place within
these community sessions. Outcome indicators track within person-
change in perceived knowledge, skills, attitudes toward prevention,
and community of practice; and, self-reported behavioral outcomes
before and after participating.
Findings: Local PC CARES facilitators hosted 59 learning circles with
535 participants (376 unique) between 2015-2017. They followed the
protocol with fidelity (80%), and interpreted the scientific research
accurately 81% of the time. Discussions showed participants’ under-
stood the research evidence and applied it to their lives and work.
Linked participant surveys indicate positive changes in knowledge,
beliefs, collaborative relationships and prevention actions.
Implications for D&I Research: The presentation will highlight imple-
mentation factors: 1) the process of planning, engaging, executing
and evaluating PC CARES with Alaska Native partners, 2) intervention
characteristics designed to promote uptake and use of the research
evidence by a diverse group of stakeholders in learning circles, 3)
tracking implementation of locally-run learning circles, and 4) the
promising results in terms of feasibility, local facilitators’ fidelity and
accuracy, and learning and behavioral outcomes.
Primary Funding Source
National Institutes of Health
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