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Background

Short and valid instruments for measuring factors facilitating or hindering implementation efforts are 

called for. This article describes (1) the adaptation of a shorter version of the Evidence-based Practice 

Attitude Scale (EBPAS-50 items), and (2) the psychometric properties of the shortened version in both US 

and Norwegian data.

Methods

The US participants were mental health service providers (N = 418) recruited from clinics providing 

mental health services in San Diego County, California. The Norwegian participants were psychologists, 

psychiatric nurses, and psychology students (N = 838) recruited from the Norwegian Psychological 

Association and the Norwegian Nurses Organization. A confirmatory factor analysis (CFA) approach was 

used.

Results

The reduction resulted in 36 items named EBPAS-36, and the original 12 factor model was maintained. 

The EBPAS-36 had acceptable model fit, as indicated by a low degree of misspecification errors in both 

the US (RMSEA = .045 (CI90% .040–.049); SRMR = .05) and the Norwegian data (RMSEA = .052 

(CI90% .047–.056, SRMR = .07). Incremental model fit was fair in the US (CFI = .93, TLI = .91) and in 

the Norwegian samples (CFI = .91, TLI = .89). The internal consistency (Cronbach’s α) in the US and the 

Norwegian samples were good for the total EBPAS-36 score (.79 and .86, respectively) and were ranged 

from adequate to excellent for the subscales (US .60–.91 and Norway .61–.92).

Conclusions

The EBPAS-36 has adequate psychometric properties both in US and Norwegian samples, hence 

indicating cross-cultural validity. It is a brief, pragmatic, and more user-friendly instrument than the 

EBPAS-50, yet maintains a broad scope by retaining the original 12 measurement domains.
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Background

Most studies on barriers and facilitators to implementation of patient decision aids (PDAs) are conducted in the west; 

hence, the findings may not be transferable to developing countries. This study aims to use a locally developed insulin PDA 

as an exemplar to explore the barriers and facilitators to implementing PDAs in Malaysia, an upper middle-income country 

in Asia.

Methods

Qualitative methodology was adopted. Nine in-depth interviews (IDIs) and three focus group discussions (FGDs) were 

conducted with policymakers (n = 6), medical officers (n = 13), diabetes educators (n = 5) and a nurse, who were involved 

in insulin initiation management at an academic primary care clinic. The interviews were conducted with the aid of a semi-

structured interview guide based on the Theoretical Domains Framework. The interviews were audio-recorded, transcribed 

verbatim and analyzed using a thematic approach.

Results

Five themes emerged, and they were lack of shared decision-making (SDM) culture, role boundary, lack of continuity of 

care, impact on consultation time and reminder network. Healthcare providers’ (HCPs) paternalistic attitude, patients’ 

passivity and patient trust in physicians rendered SDM challenging which affected the implementation of the PDA. Clear 

role boundaries between the doctors and nurses made collaborative implementation of the PDA challenging, as nurses may 

not view the use of insulin PDA to be part of their job scope. The lack of continuity of care might cause difficulties for 

doctors to follow up on insulin PDA use with their patient. While time was the most commonly cited barrier for PDA 

implementation, use of the PDA might reduce consultation time. A reminder network was suggested to address the issue of 

forgetfulness as well as to trigger interest in using the PDA. The suggested reminders were peer reminders (i.e. HCPs 

reminding one another to use the PDA) and system reminders (e.g. incorporating electronic medical record prompts, 

displaying posters/notices, making the insulin PDA available and visible in the consultation rooms).

Conclusions

When implementing PDAs, it is crucial to consider the healthcare culture and system, particularly in developing countries 

such as Malaysia where concepts of SDM and PDAs are still novel.



Background

Guidelines support health care decision-making and high quality care and outcomes. However, their implementation is sub-

optimal. Theory-informed, tailored implementation is associated with guideline use. Few guideline implementation studies 

published up to 1998 employed theory. This study aimed to describe if and how theory is now used to plan or evaluate 

guideline implementation among physicians.

Methods

A scoping review was conducted. MEDLINE, EMBASE, and The Cochrane Library were searched from 2006 to April 2016. 

English language studies that planned or evaluated guideline implementation targeted to physicians based on explicitly named 

theory were eligible. Screening and data extraction were done in duplicate. Study characteristics and details about theory use 

were analyzed.

Results

A total of 1244 published reports were identified, 891 were unique, and 716 were excluded based on title and abstract. Among 

175 full-text articles, 89 planned or evaluated guideline implementation targeted to physicians; 42 (47.2%) were based on 

theory and included. The number of studies using theory increased yearly and represented a wide array of countries, guideline

topics and types of physicians. The Theory of Planned Behavior (38.1%) and the Theoretical Domains Framework (23.8%) 

were used most frequently. Many studies rationalized choice of theory (83.3%), most often by stating that the theory 

described implementation or its determinants, but most failed to explicitly link barriers with theoretical constructs. The 

majority of studies used theory to inform surveys or interviews that identified barriers of guideline use as a preliminary step in 

implementation planning (76.2%). All studies that evaluated interventions reported positive impact on reported physician or 

patient outcomes.

Conclusions

While the use of theory to design or evaluate interventions appears to be increasing over time, this review found that one half 

of guideline implementation studies were based on theory and many of those provided scant details about how theory was 

used. This limits interpretation and replication of those interventions, and seems to result in multifaceted interventions, which 

may not be feasible outside of scientific investigation. Further research is needed to better understand how to employ theory

in guideline implementation planning or evaluation.



Background

Over the past decade, the World Health Organization (WHO) has implemented a standardized, evidence-informed guideline 

development process to assure technically sound and policy-relevant guidelines. This study is an independent evaluation of 

the adaptability of the guidelines produced by the Evidence and Programme Guidance unit, at the Department of Nutrition 

for Health and Development (NHD). The study systematizes the lessons learned by the NHD group at WHO.

Methods

We used a mixed methods approach to determine the adaptability of the nutrition guidelines. Adaptability was defined as 

having two components; methodological quality and implementability of guidelines. Additionally, we gathered 

recommendations to improve future guideline development in nutrition actions for health and development. Data sources 

for this evaluation were official documentation and feedback (both qualitative and quantitative) from key stakeholders 

involved in the development of nutrition guidelines. The qualitative data was collected through a desk review and two 

waves of semi-structured interviews (n = 12) and was analyzed through axial coding. Guideline adaptability was assessed 

quantitatively using two standardized instruments completed by key stakeholders. The Appraisal Guideline for Research 

and Evaluation questionnaire, version II was used to assess guideline quality (n = 6), while implementability was assessed 

with the electronic version of the GuideLine Implementability Appraisal (n = 7).

Results

The nutrition evidence-informed guideline development process has several strengths, among them are the appropriate 

management of conflicts of interest of guideline developers and the systematic use of high-quality evidence to inform the 

recommendations. These features contribute to increase the methodological quality of the guidelines. The key areas for 

improvement are the limited implementability of the recommendations, the lack of explicit and precise implementation 

advice in the guidelines and challenges related to collaborative work within interdisciplinary groups.

Conclusions

Overall, our study found that the nutrition evidence-informed guidelines are of good methodological quality but that the 

implementability requires improvement. The recommendations to improve guideline adaptability address the guideline 

content, the dynamics shaping interdisciplinary work, and actions for implementation feasibility. As WHO relies heavily on 

a standardized procedure to develop guidelines, the lessons learned may be applicable to guideline development across 

the organization and to other groups developing guidelines.



Background

Services to treat tobacco dependence are not readily available to smokers in low-middle income countries (LMICs) where 

smoking prevalence remains high. We are conducting a cluster randomized controlled trial comparing the effectiveness of two 

strategies for implementing tobacco use treatment guidelines in 26 community health centers (CHCs) in Viet Nam. Guided by the 

Consolidated Framework for Implementation Research (CFIR), prior to implementing the trial, we conducted formative research 

to (1) identify factors that may influence guideline implementation and (2) inform further modifications to the intervention that 

may be necessary to translate a model of care delivery from a high-income country (HIC) to the local context of a LMIC.

Methods

We conducted semi-structured qualitative interviews with CHC medical directors, health care providers, and village health 

workers (VHWs) in eight CHCs (n = 40). Interviews were transcribed verbatim and translated into English. Two qualitative 

researchers used both deductive (CFIR theory driven) and inductive (open coding) approaches to analysis developed codes and 

themes relevant to the aims of this study.

Results

The interviews explored four out of five CFIR domains (i.e., intervention characteristics, outer setting, inner setting, and 

individual characteristics) that were relevant to the analysis. Potential facilitators of the intervention included the relative

advantage of the intervention compared with current practice (intervention characteristics), awareness of the burden of tobacco 

use in the population (outer setting), tension for change due to a lack of training and need for skill building and leadership 

engagement (inner setting), and a strong sense of collective efficacy to provide tobacco cessation services (individual 

characteristics). Potential barriers included the perception that the intervention was more complex (intervention characteristic) 

and not necessarily compatible (inner setting) with current workflows and staffing historically designed to address infectious 

disease prevention and control rather than chronic disease prevention and competing priorities that are determined by the MOH

(outer setting).

Conclusions

In this study, CFIR provided a valuable framework for evaluating factors that may influence implementation of a systems-level 

intervention for tobacco control in a LMIC and understand what adaptations may be needed to translate a model of care delivery 

from a HIC to a LMIC.



Background

Up-to-date, high quality, evidence-based clinical practice guidelines (CPGs) that are applicable for primary 

healthcare are vital to optimize services for the population with chronic musculoskeletal pain (CMSP). The study 

aimed to systematically identify and appraise the available evidence-based CPGs for the management of CMSP in 

adults presenting in primary healthcare settings.

Methods

A systematic review was conducted. Twelve guideline clearinghouses and six electronic databases were searched 

for eligible CPGs published between the years 2000 and May 2015. CPGs meeting the inclusion criteria were 

appraised by three reviewers using the Appraisal of Guidelines Research and Evaluation (AGREE) II.

Results

Of the 1082 records identified, 34 were eligible, and 12 CPGs were included based on the inclusion and exclusion 

criteria. The methodological rigor of CPG development was highly variable, and the median domain score was 

66%. The median score for stakeholder involvement was 64%. The lowest median score was obtained for the 

domain applicability (48%). There was inconsistent use of frameworks to aggregate the level of evidence and the 

strength of the recommendation in the included CPGs. The scope and content of the included CPGs focussed on 

opioid prescription.

Conclusion

Numerous CPGs that are applicable for the primary healthcare of CMSP exists, varying in their scope and 

methodological quality. This study highlights specific elements to enhance the development and reporting of 

CPGs, which may play a role in the uptake of guidelines into clinical practice. These elements include enhanced 

reporting of methodological aspects, the use of frameworks to enhance decision making processes, the inclusion of 

patient preferences and values, and the consideration of factors influencing applicability of recommendations.



Background

This paper describes the intervention planning process for the Home and Online Management and Evaluation of Blood Pressure 

(HOME BP), a digital intervention to promote hypertension self-management. It illustrates how a Person-Based Approach can 

be integrated with theory- and evidence-based approaches. The Person-Based Approach to intervention development emphasises

the use of qualitative research to ensure that the intervention is acceptable, persuasive, engaging and easy to implement.

Methods

Our intervention planning process comprised two parallel, integrated work streams, which combined theory-, evidence- and 

person-based elements. The first work stream involved collating evidence from a mixed methods feasibility study, a systematic 

review and a synthesis of qualitative research. This evidence was analysed to identify likely barriers and facilitators to uptake 

and implementation as well as design features that should be incorporated in the HOME BP intervention. The second work 

stream used three complementary approaches to theoretical modelling: developing brief guiding principles for intervention 

design, causal modelling to map behaviour change techniques in the intervention onto the Behaviour Change Wheel and 

Normalisation Process Theory frameworks, and developing a logic model.

Results

The different elements of our integrated approach to intervention planning yielded important, complementary insights into how

to design the intervention to maximise acceptability and ease of implementation by both patients and health professionals. From 

the primary and secondary evidence, we identified key barriers to overcome (such as patient and health professional concerns 

about side effects of escalating medication) and effective intervention ingredients (such as providing in-person support for 

making healthy behaviour changes). Our guiding principles highlighted unique design features that could address these issues 

(such as online reassurance and procedures for managing concerns). Causal modelling ensured that all relevant behavioural

determinants had been addressed, and provided a complete description of the intervention. Our logic model linked the 

hypothesised mechanisms of action of our intervention to existing psychological theory.

Conclusion

Our integrated approach to intervention development, combining theory-, evidence- and person-based approaches, increased the 

clarity, comprehensiveness and confidence of our theoretical modelling and enabled us to ground our intervention in an in-depth 

understanding of the barriers and facilitators most relevant to this specific intervention and user population.



Background

Systematic reviews consistently indicate that interventions to change healthcare professional (HCP) behaviour are 

haphazardly designed and poorly specified. Clarity about methods for designing and specifying interventions is needed. The 

objective of this review was to identify published methods for designing interventions to change HCP behaviour.

Methods

A search of MEDLINE, Embase, and PsycINFO was conducted from 1996 to April 2015. Using inclusion/exclusion 

criteria, a broad screen of abstracts by one rater was followed by a strict screen of full text for all potentially relevant papers 

by three raters. An inductive approach was first applied to the included studies to identify commonalities and differences 

between the descriptions of methods across the papers. Based on this process and knowledge of related literatures, we 

developed a data extraction framework that included, e.g. level of change (e.g. individual versus organization); context of 

development; a brief description of the method; tasks included in the method (e.g. barrier identification, component 

selection, use of theory).

Results

3966 titles and abstracts and 64 full-text papers were screened to yield 15 papers included in the review, each outlining one 

design method. All of the papers reported methods developed within a specific context. Thirteen papers included barrier 

identification and 13 included linking barriers to intervention components; although not the same 13 papers. Thirteen 

papers targeted individual HCPs with only one paper targeting change across individual, organization, and system levels. 

The use of theory and user engagement were included in 13/15 and 13/15 papers, respectively.

Conclusions

There is an agreement across methods of four tasks that need to be completed when designing individual-level

interventions: identifying barriers, selecting intervention components, using theory, and engaging end-users. Methods also 

consist of further additional tasks. Examples of methods for designing the organisation and system-level interventions were 

limited. Further analysis of design tasks could facilitate the development of detailed guidelines for designing interventions.



Background

Large-scale implementation of evidence-based psychotherapies (EBPs) such as cognitive processing therapy (CPT) for 

posttraumatic stress disorder can have a tremendous impact on mental and physical health, healthcare utilization, and quality of 

life. While many mental health systems (MHS) have invested heavily in programs to implement EBPs, few eligible patients 

receive EBPs in routine care settings, and clinicians do not appear to deliver the full treatment protocol to many of their patients. 

Emerging evidence suggests that when CPT and other EBPs are delivered at low levels of fidelity, clinical outcomes are 

negatively impacted. Thus, identifying strategies to improve and sustain the delivery of CPT and other EBPs is critical. Existing 

literature has suggested two competing strategies to promote sustainability. One emphasizes fidelity to the treatment protocol 

through ongoing consultation and fidelity monitoring. The other focuses on improving the fit and effectiveness of these 

treatments through appropriate adaptations to the treatment or the clinical setting through a process of data-driven, continuous 

quality improvement. Neither has been evaluated in terms of impact on sustained implementation.

Methods

To compare these approaches on the key sustainability outcomes and provide initial guidance on sustainability strategies, we 

propose a cluster randomized trial with mental health clinics (n = 32) in three diverse MHSs that have implemented CPT. 

Cohorts of clinicians and clinical managers will participate in 1 year of a fidelity oriented learning collaborative or 1 year of a 

continuous quality improvement-oriented learning collaborative. Patient-level PTSD symptom change, CPT fidelity and 

adaptation, penetration, and clinics’ capacity to deliver EBP will be examined. Survey and interview data will also be collected 

to investigate multilevel influences on the success of the two learning collaborative strategies. This research will be conducted 

by a team of investigators with expertise in CPT implementation, mixed method research strategies, quality improvement, and 

implementation science, with input from stakeholders in each participating MHS.

Discussion

It will have broad implications for supporting ongoing delivery of EBPs in mental health and healthcare systems and settings.

The resulting products have the potential to significantly improve efforts to ensure ongoing high quality implementation and 

consumer access to EBPs.



Edwin Smith papyrus

oldest surviving 

surgical document

Egypt around 1600 

48 types of medical 

problems 

honey

moldy bread

raw meat



Thank you


