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1 INTRODUCTION 





2 OVERVIEW OF IMPLEMENTATION SCIENCE 



Figure 1. The mission of the implementation science.



2.1 Complex intervention 

Table 1. Characteristics of a complex intervention. 

1. Number of interacting components within the experimental and control interventions  
2. Number and difficulty of behaviours required by those delivering or receiving the intervention  
3. Number of groups or organizational levels targeted by the intervention 
4. Number and variability of outcomes  
5. Degree of flexibility or tailoring of the intervention permitted 

Reproduced from Craig et al. (2008), BMJ Publishing Group Ltd. and Copyright Clearance Center, license numb. 5178670816151. 



2.2 Examples of implementation programmes for complex 
interventions 







2.3 Theoretical approaches 





Table 2. Core constructs of Normalization Process Theory (NPT) and their respective components. 

Core construct and its 
components Description 

Coherence The sense-making work that people do individually and collectively when they are faced with 
the problem of operationalizing some set of practices 

Differentiation An important element of sense-making work is to understand how a set of practices and their 
objects are different from each other. 

Communal specification Sense-making relies on people working together to build a shared understanding of the aims, 
objectives, and expected benefits of a set of practices.  

Individual specification Sense-making has an individual component too. Here participants in coherence work need to 
do things that will help them understand their specific tasks and responsibilities around a set 
of practices 

Internalization Sense-making involves people in work that is about understanding the value, benefits and 
importance of a set of practices 

Cognitive participation the relational work that people do to build and sustain a community of practice around a new 
technology or complex intervention. 

Initiation When a set of practices is new or modified, a core problem is whether or not key participants 
are working to drive them forward. 

Enrolment Participants may need to organize or reorganize themselves and others in order to 
collectively contribute to the work involved in new practices. This is complex work that may 
involve rethinking individual and group relationships between people and things. 

Legitimation An important component of relational work around participation is the work of ensuring that 
other participants believe it is right for them to be involved, and that they can make a valid 
contribution to it. 

Activation Once it is underway, participants need to collectively define the actions and procedures 
needed to sustain a practice and to stay involved. 

Collective action The operational work that people do to enact a set of practices, whether these represent a 
new technology or complex healthcare intervention. 

Interactional workability Refers to the interactional work that people do with each other, with artefacts, and with other 
elements of a set of practices, when they seek to operationalize them in everyday settings. 

Relational integration Refers to the knowledge work that people do to build accountability and maintain confidence 
in a set of practices and in each other as they use them.  

Skill set workability This refers to the allocation work that underpins the division of labour that is built up around a 
set of practices as they are operationalized in the real world. 

Contextual integration Refers to the resource work - managing a set of practices through the allocation of different 
kinds of resources and the execution of protocols, policies and procedures.  

Reflexive monitoring The appraisal work that people do to assess and understand the ways that a new set of 
practices affect them and others around them. 

Systematization Participants in any set of practices may seek to determine how effective and useful it is for 
them and for others, and this involves the work of collecting information in a variety of ways. 

Communal appraisal participants work together - sometimes in formal collaboratives, sometimes in informal groups 
to evaluate the worth of a set of practices. They may use many different means to do this 
drawing on a variety of experiential and systematized information. 

Individual appraisal Participants in a new set of practices also work experientially as individuals to appraise its 
effects on them and the contexts in which they are set. From this work stem actions through 
which individuals express their personal relationships to new technologies or complex 
interventions. 

Reconfiguration appraisal work by individuals or groups may lead to attempts to redefine procedures or 
modify practices - and even to change the shape of a new technology itself. 

Reproduced from May et al. (2015) according to the Creative Commons license. http://creativecommons.org/licenses/ 



Table 3. Three Normalization Process Theory related sub-processes, their definitions (May and 
Finch, 2009) and some possible examples of the respective strategies or activities. 

Sub-process Operational intention Examples on possible strategies or activities 

Implementation Processes enabling the adoption of 
the skills required in the new practice 
in everyday work. 

Clarifying information about applying the new practice. 

A many-sided training intervention in the skills needed to initiate 
the new practice. 

Investing in the various facilities needed. 

Embedding The processes through which the new 
practice becomes routinely 
incorporated into the everyday work of 
individuals and groups. 

Ensuring a good innovation-system fit. This means that the staff 
perceives the new practice as feasible and compatible with their 
everyday work. This may include careful selection of the practice 
to be implemented and the necessary organizational 
restructuring, e.g. the review of job descriptions. 

Using several measures to provide clinical support in applying 
the new practice in everyday work, e.g. case consultations 
individually or in groups and peer support in the form of 
programme champions. 

Sharing regular feedback about the progress of the 
implementation programme, e.g. email bulletins and refresher 
seminars. 

Integration The processes that ensure the 
sustainable delivery of the new 
practice and scaling it up when 
required. 

A separate training intervention for the leaders in managerial 
practices that may best contribute to maintaining the delivery of 
the new practice, e.g.  transformational leadership. 

A permanent and systematic policy for onboarding the 
newcomers in the routine practices they (both grassroots staff 
and leaders) are expected to adopt. This includes e.g. 
availability of the training interventions and other support 
measures. 

A careful documentation of the routine practices in the 
organization. These documents will facilitate the onboarding of 
newcomers. 

Larger organizational restructuring if needed, e.g. establishing a 
new unit. 

2.3.1 Application of the theoretical instruments in the studies comprising 
the present dissertation 



2.4 Implementation programme 

2.4.1 Basic structure of an implementation programme 



Table 4. Basic structure of an implementation programme, and its domains of planning and 
expectations according to Kellogg’s logic model.

Planned work Expected results

Inputs Activities Outputs Outcomes Impacts

Resources set on the 
programme: human, 
time, material and 

monetary

The work to be 
done with the 

resources to arrive 
at the goals set on 

the programme

The direct results 
of the activities

The short-term 
yields of the 

outputs

The long-term 
yields of 

achieving the 
outputs

Ex
am

pl
es

Programme 
staff

Participants, 
trainees

Facilities

Instruments

Etc.

Training 
intervention

Facilitation, 
support activities

Investing in 
facilities

Restructuring of 
organization

Etc.

Number of trained 
participants, 

treated patients, 
renewed 

equipment etc.

New organization 
chart

Etc.

Increased delivery 
of EBTs, better 

treatment 
outcomes etc.

Better 
performance of 
the organization

Etc.

Better long-term 
functioning of 

patients because 
of the better 
immediate 
treatment 
outcomes

Etc.

Reproduced from (Culclasure et al., 2019) according to the Creative Commons license. http://creativecommons.org/licenses/

Figure 2. Categorization of the outcomes of an EBP implementation programme. The yields on the 
previous basket engender the yields on the next one.

Reproduced from Proctor et al. (2011) according to the Creative Commons license. http://creativecommons.org/licenses/by/4.0/



2.4.2 Building an implementation programme

Figure 3. Tube for generating a collectively accepted programme plan



2.4.3 Programme theory 



2.5 Three crucial factors affecting the success of an 
implementation programme 





Figure 4. Bi-directional associations between key domains of barriers and enablers.

2.5.1 Resources



2.5.2 Shared understanding and buy-in 



2.5.3 Leadership 







2.6 Sustainability of programme outcomes 



2.7 In-service training in a complex intervention and clinical 
support in applying it 

2.7.1 In-service training 



Figure 5. Training evaluation framework skeleton. Grey – Knowledge, attitude, skill outcomes. 
Green – Performance outcomes. Yellow – Systems improvements. Blue – Patient health 
outcomes.

2.7.2 Components of an evidence-based in-service training programme



2.7.3 Clinical support 



2.8 Summary of the literature review 



3 PSYCHIATRIC SERVICES IN FINLAND 

3.1 Management systems in psychiatric secondary care 



3.2 Education of psychiatric staff in Finland 





4 SUMMARY OF BRIEF PSYCHOTHERAPY 
INTERVENTIONS MOTIVATIONAL INTERVIEWING 
AND BEHAVIOURAL ACTIVATION. 

4.1 Motivational interviewing 



4.2 Behavioural activation 



4.3 Training in MI and BA 





5 MENTAL HEALTH CARE STRATEGIES AND 
QUALITY IMPROVEMENT PROGRAMMES IN 
FINLAND 

5.1 Plan for mental health and substance abuse work (Mieli 
plan 2009) 



5.2 The “Välittäjä 2009” programme 

•

•

•

•

•

•



5.3 National Mental Health Strategy 2020-2030 

•

•

•
•

•



6 THE OSTROBOTHNIA DEPRESSION 
PROGRAMME 



•
•

•



Figure 6. Activities deployed for implementing behavioural activation (BA) and motivational 
interviewing (MI) for the four-year period of running the Ostrobothnia Depression 
Programme.

6.1 Composing the target group of the ODP



6.2 Evolution of the name of the ODP 



7 AIMS OF THE STUDY 



8 MATERIALS AND METHODS 



8.1 Ethical considerations 

8.2 Study setting and sample 



Table 5. The time span of the data collection and respective articles. 
Initial training/ 
workshops q1 q2 q3 + org-prog svy FGs 

Interval 1 y.                        1 y.                        3 yrs.                                      1 y. 
Date varied* varied* March 2014 March 2015 
Article number / 
data included 

 I / q1-q2 II / q1-q3 
III / org-prog svy 

IV / FGs 

Article number / 
Date published 

 I / June 2015 II / March 2019 
III / submitted 

IV / Oct 2020 

Abbreviations: q1-q3 = longitudinal surveys to the therapists for summative assessment, therapist- and intervention-related factors served as explanatory variables; 
org-prog svy = cross-sectional mixed-methods survey to the therapists to explain the summative outcomes with organization- and programme-related factors; 
FGs = focus group interviews with the programme executives, the clinical head and the team leaders to explain the summative outcomes with process factors. 
*The variation was due to the therapists’ stepwise enrolment in the training. 

Table 6. Frequencies and distribution of the professional education of therapists’ completing 
the surveys.C 

Professional 
education Completed q1a Completed q2a Completed q3a 

Licensed 
Psychologist 

3 
(6.7%) 

3 
(10.0%) 

5 
(15.2%) 

Registered 
psychiatric nurse 

32b 
(71.1%) 

22 
(73.3%) 

24 
(72.7%) 

Practical 
psychiatric nurse 

10 
(22.2%) 

5 
(16.7%) 

4 
(12.1%) 

All 45 
(100%) 

30 
(100%) 

33 
(100%) 

aThere were no differences in the distributions of education level by questionnaire (q1, q2 and q3). 
bIncludes two forms with missing information. 
cThe surveys were targeted to the therapists trained in the ODP. The participating units regularly employed 72 therapists but due to staff turnover 84 
were trained in the ODP, registered psychiatric nurses as the main group. We do not know how many of them were at work at each survey point.  





Figure 7. Setting of the iterative focus group interviews and creating the raw data. Abbreviations: 
FG1 = Focus Group 1; FG2 = Focus Group 2; FGI1.1 = the first interview with FG1; FGI2 
= interview with FG2; FGI1.2 = second interview with FG1.



8.3 Instruments 

Table 7. The 7-item question set to examine the perceived usefulness of the behavioural activation 
(BA) and motivational interviewing (MI). 

Item 
1 At what level have you noticed that you have embraced the BA? 

2 At what level have you noticed you have embraced the MI? 
3 At what level do you predict you will use BA and/or MI after the end of the ODP* patient intake period? 

4 At what level have you realized that BA and/or MI affect your ability to master the therapeutic process? (Confidence 
regarding the fluency and your expertise of the treatment.) 

5 At what level have you noticed that BA and/or MI diversify your options to modify the therapy according to the patient’s 
needs? (Enriched toolbox) 

6 At what level have you noticed that BA and/or MI affect the patient experience you provide as an empathic therapist? 

7 At what level have you noticed that BA and/or MI affect the atmosphere of hopefulness during the treatment? 
*Ostrobothnia Depression Programme 
Note: A 6-point Likert scale was used to score for each item having the following descriptors for response alternatives: 
Questions 1, 2 and 5: Not at all, slightly, modest, quite good, good, very good. 
Question 3: Not at all, seldom, sometimes, quite often, often, very often. 
Questions 4, 6 and 7: Obviously impair, moderately impair, slightly impair, slightly strengthen, moderately strengthen, obviously strengthen. 
In addition, a separate neutral option was used for questions 4, 6, and 7. 



Table 8. Items and factor loadings of the revised Intervention Characteristics Scalea: Two identical 
series of 12 questions were addressed separately for each intervention and this generated 
two distinct factors. 

Domain Itemb Factor loadingsc 

  MId BAd 

Relative 
advantage 

How useful do you find the [the intervention] in your work? 0.55 0.84 
How effective do you find [the intervention] when used in your work? 0.66 0.70 
How do you assess the influence of [the intervention] on the productivity and outcomes 
of your work? 0.79 0.82 

How do you assess the influence of [the intervention] on your ability to perform therapy? 0.81 0.81 
Perceived ease 
of use 

How do you find the operational use of [the intervention]? 0.71 0.91 

How adaptable do you find [the intervention] when treating different kinds of patients? 0.77 0.83 

How did you find starting to operate with [the intervention]? 0.59 0.83 

Was it easy to acquire the skills for performing [the intervention]? 0.81 0.83 

Compatibility Is using [the intervention] readily compatible with the work you are currently doing? 0.62 0.82 
How do you find the applicability of [the intervention] in treating your most usual 
patients? 0.85 0.85 

How does [the intervention] match your preferences regarding therapy? 0.87 0.78 

How does [the intervention] match your personal working style? 0.78 0.74 
aDerived from Chin and Gopal (1995). 
bEach item was revised to suit the purposes of the Ostrobothnia Depression Programme. 
cSignificant when value is ≥0.50.  
dMI = motivational interview (factor 1); BA = behavioural activation (factor 2). 
Note: A 6-point Likert scale was used to score each item, with the response options: (negative to positive poles) “Extremely poorly”, “quite poorly”, “moderately 
poorly”, “moderately well”, “quite well”, and “extremely well”. In addition, a separate neutral option (“does not have influence”) was used for questions 3 and 4. 



Table 9. Using Activity Index was calculated by multiplying the sum score of items 2 and 3 
by the score of item 1. If the response to item 1 was “No”, the respondent was 
regarded as inactive. 

Item* Response options 
1. Have you used [the intervention] during the 

last 3 months? 
☐ No  omit questions 2 and 3 

☐ Yes, with 1–2 patients 
☐ Yes, with 3–5 patients 

 Yes, with over 5 patients 

2. How often do you use [the intervention]? ☐ Less often than once per month 
☐ 1–3 times a month 
☐ About once a week 

 Several days a week 

3. How do you feel you adopted [the 
intervention]? 

A 6-point Likert scale with response options of: “not at 
all, “so-so”, “moderately good”, “nearly good”, “good”, 
and “extremely good”. 

*Motivational interview and behavioural activation both had separate question sets. 



Table 10. Factor and respective quantitative measuring scale. 

Factor Measure 
Therapist’s perceptions of progress in each six clinical main goal (see more detailed in 
Table 16 in Results) 

VAS 

Therapist’s overall appraisal of whether the ODP had a positive impact on the quality of 
their work (Impact-SGR) 

SGR 

Therapist’s overall perceptions of the level of change in clinical practices that the ODP 
brought at team level (Change-index) 

VAS 

Therapist’s appraisal of the ODP training intervention SGR 

Had the therapist watched the training videos available in the employer’s website? yes - no 

            if “yes” SGR 

Had the therapist participated in the case consultation groups yes - no 

            if “yes” SGR 
Abbreviations: VAS = Visual Analogue Scale; SGR = school grade rating; ODP Ostrobothnia Depression 
Programme 



Table 11. The question examining several team or organization related factors that 
programme addressees might experience either enablers or inhibitors in deriving 
benefit for their clinical work from an EBT implementation programme. 

Some team or organization related factors may enable or inhibit progress in clinical work. We ask you to select 
all items mentioned in the table which have enhanced or inhibited progress in the treatment of depression 
during the Ostrobothnia Depression Programme.  
 Enablers 
1 Support from the administrative management 
2 Support from the team leader 
3 Support from peers 
4 Time spent practising with the team [the programme] 
5 Opportunities to spend time practising independently [the programme] 
6 Opportunity to acquire new skills 
7 Some other reason 1, what ________________________ 
8 Some other reason 2, what ________________________ 
 Inhibitors 
1 Lack of support from the administrative management 
2 Lack of support from the team leader 
3 Lack of support from the peers 
4 Lack of time to practice with the team [the programme] 
5 Insufficient opportunities to spend time practising independently [the programme] 
6 Lack of opportunities to acquire new skills 
7 Some other reason 1, what ________________________ 
8 Some other reason 2, what ________________________ 
Note. A blank option was regarded as a neutral experience. 



Table 12. Guide for the first interviews with both focus groups. 

Topic (Reformulated*) guiding questions Additional guidance for the 
facilitator 

Motives and 
reasoning behind 
the programme 

Q21 Why did the programme launchers’, ultimately, want to 
carry out the programme? What were the fundamental motives 
and ambitions underlying the programme? 

Identify possible connections to 
interviewees’ professional and the 
organisation’s values? 

Q30 Would there have been alternative ways to achieve the 
objectives set for the programme? If so, were they considered? 
Why were they set aside? 

Identify possible references to the 
organisation’s Administrative 
Regulations, the Strategy and the 
Handbook of Management. 

Management of 
the programme 

Q6 How well does the operational realisation of the programme 
match the organisation’s values and normal managerial 
practices? 

Review the structure of the managerial 
line organization. 

Q12 Does the way of executing the programme put the 
personal relationships to the test within the managerial line? Or 
what about the personal relationships inside the involved 
teams? 

Review the factual realisation of the 
programme (designing process, 
programme plan, recruiting the teams, 
operational management etc.). Promote 
the conversation about these issues. 

Q15 Did the way of realising the programme comply with the 
regular managerial practices? Did the way of realising the 
programme somehow affect the performance of the managerial 
line, or, conversely, did some phenomena within the 
managerial line affect the realisation of the programme? 

 

Perspective of the 
participating units 

Q8 What possible positive or negative consequences has the 
way of realising the programme yielded in the involved teams 
(looked from their point of view)? What measures could have 
amplified the positive impacts and reduced the negative ones? 
Would there have been alternative ways to operate? 

 

Q20 How did the way of realising the programme possibly 
affect the autonomy of the personnel involved? Increased, 
decreased or altered some other way? Or what about the 
autonomy of the units involved? 

 

Interest of the 
evaluators 

Q28 Why is the programme evaluated? What evaluation 
related interests do the members of the present focus group 
have? 

 

Quick vision on 
future 
developments 

Vision on future developments. Ask the group to imagine the status of 
the topic after about 1-5 years. This 
theme is weighed more at the second 
interview of focus group 2. 

*The questions were derived from the revised Socratic Approach for Health Technology Assessment (Hofmann et al., 2014).Coding 
of the questions (Q21, Q30 etc.) refers to the codes in the original question kit.  



Table 13. Interview guide for the second interview of Focus Group 1. 
Part Course of the interview Guidance for the facilitator Additional guidance 

A 
Reviewing of the report on FGI1.1 
Reflective conversation about the report 

Read the report section by section and 
elicit conversation, finding successes 
and trouble spots. 

During their second interview 
FG1 is gradually directed to 
review both previous interview 
reports (FGI1.1 and FGI2) in an 
integrative way and infer 
possible future implications.  
The idea is to involve FG1 in  
the analysis of ODP processes 
instead of being only a source 
of data collection. 

B 
Introducing the report on FGI2 
Reflective conversation about the report 

Read the report section by section and 
elicit conversation, finding successes 
and problems. 

C 

Scrutinizing reports on FGI1.1 and FGI2 
together 
 
What future implications can be inferred? 

What do these two reports tell us about 
the realization of the ODP? Invite the 
group to elaborate on measures for 
making the future developments better. 

Abbreviations: FG1 = Focus Group 1; FGI1.1 = the first interview with FG1; FGI2 = interview with Focus Group 2; ODP = 
Ostrobothnia Depression Programme. 

8.4 Analysis methods 







9 RESULTS 

9.1 Early assessment of implementing evidence-based brief 
therapy interventions among secondary service psychiatric 
therapists (Study I) 



9.2 What is important for the sustained implementation of 
evidence-based brief psychotherapy interventions in 
psychiatric care? A quantitative evaluation of a real-world 
programme (Study II) 



9.2.1 Reliability of the Intervention Characteristics Scale 

9.2.2 Changes in usefulness over time 

9.2.3 Penetration and sustainability of the use of interventions 



9.2.4 Associations between sustained use of the interventions and 
perceived intervention characteristics 

Table 14. Correlations (r) between both behavioural activation (BA) and motivational 
interview (MI) Using Activity Index (UAI) and, respectively, their perceived 
attributes according to the Intervention Characteristics Scale (ICS) and the 
Usefulness Scale in the final survey. 

 BA UAI MI UAI 

Perceived ICS attributes of BA 
(sum variable) 

r 0.67* 0.28 

N 23 25 

Perceived ICS attributes of MI 
(sum variable) 

r 0.39 0.60* 

N 23 25 

Perceived Usefulness Scale of  
BA & MI (sum variable) 

r 0.42** 0.55*** 

N 20 22 

*P<0.001, **P=0.067, ***P=0.008 



9.2.5 Associations between therapist-related variables and perceived 
intervention characteristics 

9.2.6 Analysis of the implementation plan 
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9.3 Making implementation programmes better. Mixed-methods 
case study of an implementation process for two evidence-
based brief psychotherapies (Study III) 

9.3.1 Quantitative data 

Table 16. Data regarding responses to items on progress on the six clinical dimensions 
applying BA and MI. 

Item a Mean SD 

To what extent did the practices progress on the following clinical dimensions 
during the Ostrobothnia Depression Programme?   

a. Comprehensive initial examination routinized with depressive patients. 58 24 
b. Clear goals set at the beginning of therapy. 64 9 
c. Treatment terminated until the goals have been satisfactorily achieved, or 

the conditions do not allow treatment to continue. 58 22 

d. Substance abuse is evaluated early in treatment. 71 22 
e. Use of brief psychotherapies enhanced. 59 21 
f. Complicated problems detected earlier in treatment leading to more 

comprehensive needs-based treatment. 61 19 
a n=33 for all items in Visual Analogue Scale with extremities 0 = “not at all” and 100 = “as well as possible”. 
The means were graded as <50 = failure, 50 = moderate and >50 success. 
Abbreviations: BA=Behavioural activation; MI=Motivational interviewing. 



Table 17. Data regarding perceived support from the team leaders, Change index and some 
possible obstacles. 

Item Mean SD 
To what extent did you perceive the team leader supported your participation in the 
ODPa? 60 29 

The ODP has led to changes in the clinical practices followed by our team. (Change 
index) 41 24 

To what extent have the following possibly hampered the execution of the ODP in 
your team?   

a. Other simultaneous developmental tasks or projects 60 29 
b. Personal exhaustion due to a variety of projects 40 30 
c. Other current team related internal issue 44 33 
d. Other current organizational issue external to own team 51 33 
Note: n=33 for all items in Visual Analogue Scale with extremities 0 = “not at all” or “hampered very seriously” and 100 = “as 
well as possible” or “did not hamper at all”. The means were graded as <50 = failure or serious, 50 = moderate and >50 
success or easy. 
aOstrobothnia Depression Programme. 

Table 18. Coefficients of linear regression mediator model predicting the therapists’ 
appraisal of ODP with an SGR. 

Model 

Unstandardized Coefficients Standardized 
Coefficients 

 

B Std.  Error Beta Sig. 
1* Support from team leader 0.014 0.006 0.362 0.039 
2* Support from team leader 0.008 0.006 0.220 0.181 
 The ODS has led to change in clinical 

practices followed by the teams 
0.020 0.007 0.442 0.010 

*Adjusted R Squares were 0.103 and 0.259 for models 1 and 2 respectively. 
Abbreviations: ODP = Ostrobothnia Depression Programme; SGR = School grade rating. 



Figure 8. Frequencies of how often the provided factors were perceived facilitating or hampering 
embracing the EBTs. An item left blanc was regarded as neutral.

9.3.2 Qualitative data



9.3.3 Triangulated analysis of the case consultations 



9.4 Importance of congruence between communicating and 
executing implementation programmes: a qualitative study 
of focus-group interviews (Study IV) 



Figure 9. Cascade of impacts that the Ostrobothnia Depression Programme was believed to yield at 
the level of an individual therapist.

9.4.1 Lack of involvement of key stakeholders



Table 19. Preparation of the ODP and stages of involving various stakeholders. 

Stake-
holder Stage Description 

Th
e p

ro
jec

t g
ro

up
* 

I Identifying and analysing 
the problem to be tackled 

Obstructed patient flow and difficulties in work 
management. 

II Defining the goals 1. Speed up the treatment process by 
increasing delivery of brief therapies 

2. Increase application of the integrated 
treatment model to compensate the deficit 
in the treatment of dual diagnosis patients 

3. Measure the effectiveness of the treatment 
model 

4. Improve the work well-being of the staff by 
strengthening their work management 

III Preparation of the 
programme plan 

a. Determining the criteria for selecting the 
interventions to implement 

b. Determining the criteria for inviting the units 
to participate 

c. Designing the treatment model 
d. Designing the implementation plan 
e. Designing the protocol for the effectiveness 

study 

Th
e p

ro
jec

t g
ro

up
 

an
d t

ea
m 

lea
de

rs IV Finishing the programme 
plan. 

a. The project group consulted the team 
leaders a few times for amendments 

b. The plan was modified slightly in terms of 
practical execution according to the 
comments 

*The project group = The clinical director of the department of psychiatry, the principal and associate 
executives of the ODP and a senior consultant, and for execution the group was reinforced with two assisting 
research nurses. They were all permanently employed in the main target organization. 
Abbreviation: ODP = Ostrobothnia Depression Programme. 

9.4.2 Lack of consideration for readiness-for-change in the recruitment 



9.4.3 Absence of buy-in from key stakeholders 



9.4.4 Participant withdrawal and staff turnover 

9.4.5 Absence of focus on implementation effort 



10 DISCUSSION 

10.1 Penetration and sustainability of the BA and MI 



10.2 Factors affecting adoption activity and sustainability 

10.2.1 Therapist- and intervention-related factors 



10.2.2 Programme- and organization-related factors 





10.3 Methodological considerations 



10.3.1 Selection of outcome factors 







10.3.2 Validity of the quantitative surveys of intervention characteristics 



10.3.3 Credibility of the qualitative findings 







11 CONCLUSIONS AND IMPLICATIONS 
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Early assessment of implementing evidence-based brief therapy
interventions among secondary service psychiatric therapists§
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aDepartment of Psychiatry, South Ostrobothnia Hospital District, Huhtalantie 53, FI-60220 Seinäjoki, Finland
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1. Introduction

More systematic use of evidence-based, time-limited psycho-
social interventions in psychiatric care would achieve more
prompt and sufficient symptom relief for a significant proportion
of patients compared with typical treatment or long-term
psychotherapies (Cuijpers, Anderson, Donker, & van Straten,
2011; Knekt et al., 2011). Increased use of evidence-based, time-
limited psychosocial interventions could also lead to smoother
patient flow management. However, the implementation of new
psychosocial interventions has proven challenging, and, in general,
some estimates indicate that approximately 40% of organizational
efforts for implementing new methods in health care yield
satisfying results (Damschroder et al., 2009). The obstacles for
implementation can emerge at different levels: the healthcare

system, the practice environment, the educational environment,
the social environment, the political environment, the practi-
tioners, and patient-related levels (Damschroder et al., 2009;
Haines, Kuruvilla, & Borchert, 2004). The crucial facilitating or
inhibitory factors that have been identified at organizational level
are support from the leaders and attitudes of the workers about
their own need for training and the training program (Anderson,
2009; Brunette et al., 2008; Haines et al., 2004; Moser, DeLuca,
Bond, & Rollins, 2004; Steinfeld, Coffman, & Keyes, 2009). There
are earlier studies and reviews about the influence of work
experience or the level of therapy training on adopting new
psychosocial interventions, and the results show that therapists
with more previous supervision are less prone to change (Beidas &
Kendall, 2010). Having worked for longer seems to have some
negative effects on openness to change (Anderson, 2009; Beidas &
Kendall, 2010). The different findings from studies of implemen-
tation of evidence-based practices are generally due to differences
between study or program designs and outcome variables used.
These include, for example, varied outcomes in preserving
acquired therapeutic skills and lack of consensus about how
therapist-related variables influence the adoption of new prac-
tices (Beidas & Kendall, 2010; Herschell, Kolko, Baumann, & Davis,
2010). An integrated view of the antecedents influencing
implementation is best reached by taking account of a wide
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range of system-contextual factors, such as therapist- and client-
related variables, organizational support, and quality of the
training program (Beidas & Kendall, 2010; Herschell et al., 2010).
There is still a need for studies on the implementation of
psychotherapy interventions that take into account professional
training background and perceived needs for training (Beidas &
Kendall, 2010; Herschell et al., 2010; Prytys, Garety, Jolley,
Onwumere, & Craig, 2011). Damschroder et al. (2009) introduced
an integrative implementation theory known as the Consolidated
Framework for Implementation Research (CFIR). The CFIR is a
synthesis of many previous implementation theories and it can be
used to plan implementation processes or to assess the level of
success of a committed implementation by providing a range of
system-contextual viewpoints for evaluating its results.

The aims of this study were 1. to explore staff-related factors
(professional background, level of experience in applying previous
training, perceived need for new methods) associated with
participating in a work development program, 2. to evaluate the
perceived usefulness of the implemented brief therapy interven-
tions during the early stages of a treatment developing ODS
program within public secondary psychiatric services (specialized
care provided by district hospitals), and 3. to test the psychometric
properties of a questionnaire developed for this study to assess
implementation usefulness.

2. Methods

This implementation study was part of the Ostrobothnia
Depression Study (ODS). The population of the catchment area
is 200,000, and the aim of the ODS is to develop a systematic model
of assessment and treatment of depression and other non-
psychotic disorders with regional coverage. The goals of the ODS
program are rapidly identifying and treating mood and anxiety
disorders, as well as complicating alcohol disorders, quickly
recognizing complicated cases, and diminishing the number of
extended treatments to facilitate patient flow. Depressed patients
were used as a benchmarking group, with the goal of recruiting
200 study patients in total, including 100 patients with co-morbid
substance use disorders. The program interventions chosen were
behavioral activation (BA) for treatment of depression and
motivational interviews (MI) for substance misuse. These inter-
ventions were used because there is evidence of their effectiveness
on a meta-analytic level (Cuijpers, van Straten, & Warmerdam,
2007; Lundahl & Burke, 2009), and they are also time-limited. We
also considered that both interventions could be taught to a large
number of therapists in a reasonable time. Running the developing
ODS program was managed and supported by psychiatric
secondary care unit administrative staff. The implementation
branch of the study aimed to evaluate the success in coverage of
application of the implemented evidence-based interventions.
According to the policy activities that constitute research in the
South Ostrobothnia Hospital District, this work met the criteria for
operational improvement activities exempt from ethics review.

2.1. Setting and sample

Employees in five selected units of the local hospital district
were invited to participate in the study, and individual employees
made the final decision about their participation. Four of the
selected units were outpatient care units, and one was an 18-bed
acute inpatient ward (one of the five acute wards for adults in the
hospital district). The outpatient care units included in the study
cover a population of 124,000 (62% of the population of Southern
Ostrobothnia).

From spring 2009 to spring 2012, 80 therapists were educated
to participate in the ODS. The elements included in this education

are presented in Inline Supplementary Table 1. The majority of the
staff receiving this education were registered psychiatric nurses,
but the participating staff also included psychiatric practical
nurses, psychologists, and doctors. The present study excluded
doctors because they focused on diagnosis and drug treatment in
the ODS program and did not participate in the practice of
psychosocial intervention.

The implementation study plan was introduced to staff in
participating units through an invitation letter. This was emailed
personally to all intended participants at the beginning of the
recruitment phase of the clinical study. The study survey collection
was indicated in the agenda of the refresher seminars. The
questionnaires were collected anonymously, with a personal study
number saved for each respondent. A prompt letter including
the questionnaire forms was sent to seminar non-attenders via the
research nurse after each survey.

2.2. Questionnaire and data collection

Beginning nearly one year after beginning of the educational
ODS program described above, the staff members participating in
the ODS program were asked to complete a questionnaire (q1).
These staff members were asked to complete the same question-
naire following a one-year interval (q2). The questionnaire
assessed the participating therapists’ background information
(level of education, working years, and previous training in
psychotherapy) as well as their level of practice using psychother-
apy skills acquired through previous training and perceived need
for new working methods (as indicators of employees’ attitudes).
The therapists’ activity in using the treatment methods covered in
the ODS program was assessed using the number of the patients
they reported had been treated with BA and MI. The perceived
usefulness of these methods was assessed with a separate 7-item
questionnaire developed for this study (included questions are
presented in Inline Supplementary Table 2). In this questionnaire,
questions 1 and 2 evaluated the therapists’ experiences with
learning the methods and their adaptability, which form the basis
of implementation (Damschroder et al., 2009). Question 3 was
originally included based on the knowledge that an individual’s
attitude and prediction of future behavior are linked (Kraus, 1995).
A reassessment of question 3 aimed at following the changes over
time in the therapists’ attitudes toward the future use of the new
interventions. Questions 4–7 were included based on common
factors of psychotherapy that have been found to be associated
with therapy outcome (Baldwin, Wampold, & Imel, 2007; Lambert,
2005; Snyder, 1995).

2.3. Participants’ characteristics

The vocational education of the participants of this implemen-
tation study is presented in Table 1.

The work experience of the participants was <2 years for three,
2–5 years for six, 5–10 years for nine, and >10 years for 27 of the
respondents. For analysis, these groups were dichotomized, as
work experience �10 years and >10 years. The sample included
nine people who had additional psychotherapist training (or were
currently on a training course lasting at least 2 years), and six were
family therapists. The majority of non-psychotherapists had
previously participated in shorter education programs on psycho-
social interventions.

2.4. Statistical methods

The number of patients treated using BA or MI was used as a
variable gauging therapist activity. The separate items, the sum of
scores for q1 and q2, and the change in scores from the first to
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second questionnaire on the 7-item usefulness questionnaire (see
Inline Supplementary Table 2) of the ODS treatment model were
included as variables assessing the usefulness of the treatment
model. Work experience and former education (professional
background) were also included as explanatory factors. For the
analyses, psychologists and nurses were pooled. In addition,
the associations between the number of treated patients and the
questions on attitudes related to the therapy training were
examined separately.

Attitudes and usefulness were measured on 6-point Likert
scales. For the analyses, the ratings for each item were dichoto-
mized as positive or negative. Cronbach’s alpha with inter-item
correlation coefficients was calculated for the 7-item usefulness
scale, the sum of which was used as the usefulness measure for
BA and MI methods. The differences between subgroups were
calculated with t-tests and with non-parametric tests (the
Wilcoxon test and the Mann–Whitney U test). The limit of
statistical significance was set at p < 0.05. All analyses were
performed with SPSS statistical software, version 19.0 (IBM Corp.,
Armonk, NY, USA).

3. Results

Practically all questionnaires were filled in at the refresher
seminars, and the prompt letters resulted in a further two
responses from non-attenders. The distribution of items in
questionnaires 1 and 2 are shown in Table 2. Of the 45 therapists
who completed q1, 34 had begun using MI/BA. Using these
interventions, 29 had treated 1–10 patients and 5 had treated >10
patients (including both study and non-study patients). For the
24 therapists who also responded to q2, eight had used these
interventions to treat 1–10 patients and 16 had used them to treat
>10 patients. In terms of work experience, there was no difference
in the total number of patients (including both study patients
enrolled in the outcome study of the ODS program and non-study

patients treated outside the study) treated with MI/BA methods
between the groups with 10 years or less (q1: n = 18, q2: n = 19) or
more than 10 years (q1: n = 25, q2: n = 10) of work experience (q1:
p = 0.37, q2: p = 0.87, Mann–Whitney U test). The numbers of
study patients at the time of q1 and q2 were compared between
the groups with different levels of education (psychologists and
nurses: n = 33 vs. practical nurses: n = 10 in q1, and n = 24 vs.
n = 5 in q2). The result was close to significance in q1 and
significant in q2 (q1: p = 0.059 and q2: p = 0.023, Mann–Whitney U

test). In q1, a similar, but a non-significant (p = 0.10) difference was
observed between the educational level groups in treating non-
study patients; the therapists with higher education were more
active in starting to use the new interventions.

Reported use of previously acquired therapy skills was taken
into account in sub-group comparisons of the numbers of study
patients treated at the time of q1 (sub-groups: therapy skills used
at most ‘‘sometimes’’ n = 19 vs. at least ‘‘quite often’’ n = 24). We
also compared the sub-groups with different levels of perceived
need for training in new approaches (sub-groups: need for training
at most ‘‘sometimes’’ n = 17 vs. at least ‘‘quite often’’ n = 26). No
differences were found in either comparison.

The average of sum score on the seven usefulness questions was
28.5 (range: 17.0–43.0, SD: 5.4) in q1 and 28.7 (range: 22.0–39.0,
SD: 4.3) in q2. In the group responding to both q1 and q2 (n = 24)
the average of the difference of sum scores from q1 to q2 was �0.2
(range: �11.0–9.0, SD: 4.9; p for mean difference q1 vs. q2 = 0.883,
t-test). In comparisons of change in individual usefulness
questions from q1 to q2, the only significant change indicated a
strengthening of the perceived embracing of BA (p = 0.016,
Wilcoxon test). The reliability of the seven usefulness items (see
Inline Supplementary Table 2) was 0.869 (Cronbach’s alpha), and
the range of inter-item correlations was 0.250–0.702.

The change of the sum score of the usefulness questions from q1
to q2 was compared between the therapists who had treated only
non-study patients (n = 6) and those who had also treated study

Table 2
Characteristics of the study sample.

Item Questionnaire 1 (n = 43) Questionnaire 2 (n = 30)

Median IQR Median IQR

Number of study patientsa 1.0 2.0 4.0 4.0

The use of earlier psychotherapy training (1–6, 1 = never, 6 = very often) 4.0 2.0 4.0 2.0

Perceived need for additional training (1 = not at all, 6 = very often) 4.0 2.0 3.5 1.3

Mean SD Mean SD

Seven-item usefulness scaleb (0–42 points)c 28.5 5.4 28.7 4.3

1. Embracing BA (0–6) 2.73 0.76 3.23 1.01

2. Embracing MI (0–6) 3.39 1.12 3.60 1.19

3. Future use (0–6) 3.88 0.99 3.87 0.94

4. Mastering process (0–6) 5.12 1.25 5.17 0.95

5. Tool box (0–6) 3.71 0.94 3.40 0.93

6. Empathy (0–6) 4.47 1.19 4.30 0.87

7. Hopefulness (0–6) 5.32 0.88 5.10 0.80

a Number of enrolled outcome study patients treated.
b See description of separate items in Inline Supplementary Table 2.
c This section was answered by therapists who had begun to use MI/BA, at time of questionnaire 1 n = 34, and at time of questionnaire 2n = 30.

Table 1
Participants’ vocational education, questionnaire 1 (q1) and questionnaire 2 (q2).

Professional role Completed q1a Completed q2a Completed

both q1 and q2

Initiated use

of MI and BA by

the time of q1

Psychologist 3 (6.7%) 3 (10.0%) 3 (12.5%) 3 (8.8%)

Registered psychiatric nurse 32b (71.1%) 22 (73.3%) 18 (75.0%) 26 (76.5%)

Practical psychiatric nurse 10 (22.2%) 5 (16.7%) 3 (12.5%) 5 (14.7%)

All 45 (100%) 30 (100%) 24 (100%) 34 (100%)

a There was no difference in distribution of education level by questionnaire (q1 and q2).
b This number includes two cases with missing information.

L.H. Lindholm et al. / Evaluation and Program Planning 52 (2015) 182–188184



patients (n = 18). There was a trend level difference, with a more
positive change in perceived usefulness among those who had
treated study patients than among those who had not (p = 0.075,
Mann–Whitney U test). The change of embracing BA and MI
methods from q1 to q2 was evaluated by perceived need for
training in new approaches (at most ‘‘sometimes’’ n = 8 vs. at least
‘‘quite often’’ n = 16). Embracing MI was significantly more positive
among those who perceived less need for training in new
approaches than among those who perceived more need for
training (p = 0.045, Mann–Whitney U-test). Embracing BA did not
differ between the groups (p = 0.29, Mann–Whitney U test). The
number of study patients did not differ between the groups (q1:
p = 0.88, q2: p = 0.30, Mann–Whitney U test).

The sum of usefulness scores on q1 and q2, as well as the change
in sum scores between the two questionnaires were compared by
therapists’ professional background (work experience, level of
education, use of previous training in therapy skills, and perceived
need for additional training). The sum score in q1 was higher in the
group with greater perceived need for training in new approaches
(at most ‘‘sometimes’’ n = 13 vs. at least ‘‘quite often’’ n = 20)
(p = 0.015, Mann–Whitney U test), but the other profession-related
variables were not associated with the usefulness scores or the
changes in these.

4. Discussion

The aims of this study were to evaluate the involvement activity
and related background factors of psychiatric therapists in a
treatment development ODS program initiated by their employer.
We also assessed the perceived usefulness of psychosocial
interventions in the ODS program and evaluated the validity of
the questionnaire designed for this study. Level of education was
the only aspect of therapists’ background associated with
involvement activity in the early stage of the development ODS
program. As previous studies have shown contradictory results on
the effects of different therapist-related variables, such as work
experience or vocational education, we thought it was important
to take these into account. Therapists with higher education were
more active in beginning to use the new interventions. Notably, the
length of work experience and the use of previous training in
therapy skills or the perceived need for additional training in new
methods were not associated with involvement activity. Descrip-
tive analyses revealed that most of the participants had received
some additional training for psychotherapy after their vocational
education. This information was not taken into account when
analysing the program involvement activity, however, because of
the small size of the subgroups among the survey respondents. The
background information about earlier psychotherapy training was
used to improve the adjustment of the content of the intervention
training, e.g. the majority of participants had some earlier
experience of MI training, but only a few in BA methods. Self-
assessed embracing of MI strengthened slightly amongst those
therapists who reported a lower need for new therapy approaches
in the beginning, whereas no such change was seen in the group
who a reported higher need for new therapy approaches. A similar
association was detected when assessing the perceived overall
usefulness of the new interventions. The self-assessed embracing
of BA strengthened significantly with time amongst the whole
group, and none of the examined background factors was
significant in explaining this finding. The positive experience of
using new interventions was associated with using these with
patients in the outcome study, indicating that the activity of
being a promoter provided a positive usefulness experience. The
reliability and psychometric properties of the 7-item usefulness
questionnaire (see Inline Supplementary Table 2) appeared
satisfactory.

Fluttert, van Meijel, Nijman, Bjørkly, & Grypdonk (2010) studied
the implementation of the ‘‘Early Recognition Method’’ in 16 forensic
psychiatric wards using a study procedure and data collection
method quite similar to those used in this assessment of the ODS.
As we found in the ODS program, they found that work experience
was a non-significant factor for involvement activity. However,
education was not associated with involvement activity in the study
by Fluttert and colleagues, whereas we did find an association. The
sample used by Fluttert et al. (2010) was twice as large as the one
used in our study. Moreover, in their sample, the educational
subgroups were equal in size, so their non-significant finding for
level of education may be of higher relevance than our finding.

Anderson (2009) has completed a Cochrane review on the
implementation of substance use disorder interventions for
general health care practitioners. Our finding that work experience
did not affect implementation amongst nursing staff differs from
Anderson’s finding that less experienced trainee general practi-
tioners were more prone to embrace the interventions offered than
were trained general practitioners, whose approaches to work
were presumably more routinized. The different, even contrary,
results may be explained by differences in study settings and
samples. When analysing the results, we needed to apply a more
comprehensive implementation theory to explain the findings
better. Our original theoretical viewpoint was solely limited to
therapist- and training intervention-related variables. The CFIR
acknowledges that a diverse collection of factors affects the
implementation of treatment methods. This fact should lead to
careful multifaceted upfront planning and retrospective analyses
of development programs.

The ODS program was devised to fill the negative gap between
patient flow and treatment resources. The ODS program was
intended to diminish the gap by offering evidence-based inter-
ventions (MI and BA), which would help therapists to identify the
key points of the patients’ problems for focusing the treatment, as
called for by Drake et al. (2001). Successful implementation is
usually based on experience of relative advantage compared with
earlier ways of working (Damschroder et al., 2009; Chin & Gopal,
1995). Comparing trainee and trained cognitive behavior therapy
(CBT) therapists’ treatment outcomes, Forand, Evans, Haglin, and
Fishman (2011) found that therapists in training could offer
effective CBT, but more experienced therapists had better out-
comes when treating patients who were more severely ill. Offering
effective treatment allows the therapist to perceive the relative
advantage associated with the new approach and encourages the
trainee to continue to pursue the approach. This is in line with our
finding that attitudes progressed positively among the most
actively involved therapists. The items on our usefulness
questionnaire were formulated to explore factors (perceived
better state of empathy, hopefulness, etc.) that implicitly
characterized the relative advantage of the new methods (see
Inline Supplementary Table 2).

At this early state of the implementation, modest positive change
in the experience of applying the treatment model was found,
but, surprisingly, perceived relative advantage was not associated
with the practical activity of using MI and BA. The questionnaire
was designed to correspond to different aspects of relative
advantage of the new approaches, but it is possible that this
ambition has not been accurately reached. From their implementa-
tion study, Moser et al. (2004) concluded that program planners
often underestimate the amount of time necessary to achieve wide
range implementation of a new practice. For these reasons, we
believe that the mid-term survey will facilitate the final evaluation
of this program and planning of possible future programs. These
results will be analyzed and reported in separate papers.

The observed differences in reported usefulness sum scores and
the adoption of MI by perceived need for new approaches
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could mean that therapists with lower needs at the beginning of
the study perceived MI to provide a new and more effective
intervention to treat patients with substance abuse disorder, and
this may be why they were increasingly encouraged over time.
Therapists with higher needs at the beginning of the study might
have had overly high expectations about the possibilities of MI, and
their views might have become more realistic over time. This
possibility could not be verified on the basis of these study results,
but the theory about prerequisite relative advantage may explain
this phenomenon and thereby support this idea (Damschroder
et al., 2009). This finding might also be at least partly explained by
the phenomenon of regression to the mean, which would diminish
the relevance of this conception (Morton & Torgerson, 2005).

Our finding that the most involved therapists had a trend level
positive experience regarding MI/BA interventions is in line with
the conclusion of the study ‘‘Learning by Doing Something Else,’’
where task variation with the possibility to interrelate previous
and new know-how proved to enhance learning (Schilling, Vidal,
Ployhart, & Marangoni, 2003). The ODS program was expected to
enrich the active toolbox of doing therapy, offering new methods
with a high probability of filling this criterion.

This study has several features of developmental work research,
and, at the same time, the ODS program was imported from the top
down (Engeström, 2000). The ODS program was based on
knowledge of a gap between supply and demand of psychiatric
care, and the studies that usage of evidence-based practices with
wide coverage may, to some degree, ameliorate this discrepancy
(Cuijpers et al., 2011; Knekt et al., 2011). Owing to the motivation,
planning, and coverage of the ODS program, the approach and
design of education were decided at high levels of the organization
through a top-down design. However, participation in certain
workgroups, the final realization of the ODS program, was decided
within each unit. The basic idea was that employers share the
prospect of the gap and, especially, welcome offered solutions (i.e.,
the ODS project). The relatively small activity of answering the first
two implementation study questionnaires did not allow a careful
observation of the coverage of applying implemented interven-
tions, and the attitudes of a significant proportion of staff members
on these issues therefore remain unclear. According to Engeström
(2000), developments imported from above do not work in
hospital settings. As an alternative, he suggested the principles of
developmental work research, including involving employees in
noticing, formulating, and solving the problem within a given
frame. It is possible that these criteria were not completely fulfilled
for a variety of reasons.

In conducting an evaluation, the CFIR provides a multifaceted
framework to analyze the structure and process of the ODS program
(Damschroder et al., 2009). The five workgroups participating in
the ODS program represent five different micro cultures. Critical
viewpoints have been expressed regarding the ODS program
alongside the enthusiastic participation. The criticism we found
has motivated us to form some additional helpful questions about
the implementation process in accordance with the domains and
their subdivisions in the CFIR, to be taken into account in the final
assessment (see Inline Supplementary Table 3).

As the scope of this implementation study is a continually
developing program, the mid-term assessment also provides the
opportunity to evaluate the quality of study methods used so far.
At this stage of the ODS program, we became aware of the need to
collect data based on a more comprehensive theoretical viewpoint,
and also with a more sensitive tool to assess relative advantage. As
this paper focuses solely on single-user experience, the focus at the
final phase of the ODS program study has been broadened by
whole-team questionnaires, which cover the organizational factors
facilitating and inhibiting the success of implementation. Group
interviews of the program task force, organizational administrative

management and team leaders, are currently underway, as a
qualitative process based on a modified Rapid Assessment Process
(Beebe, 2005) and revised Socratic approach for health technology
assessment (Hofmann, Droste, Oortwijn, Cleemput, & Sacchini,
2014). All of the additional data will be collected during the spring
of 2015 and reported in two separate papers.

4.1. Limitations

The proportion of therapists who completed both of the first
two questionnaires is relatively small, and this may bias the
results. The lower education level group (practical psychiatric
nurses) was small and had more dropouts than the group with
higher education. A higher proportion of practical psychiatric
nurses’ work may be outside individual therapy (e.g., group
therapy), compared with the group with higher education. This
may impair practical psychiatric nurses’ activity for adopting new
approaches designed for individual therapy and for participating in
this kind of study. Job descriptions were not checked, so we could
not verify this hypothesis. The small-sized subgroups limited the
use of statistical methods and diminished the statistical power of
the observations. Multiple statistical methods were applied
according to the varied sizes of the subgroups.

The study questionnaires were collected anonymously to
maximize the participation rate. It was therefore not possible to
compare attenders and non-attenders afterwards, as non-atten-
ders can be regarded as having declined to participate. No further
conclusions can be made on the representativeness of the survey
sample to the broader group. The non-attenders were sent
questionnaires after each refresher seminar but this resulted in
only a few responses. The most likely reason for non-attendance is
the practical difficulties of staff in a single unit participating in the
same educational sessions. This detail was not taken into account
at the study planning phase.

The survey collection took place in specific educational
seminars. Those who attended therefore received more informa-
tion and training in the intervention, although the materials from
the refresher seminars were also available to non-attenders. This
could have some impact on the knowledge and practical skills of
those who attended, which will limit the generalizability of the
results in the full group trained in the intervention. This report
includes results up until the mid-term of the program, and the
findings of the final phase will be analyzed and reported later.

Self-report surveys, as were used in this study, may produce
biased responses that overestimate therapeutic competence and
activity (Perepletchikova & Kazdin, 2005; Brosan, Reynolds, &
Moore, 2008). Perepletchikova & Kazdin (2005) recommended the
use of direct tools (videotaping, observations) for assessment of
treatment integrity instead of indirect assessment (e.g. therapist
self-reporting). However, in large scale developing programs
like ODS, self-report scales offer a practical alternative for data
collection within the available resources. To maximize the validity
of the survey, we used test-retest data collection and performed
corresponding analyses. The use of direct assessments might have
resulted in even higher drop-out rates in the sample.

5. Conclusion

Evaluated approximately halfway to completion of the ODS
program, the most involved therapists, and possibly those who
have perceived the relative advantage associated with the new
intervention showed slightly positive indications for adopting MI/
BA. More appropriate instruments should be developed to uncover
perceptions of the relative advantage of new interventions.
Encouraging staff members with diverse means to begin using
new approaches as soon as possible after completing the education
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program is of primary importance. Careful emphasis should be
given to formulating the motivations and goals of the program
and, furthermore, to finding advanced ways to serve the staff
experience of co-creation. The effects of and relationships between
factors affecting an implementation process are more complex
than launchers of a development program can generally imagine at
the outset of the program. An advanced pre-analysis of the
implementation environment following a comprehensive imple-
mentation theory (e.g. CFIR), followed by the adaptation of a
program based on this analysis, may contribute to success and help
in the evaluation and then the development of the program.

6. Lessons Learned

As the goal of the project was to achieve pervasive coverage of
new practices, the main research hypotheses were quite easy to
formulate. The structure of the research questionnaires could be
developed in a relatively short period of time based on clinical,
educational and developmental working experience in the project
team. As the project progressed, the therapeutical alliance-
focused background appeared to be too narrow. At this stage,
the literature search identified several possible theories for this
kind of research, and CFIR was selected owing to its comprehen-
siveness. The evaluation of the study design and the mid-term
results using the CFIR suggested that the study design should also
include an organizational viewpoint, which was therefore added.

Lesson one. When starting to plan a development project, it is
important to identify a valid implementation theory, read it
thoroughly and compare your own ideas with it. It is human nature
to be over-optimistic about one’s own expertise and ideas
(Kahneman, 2011).

The challenge in this project was to implement a new clinical
model with wide regional coverage for examining and treating
patients. Each regional services team is a self-supporting unit with
a unique micro-culture. The most crucial aspect to be taken into
account in the ODS was therefore sensitivity to the implementa-
tion climate amongst the staff, ensuring engagement of the team
leaders and identifying program champions from the teams
(Damschroder et al., 2009).

Lesson two. In future projects, it would be helpful to take time
to evolve a specific strategy for engaging team leaders, ascertaining
their level of knowledge and their willingness and ability to
support their teams in everyday matters about the development
program. Again, it is human nature to hold onto one’s familiar
practices despite their possible demerits, and to change slowly
(Kahneman, 2011). At the mid-term of the program, a more
comprehensive background theory (CFIR) led us to plan and create
specific questionnaires to assess team leaders’ opinions and
attitudes on targets and practices in the developing programs.

All participants in the refresher seminars organized by the
project filled in the questionnaires. At best, about 50% of trained
staff participated in these seminar days. After each seminar day, the
questionnaires were also sent to those who had not participated,
resulting in only a few responses. The number of returned forms
remained disappointingly low, affecting the relevance of results.

Lesson three. To achieve a more comprehensive result, one
option would have been to ask staff to fill in the questionnaires
during the teams’ normal weekly meetings. It would also have
been helpful for a researcher to be available while staff were
completing the questionnaires.

Disclaimer

The study sponsor had no role in the study design, collection,
analysis, or interpretation of the data, or any other contribution.

Competing interests

All authors declare that they have no competing interests
related to this particular study.

Ethics approval

According to the principles agreed in the South Ostrobothnia
Hospital District, this implementation study of the ODS program is
exempt from ethics approval on the basis of the work being
primarily intended to improve regional care using evidence-based
practices and staff as study objects. Answering the questionnaires
was voluntary and participants were informed of the aim of the
questionnaires and that the data would be analyzed anonymously.
The local ethics committee has approved the outcome study of ODS
program.

Appendix A. Supplementary data

Supplementary data associated with this article can be found, in
the online version, at http://dx.doi.org/10.1016/j.evalprogplan.
2015.05.004.

References

Anderson, P. (2009). Overview of interventions to enhance primary-care provider
management of patients with substance-use disorders. Drug and Alcohol Review,
28, 567–574.

Baldwin, S. A., Wampold, B. E., & Imel, Z. E. (2007). Untangling the alliance-outcome
correlation: Exploring the relative importance of therapist and patient variability
in the alliance. Journal of Consulting and Clinical Psychology, 75, 842–852.

Beebe, J. (2005). Rapid assessment process. In K. Kempf-Leonard (Ed.), Encyclopedia
of Social Measurement (3rd ed., pp. 285–291). Dallas: Elsevier Inc.

Beidas, R. S., & Kendall, P. C. (2010). Training therapists in evidence-based practice:
A critical review of studies from a systems-contextual perspective. Clinical
Psychology: Science and Practice, 17, 1–30.

Brosan, L., Reynolds, S., & Moore, R. G. (2008). Self-evaluation of cognitive therapy
performance: Do therapists know how competent they are? Behavioural and
Cognitive Psychotherapy, 36, 581–587.

Brunette, M. F., Asher, D., Whitley, R., Lutz, W. J., Wieder, B. L., Jones, A. M., et al.
(2008). Implementation of integrated dual disorders treatment: A qualitative
analysis of facilitators and barriers. Psychiatric Services, 59, 989–995.

Chin, W. W., & Gopal, A. (1995). Adoption intention in GSS: Relative importance of
beliefs. DataBase for Advances in Information Systems, 26, 42–64. http://
dx.doi.org/10.1145/217278.217285

Cuijpers, P., Anderson, G., Donker, T., & van Straten, A. (2011). Psychological
treatment of depression: Results of a series of meta-analyses. Nordic Journal of
Psychiatry, 65, 354–364.

Cuijpers, P., van Straten, A., & Warmerdam, L. (2007). Behavioral activation treatments
of depression: A meta-analysis. Clinical Psychology Review, 27, 318–326.

Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J.
C. (2009). Fostering implementation of health services research findings into
practice: A consolidated framework for advancing implementation science.
Implementation Science, 4, 50.

Drake, R. E., Goldman, H. H., Leff, H. S., Lehman, A. F., Dixon, L., Mueser, K. T., et al.
(2001). Implementing evidence-based practices in routine mental health service
settings. Psychiatric Services, 52, 179–181.

Engeström, Y. (2000). From individual action to collective activity and back:
Developmental work research as an interventionist methodology. In P. Luff, J.
Hindmarsh, & H. Christian (Eds.), Workplace studies: Recovering work practice
and informing system design (pp. 150–166). Cambridge: University press.

Fluttert, F., van Meijel, B., Nijman, H., Bjørkly, S., & Grypdonk, M. (2010). Detached
concern of forensic mental health nurses in therapeutic relationships with
patients: the application of the early recognition method related to detached
concern. Archives of Psychiatric Nursing, 24, 266–274.

Forand, N. R., Evans, S., Haglin, D., & Fishman, B. (2011). Cognitive behavioral
therapy in practice: Treatment delivered by trainees at an outpatient clinic is
clinically effective. Behavior Therapy, 42, 612–623.

Haines, A., Kuruvilla, S., & Borchert, M. (2004). Bridging the implementation gap
between knowledge and action for health. Bulletin of the World Health
Organization, 82, 724–732.

Herschell, A. D., Kolko, D. J., Baumann, B. L., & Davis, A. C. (2010). The role of
therapist training in the implementation of psychosocial treatments: A review
and critique with recommendations. Clinical Psychology Review, 30, 448–466.

Hofmann, B., Droste, S., Oortwijn, W., Cleemput, I., & Sacchini, D. (2014).
Harmonization of ethics in health technology assessment: A revision of the
Socratic approach. International Journal of Technology Assessment, 30, 3–9.

L.H. Lindholm et al. / Evaluation and Program Planning 52 (2015) 182–188 187



Kahneman, D. (2011). Thinking, fast and slow. London: Penguin Books.
Knekt, P., Lindfors, O., Laaksonen, M. A., Renlund, C., Haaramo, P., Härkänen, T.,

et al. (2011). Quasi-experimental study on the effectiveness of psychoanalysis,
long-term and short-term psychotherapy on psychiatric symptoms, work
ability and functional capacity during a 5-year follow-up. Journal of Affective
Disorders, 132, 37–47.

Kraus, S. J. (1995). Attitudes and the prediction of behavior: A meta-analysis
of the empirical literature. Personality and Social Psychology Bulletin, 21,
58–75.

Lambert, M. J. (2005). Early response in psychotherapy: Further evidence for the
importance of common factors rather than ‘‘placebo effects’’. Journal of Clinical
Psychology, 6, 855–869.

Lundahl, B., & Burke, B. (2009). The effectiveness and applicability of motivational
interviewing: A practice-friendly review of four meta-analyses. Journal of
Clinical Psychology, 65, 1232–1245.

Morton, V., & Torgerson, D. J. (2005). Regression to the mean: Treatment
effect without the intervention. Journal of Evaluation in Clinical Practice, 11,
59–65.

Moser, L. L., DeLuca, N. L., Bond, G. R., & Rollins, A. L. (2004). Implementing
evidence-based psychosocial practices: Lessons learned from statewide
implementation of two practices. CNS Spectrums, 9, 926–946.

Perepletchikova, F., & Kazdin, A. E. (2005). Treatment integrity and therapeutic
change: Issues and research recommendations. Clinical Psychology: Science And
Practice, 12, 365–383.

Prytys, M., Garety, P. A., Jolley, S., Onwumere, J., & Craig, T. (2011). Implementing
the NICE guideline for schizophrenia recommendations for psychological
therapies: A qualitative analysis of the attitudes of CMHT staff. Clinical
Psychology & Psychotherapy, 18, 48–59.

Schilling, M. A., Vidal, P. P., Ployhart, R. E., & Marangoni, A. (2003). Learning by
doing something else: Variation, relatedness, and the learning curve.
Management Science, 49, 39–56.

Snyder, C. R. (1995). Conceptulizing, measuring and nurturing hope. Journal of
Counseling & Development, 3, 355–360.

Steinfeld, B. I., Coffman, S. J., & Keyes, J. A. (2009). Implementation of an evidence-
based practice in a clinical setting: What happens when you get there?
Professional Psychology: Research and Practice, 40, 410–416.

Lars Lindholm, MD is a psychiatrist in the outpatient unit in the Department of
Psychiatry, South Ostrobothnia Hospital District, Finland. His research is focused on
implementing evidence-based practices in psychiatry.

Antti Koivukangas, MD, PhD is the senior consultant in the Department of Psychiatry,
South Ostrobothnia Hospital District, Finland. His research interests cover alcoholism and
dual diagnosis as well as developing practical methods and interventions in psychiatry.

Antero Lassila, MD, PhD is the clinical manager of the Department of Psychiatry, South
Ostrobothnia Hospital District, Finland. He has served as a program leader for several
regional and nationwide psychiatric health care development programs in Finland, and
has also participated in international collaborations within the same field. His research
activities involve clinical outcomes and health care services studies within psychiatry.

Olli Kampman, MD, PhD is an associate professor of psychiatry in the School of
Medicine at the University of Tampere in Finland. His research interests cover phar-
macogenetics of mental disorders, patient adherence, and developing practical assess-
ment methods and interventions in psychiatry.

L.H. Lindholm et al. / Evaluation and Program Planning 52 (2015) 182–188188



EARLY ASSESSMENT OF IMPLEMENTING EB INTERVENTIONS

Inline Supplementary Table 1. The implementation procedure

•

•

•

•

•

•

•

•

•



Inline Supplementary Table 2. Questionnaire items on the usefulness of the education. 

Title Item

1. Embracing BA At what level have you noticed that you have embraced behavior 

activation (BA)?

2. Embracing MI At what level have you noticed you have embraced motivational 

interviewing (MI)?

3. Future use At what level do you predict you will use BA and/or MI after the end 

of the ODSa patient intake period?

4. Mastering process At what level have you noticed that BA and/or MI affect your ability 

to master the therapeutic process? (Confidence regarding the fluency 

and your expertise of the treatment.)

5. Tool box At what level have you noticed that BA and/or MI diversify your 

possibilities to modify the therapy according the patient’s needs? 

(Enriched tool box)

6. Empathy At what level have you noticed that BA and/or MI affect the patient 

experience you provide as an empathic therapist?

7. Hopefulness At what level have you noticed that BA and/or MI affect the 

atmosphere of hopefulness during the treatment?
a Ostrobothnia Depression Study 

Note: A 6-point Likert scale was used to score for each item having the following descriptors for 

response alternatives: 

Questions 1, 2 and 5: Not at all, slightly, modest, quite good, good, very good. 

Question 3: Not at all, seldom, sometimes, quite often, often, very often. 

Questions 4, 6 and 7: Obviously impair, moderately impair, slightly impair, slightly strengthen, 

moderately strengthen, obviously strengthen. 

In addition, a separate neutral option was used for questions 4, 6, and 7. 

 



EARLY ASSESSMENT OF IMPLEMENTING EB INTERVENTIONS 

Inline Supplementary Table 3. Supplementary questions based on the CFIRa that emerged as a 

reaction to the present results and feedback gained during interactive meetings with the 

participating staff. 

 

A 

Have those responsible for the ODSb program been aware of the apprehension among staff 

members about the ODS program’s main goal? 

What has been at the forefront in marketing the ODS program to the participants: 

1) Academic research or 2) improvement of care?  

1) If research is the main idea perceived by the staff, they may feel that they are 

involuntarily acting as study assistants. Although some may be interested in being 

involved in an academic evaluation, this view cannot be taken as the default in the 

case of clinical workers. In developmental work research, both research and 

development are involved, but development should be the primary goal (Engeström, 

2000). 

2) If improvement of care seems to be the main goal as understood by the staff, will 

this evoke the idea that “my previous work has been assessed as invalid” or 

alternatively “I’m needed by my employer to reach our shared goal?” 

 

B 
Have the team leaders of every workgroup been engaged in the ODS program? 

Not only the supportive attitude of the team leaders, but also their way of operating to 

enable staff members to apply the new approaches, have a very important role in the 

implementation process (Brunette, Asher, Whitley, Lutz, Wieder et al., 2008). 

 

C 
Has there been a program driver in every workgroup?  

In our view, the ODS program has been well enough resourced and supported by project 

staff. Along with this, a successful implementation also requires the presence of promoters 

within the workgroups (Damschroder, Aron, Keith, Kirsh, Alexander & Lowery, 2009). 

aConsolidated Framework for Implementation Research (Damschroder, Aron, Keith, Kirsh, 

Alexander & Lowery, 2009). 
bOstrobothnia Depression Study. 
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communicating and executing
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study of focus group interviews
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Abstract

Background: The Ostrobothnia Depression Programme (ODP) in Finland was intended to implement two
evidence-based brief psychotherapy interventions, namely motivational interview and behavioural activation, in
several regional psychiatric teams. A simultaneous effectiveness study was conducted. Considerable tension was
encountered between these two arms, causing resistance to change. We conducted a qualitative case study to
better understand this tension and to discuss how managerial and executive practices may ensure the successful
running of a hybrid design programme.

Methods: We conducted focus group interviews to evaluate the phases of preparation and practical execution of
the ODP from the perspectives of management and the programme executives. To gather the data, we applied the
revised Socratic approach for health technology assessment and focus group interviews. We analysed the data
deductively according to the Normalization Process Theory.

Results: We identified two main critical issues: (1) The ODP programme plan ignored the team leaders’ crucial role
in influencing the implementation climate and mobilizing organizational strategies. The ODP had a simplistic top-
down design with minimal and delayed collaboration with its target groups in the preparation phase. (2)
Incongruence occurred between what the project group had explicitly communicated about being the spearhead
of the ODP and what they then actually enacted. These two issues caused tension between the implementation
efforts and the effectiveness study as well as resistance to change among the staff.

Conclusion: Early, open collaboration with all prospective stakeholders towards a shared understanding about the
programme is the first action the programme administrators should take. Agreement on goals and the means to
achieve them would lower tension between the two arms of a hybrid design programme, thereby reducing
resistance to change. Congruence between the goals communicated and the actual managerial and executive
actions is of paramount importance in getting the programme recipients on board.
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design, Normalization Process Theory, Focus group interview
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Background
Quality improvement is the main aim of a
programme for implementing an evidence-based treat-
ment (EBT) in the context of a health care
organization [1]. The ultimate intended beneficiaries
are the patients. The key challenge for programme
administrators is to develop a programme plan en-
couraging frontline treatment providers to incorporate
the EBT into their routine practices [2]. Several
theory-based implementation models or frameworks
were constructed to facilitate the work [3–9].
Several determinants for the acceptance of an imple-

mentation programme have been identified [5, 10].
These include top-down vs. bottom-up programme de-
sign, early vs. late collaboration with each stakeholder
group, and the leaders’ reactions to various manifesta-
tions of readiness for change among the relevant
personnel [11–13]. The role and performance of leader-
ship have been reported to be critical for the success of
a programme and also for sustaining its outcomes [2,
14–16]. The factors above, in turn, have an influence on
the implementation climate, by which we mean the
shared receptivity of the staff involved [5]. ‘Programme
theory’ is a concept that refers to an individual idea
about what might be achieved and by which interven-
tions or operations in a given context [17]. This theory,
in turn, guides those responsible for the programme in
designing the programme plan. They may accomplish
this work either heuristically, relying on their previous
experience and expertise, or then methodically, ground-
ing their design in a theory-based framework or model,
or then a combination of these [7].
Ensuring that an intervention continues to be effective

throughout an implementation programme is a funda-
mental concern [18]. Conducting effectiveness-
implementation hybrid design studies is a rising and much

advocated approach to address this concern [19, 20]. In
such a study, these two arms run concurrently. Hybrid de-
sign studies are likely to expose the potential tensions in-
herent in real-world implementation processes of EBTs
and their impacts on their application [21, 22]. For in-
stance, some elements of the original intervention may re-
quire adjustment to the real-world setting, thereby risking
impaired efficacy [21]. This lends support to the call for
increasing the application of hybrid designs to gather
more clinically quality-controlled knowledge on imple-
mentation efforts [23, 24]. However, not enough is known
about possible procedural tensions between effectiveness
studies and implementation efforts in naturalistic settings
and this gap needs to be addressed.
The administration of the psychiatric department of

South Ostrobothnia Hospital District in Finland launched
the Ostrobothnia Depression Programme (ODP) [25]. The
main goal was to bring about a change in the clinical prac-
tices to bridge the gap between the resources available
and the increasing demand for treatment for depressive
patients. The ODP carried out both the implementation
programme and the effectiveness study for two evidence-
based brief psychotherapy interventions, namely motiv-
ational interviewing (MI) and behavioural activation (BA)
[26, 27]. A quantitative evaluation of the implementation
programme showed that a third of the target group were
active adopters of MI and BA [28]. The effectiveness study
yielded positive results [29].
Earlier evaluations of the ODP implementation were

conducted among the frontline therapists, the intended
adopters of MI and BA. In the summative evaluation,
the implementation outcome only reached a third of the
target group. It also revealed that the ODP lacked strat-
egies for sustaining and scaling up the implementation
outcomes in the long term [28]. This was attributed in
part to the weak role of the team leaders in the
programme execution and was strengthened in the
mixed-methods evaluation of the influence of different
organizational- and programme-related factors (Lind-
holm et al., submitted). In addition, considerable resist-
ance to change was encountered in some of the
participating teams while others welcomed the ODP.
These observations led us to augment the overall evalu-
ation qualitatively with a special focus on the managerial
and executive processes. We hypothesized that these so-
cial processes in designing and executing the ODP
would explain the tension related to conducting the hy-
brid design programme. This case study was to test our
hypothesis. We also discuss how the information ob-
tained could be considered on future programmes.

The ODP
The hospital district in charge of the ODP is responsible
for the provision of public specialized health care

Contributions to the literature

� Our results reveal a risk of tension between the simultaneous

implementation efforts and the effectiveness study.

� It is important to systematically maintain the balance

determined between the two arms of a hybrid design

programme.

� We identified two contrasting ways of responding to the

same programme and explain and discuss their implications.

� We contribute to what is known about the need for early

collaboration with every stakeholder group of a programme

to motivate their readiness for change.

� We found the Revised Socratic Approach for Health

Technology Assessment a feasible instrument, also for

assessing immaterial heath technologies.
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services to a population of 200,000. The ODP ran during
the period 2009–2013. It was a regional programme
comprising two integrated subprogrammes: the Ostro-
bothnia Depression Study (ODS) and related Implemen-
tation Programme (ODS-I). The ODP was aimed to
encourage frontline therapists to implement MI and BA
and to recruit patients for an effectiveness study of these
interventions. Thus, the ODP had a hybrid effectiveness-
implementation design, although the term was not used
as the ODP was launched a few years before the term
was introduced [19]. Participation in the training in MI
and BA and in applying them in everyday work did not
constitute commitment to recruiting patients for the ef-
fectiveness study. However, this was intensely encour-
aged. The programme resources are presented in Fig. 1
and the therapists’ tasks regarding the effectiveness study
in Table 1.
The goal to develop clinical practices to meet the in-

creasing flow of depressive patients was initiated by the
hospital district administration. The clinical director of
the psychiatric department assembled a project group to
elaborate a programme for this purpose. In addition to the
clinical director (MD, PhD), the project group comprised
principal and associate programme executives (a professor
of psychiatry and a registered psychologist, respectively)
and a senior consultant (MD, PhD), all of them perman-
ently employed in the hospital district. They deemed an
effectiveness study important for the quality control of the
innovation. For the execution, the project group was rein-
forced with two assisting research nurses.

Methods
The unit external to the ODP managing organization
was excluded from the present study in order to focus

the evaluation on intra-organizational processes. We col-
lected the present data in March 2015, 16 months after
the end of the ODP. The time gap was because the ana-
lyses of the final summative inquiry and mixed-methods
study, both administered to the frontline therapists in
spring 2014, revealed a need to complement our under-
standing about administering of the ODP. The present
authors’ connections to the ODP and the present study
are presented in Table 2. Also, their connections to the
managing organization and their mutual professional re-
lationships are presented in Additional File 1. In report-
ing the study, we adhered to the 32-item checklist of
consolidated criteria for reporting qualitative studies
(COREQ), which is presented in Additional File 2 [30].

Setting
Formation and description of the study group
We assembled the study group according to the pur-
poseful sampling strategy ‘complete target population’
[31]. We emailed the invitation to the whole ODP pro-
ject group and all team leaders of the target units, 14 in-
dividuals in total. Only one recipient, involved in the
project group, declined the invitation due to compelling
personal reasons, thus resulting in a study group of 13
individuals. We informed the study group in advance
about the purpose, setting and course of the study as
well as the principles for handling the data. This in-
cluded information about the videotaping of the inter-
views and the assurance that no interviews would be
transcribed due to the sensitive nature of the material
and further the assurance that each participant’s identity
would be protected as far as possible during processing
and utilization of the information obtained. Recipients
were assured that participation in the study was

Fig. 1 Programme resources allocated to the Ostrobothnia Depression Programme. Attending training was the only prerequisite for a therapist to
be regarded as ODP enrolled. Superscript letter ‘a’ indicates 1-day training workshops for both behavioural activation and
motivational interviewing
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voluntary and would in no way affect their status within
the organization. All members of the study group gave
verbal consent to participate.
The study group was divided into two focus groups

(FG 1 and FG 2) according to each member’s relation to
the ODP: FG 1 comprised the project group and FG 2
team leaders (for more detail, see Table 2). All members
of the study group and the researchers had been per-
manently employed in the organization for years before
the launching of the ODP; thus, their relationship was
established prior to the present evaluation.

Interview protocol and guides
We interviewed FG 1 twice (FGI 1.1 and FGI 1.2)
and FG 2 once (FGI 2) (Fig. 2). The iterated inter-
view with FG 1 was to involve the project group re-
flexively in appraising the data obtained so far and
completing the description of ODP processes. This
was done to ensure richer and more accurate data.

Each interview lasted 3 h and was divided into two
parts with a short break between them. Four mem-
bers out of five in FG 1 and five out of eight in FG
2 attended the group interviews in person. Four in-
dividuals were unable to attend the group interviews
in person due to pressure of work but provided the
desired information in alternative ways: The FG 1-
enrolled associate executive was interviewed separ-
ately immediately after FGI 1.1, and the information
obtained was included in the respective report. One
FG 2-enrolled person provided written feedback be-
fore FGI 2, and this information was presented to
FG 2 during the interview. The remaining two FG 2-
enrolled people who were unable to attend in person
had discussed the issues beforehand with their at-
tending colleague.
We compiled two interview guides: the first for the in-

terviews with FGI 1.1 and FGI 2 and the second for the
interview with FGI 1.2. The first interview guide covered

Table 2 Participants’ various relations to the study and manuscript

Relation to the study Role in the
interviews

Relation to drawing
the final results

Relation to the
manuscript

Main researcher Interviewer Main First author

Collaborating researcher Secretarya Collaborating Second author

Study group

Focus group 1/the project group, five members

Clinical director of the psychiatric department Informant Acceptance Third author

Principal designer and executive of the programme, prof. in psychiatry Informant Acceptance Fourth author

Associate designer and executive, reg. psychologist Informant Acceptance None

Two assisting research nurses Informants Acceptance None

Focus group 2/team leaders, eight members

Eight people, both psychiatrists and registered nurse Informants None None
aThe collaborating researcher had to be excluded from the interview of focus group 2 due to her managerial relation to its nurse members, so the main
researcher also took notes while interviewing. The notes were checked afterwards against the videotapes

Table 1 Tasks for a therapist regarding the Ostrobothnia Depression Programme-related effectiveness study. The doctors were
responsible for diagnostics and medication. Patients referred to psychiatric secondary services because of depressive symptoms,
anxiety, self-destructiveness, insomnia and alcohol or other substance-related problems were screened for recruitment. The inclusion
criterion was 17 points in Beck Depression Inventory, 21-item (BDI-21), but patients with psychotic disorders or organic brain disease
were excluded

Patient’s first visit to a unit/therapist Recruitment
- Giving information about the study
- Requesting a written informed consent
After the consent
- Filling in a three-page patient data form
- Performing a structured patient assessment (BDI-21, AUDIT, alcohol dose counter form, GAF, MINI-C)
- Filling in a referral to laboratory tests

During the treatment Every 2 weeks
- BDI-21
When necessary
- CIWA-Ar
- Patient follow-up form after detoxification
- Study discontinuation form

AUDIT, Alcohol Use Disorder Identification; GAF, Global Assessment of Functioning; MINI-C, Mini International Neuropsychiatric Interview, module C for assessment
of suicidality; CIWA-Ar, Clinical Institute Withdrawal Assessment for Alcohol Scale
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five topics that we considered to require in-depth evalu-
ation. These topics were the underlying motives and in-
tentions of the ODP, its management, the perspectives
of the participating units and the interests of the individ-
uals conducting the present evaluation and creating a
quick vision for future developments. The actual

questions to be asked during the interview were selected
and adapted from the Revised Socratic Approach for
Health Technology Assessment [32]. This approach is
presented more specifically in Additional File 3, and the
creation of the first interview guide is presented in more
detail in Additional File 4, Table A. The second guide,

Fig. 2 Setting for the iterative semi-structured focus group interviews and gathering the raw data. Abbreviations: FG 1 focus group 1, FG 2 focus
group 2, FGI 1.1 the first interview with FG 1, FGI 2 interview with FG 2, FGI 1.2 second interview with FG 1
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for the interview with FGI 1.2, was composed to ensure
rich and valid data in collaboration with those respon-
sible for the ODP (see Additional File 4, Table B).
While creating the interview protocol and guides, the

first author had reflective discussions about the mission
and procedure with the collaborating researcher, the
clinical director and the principal programme executive.
Due to the setting, we had no opportunity to pilot the
interview protocol and guides in practice.

Forming the raw data
As a base, we had the technical data on the ODP compris-
ing the implementation plan of ODS-I [28], the research
plan of the ODS including the protocol for data collection
(Table 1) and total executive resources in ODP (Fig. 1).
We gathered the supplementary information through an
iterative and collaborative process in the FGIs. Finally, we
wrote one, rich narrative on administering the ODP,
which served as the raw data. See more detail in Fig. 2.

Qualitative content analysis
The case of our study was the process of running the
ODP all the way from its rationales to its completion,
and the unit of analysis was the narrative that served as
the raw data [31]. We analysed the raw data through de-
ductive qualitative content analysis [33] guided by
Normalization Process Theory (NPT) [34, 35]. The NPT
is presented more specifically in Additional File 3 and
the coding frame in Additional File 5. Our analysis and
extracting the results progressed in four steps: First, we
encoded the raw data using different colours and reorga-
nized it according to the main categories. Second, we re-
encoded and organized the data further according to the

subcategories. We reviewed the relevance of the encod-
ing during the two first steps and readjusted when
needed. Third, we condensed and rewrote the informa-
tion contained in the encoded text pieces into a fluent
narrative in terms of each subcategory. Fourth, we ex-
tracted the relevant information in terms of our hypoth-
esis from the data analysed, thereby providing the results
of the present study.
The first author performed the coding and extracted the

results in close consultation with the second author. Finally,
we presented the results to the members of FG1 for ap-
praisal and possible amendments. They suggested some re-
finements and, after these had been made, they accepted
the results presented below. The analysis of the data was
processed manually with assistance of Word for Mac 2011.

Results
Two main critical issues emerged, which we interpreted
to shed light on the friction encountered during the
ODP: (1) The programme theory was grounded on the
conception that the goals of the ODP were feasible by
addressing programme strategies almost exclusively to
frontline therapists (Fig. 1). To the frontline therapists
focusing strategy was based on the idea of learning by
doing. The programme theory was purely heuristic and
implicit and was not tested against any formal imple-
mentation theory or model. Those who designed the
ODP drew on their previous experience of administering
developmental programmes and also on their peda-
gogical expertise and experience of serving as trainers.
In addition, they had individual experience of their own
training in psychotherapy having a positive impact on
mastering clinical work (Fig. 3). (2) Right from the

Fig. 3 Presumed cascade of the impacts of the Ostrobothnia Depression Programme at the level of the individual therapist
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outset, there was tension between the simultaneously ad-
ministered implementation programme and the effect-
iveness study. Although the programme executives
explicitly articulated that implementation and quality
improvement were the primary intention, the ambitions
related to the effectiveness study practically outstripped
those of the implementation programme. The results
underlying these two issues are next presented in more
detail.

Lack of involvement of key stakeholders
The reasoning and determination of the ODP goals
were constructed mostly at a high level in the
organization (Table 3). Prior to the ODP, the clinical
director was aware of increasing distress among the
frontline personnel due to accelerating patient flow,
and the ODP was launched to tackle the problem.
The project group included no lower level leaders or
frontline therapists from the intended target group.
The team leaders were not invited until the phase of
finalizing the programme plan. The primary goal the
project group had set for the ODP was to achieve
quality improvement in clinical practices. However, in
the experience of the team leaders, the preparatory
process had proceeded one-way, top-down, which
they considered to be a deviation from the normal
collaborative two-way managerial practices adhered to
while preparing organizational strategies. They saw
one-way preparation as a normal and acceptable prac-
tice for research programmes. In addition, in the
name of the programme, the term ‘study’ preceded
the term ‘implementation’, which, they said, strength-
ened their perception that the research was accorded
priority. In summary, the specification of the ODP
was not a collaborative effort between various

stakeholders, who thus achieved no shared under-
standing about the emphasis between the two
endeavours.

Deficient consideration for readiness for change in
recruitment efforts
Participation in the ODP was originally voluntary for the
units invited, at least in principle. Not all psychiatric
units of the hospital district were invited. The invitations
were targeted according to two criteria: (1) the clinical
director’s impression of the positive readiness for change
in the units and (2) the number of patients needed for
the effectiveness study. The largest unit was invited ac-
cording to the second criterion only, that is, to satisfy
the needs of the research. Since the largest unit initially
declined, they were persuaded to participate after a 1-
year delay. The other units accepted the invitation at the
first step. In summary, involving the largest unit in the
ODP was fundamentally incongruent with the first invi-
tation criterion, i.e. readiness for change, and actual will-
ingness to participate on the part of the staff.

Absence of buy-in among key stakeholders
Most of the voluntarily participating units’ team leaders
saw the ODP as an opportunity to learn something new
and to review the prevailing treatment practices, al-
though they still saw it primarily as a research
programme. The reception of the ODP between units
varied from welcoming it, through confusion, to consid-
erable resistance. The programme executives identified
one team where the collaboration had been smoothest.
The ideas in the ODP were congruent with the team’s
own ideas, which they had already been working with.
By contrast, considerable resistance arose in the largest
unit, which had initially been reluctant to participate. In

Table 3 Preparation of the Ostrobothnia Depression Programme (ODP) and stages of involving different stakeholder groups

Stakeholder Stage Description

The project
groupa

I Identifying and analysing the problem to be
tackled

Obstructed patient flow and difficulties in work management.

II Defining the goals 1. Speed up the treatment process by increasing delivery of brief therapies
2. Increase application of the integrated treatment model to make up for
the deficit in the treatment of dual diagnosis patients
3. Measure the effectiveness of the treatment model
4. Improve the work well-being of the staff by strengthening their work
management

III Preparation of the programme plan a. Determining the criteria for selecting the interventions to implement
b. Determining the criteria for inviting the units to participate
c. Designing the treatment model
d. Designing the implementation plan
e. Designing the protocol for the effectiveness study

The project group
and team leaders

IV Finishing the programme plan a. The project group consulted the team leaders a few times for
amendments
b. The plan was modified slightly in terms of practical execution
according to the comments

aThe project group = the clinical director of the department of psychiatry, the principal and associate executives of the ODP and a senior consultant, and for
execution, the group was reinforced with two assisting research nurses. They were all permanently employed in the main target organization
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addition, a previously unarticulated confusion about the
ultimate intentions of the ODP was eventually articu-
lated. Tackling the resistance greatly depleted the execu-
tives’ resources. The team leader of this unit deemed the
goals for the ODP to be relevant but considered that the
change aimed at was too ambitious to be loaded on one
programme. Moreover, the team leader appraised mer-
ging programmes for implementation and clinical re-
search as an improper setting to reach the goals.
Despite enrolment in the ODP at the level of units, the

enrolment of the therapists in the training varied widely
between the units. At best, all the therapists of one unit
completed the training. At worst, only one or two thera-
pists of a unit joined in, including one temporary substi-
tute. Some of the units assigned more therapists to the
training later on and some of them were motivated
mainly by the hope of simply getting the ODP over and
done with. In summary, despite the participation, col-
lective inclination to work on the ODP varied widely
across units between adherence and resistance. Two es-
sential manifestations of this tension were identified: the
therapists’ enrolment in the training varied across units
from poor to comprehensive and the motivation of some
therapists joining at a later stage was dubious.

Participant withdrawal and turnover
Due to at least two reasons, the number of patients to
be recruited for the effectiveness study was accumulated
more slowly than anticipated: (1) some of the initially
keen therapists got tired in the course of the programme
and withdrew and (2) staff turnover cut down the num-
ber of ODP-trained therapists. Recruiting patients began
to accumulate on fewer shoulders, which caused stress.
The question, ‘when will this be over?’ arose among the
therapists. In summary, the accumulation of workload
biased progressively as the ODP proceeded, resulting in
programme fatigue.

Failure to focus on implementation effort
Some positive experiences in the early phase encouraged
the programme executives to think that the strategies
applied in the ODP had the potential to bring about the
desired cultural change in treatment practices at the
level of the entire department. However, they became
hesitant as the programme proceeded, partly because
they noticed that patient recruitment for the effective-
ness study occupied too large a role and the idea of im-
plementation faded. The team leaders had a shared
perception that the concurrent running of the imple-
mentation and clinical research programmes caused
confusion among the therapists. The number of patients
needed for the effectiveness study was intended not only
to ensure the strength of the study but also a sufficient
amount of practice needed to consolidate skills in BA

and MI. The drive to satisfy the scientific interest esca-
lated as the ODP proceeded, and this exacerbated the
therapists’ sense of pressure, which further increased
their negative perception of the ODP. In summary, en-
thusiasm for the implementation declined and the effect-
iveness study gained in significance as the ODP
progressed, which jeopardized achieving the original goal
of extensive implementation of BA and MI.

Discussion
Our analysis revealed two key factors and related phe-
nomena, which helped to understand the course of the
ODP: (1) The programme theory. This was based on the
project group’s experience of previous developmental
programmes and expertise in training. In addition, they
assumed that the ODP goals would be feasible by ad-
dressing the programme strategies almost exclusively to
the frontline therapists. This assumption in particular
led to a too narrow programme theory, which ignored
the team leaders’ crucial role in influencing the imple-
mentation climate and mobilizing organizational strat-
egies [2, 15]. (2) Coherence between what was explicitly
communicated and what was practically accomplished
on a programme. The ODP was communicated primar-
ily as an implementation programme for EBTs. However,
the target teams perceived that research was prioritized.
These two main findings establish our hypothesis that
practices of administering the ODP laid the programme
open to tension between the implementation efforts and
the effectiveness study encountered right from the be-
ginning. However, the results provided us with two entry
points to discuss the preferable measures of the man-
agerial and executive practices enabling a hybrid design
programme and overcoming resistance to change.
A programme theory is an individual compilation of

beliefs as to what a programme might achieve and by
what means [17]. These beliefs determine the practical
actions that the programme administrators will take.
While building an evidence-based programme theory,
the heuristic ideas are tested and complemented accord-
ing to some appropriate framework or model [7]. In an
optimal case, the programme theory will be resilient and
elaborated in early collaboration with the intended
programme addressees [17]. Contrary to this, the ODP
programme theory was built heuristically only and at a
high organizational level and the team leaders were only
brought in at a later stage. The Consolidated Framework
for Implementation Research (CFIR) is a determinant
framework that provides a panel of 39 evidence-based
factors, disposed under five domains, impacting the suc-
cess of an innovation implementation [5, 36]. Reflected
against the CFIR, the ODP programme theory ignored
the determinants of ‘tension for change’, ‘learning cli-
mate’ and ‘leadership engagement’. Taking these into
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account would have induced early collaboration with
both team leaders and frontline therapists to pursue a
communal specification of the ODP. Indeed, early
collaboration may initially cause the start-up of a
programme to be more complex and time-consuming
and, consequently, require more resources. However, such
investments may be recouped later on in terms of less re-
sistance and smoother-running programme [2, 14, 37].
Coherence in communication and executive actions is

of paramount importance. Regarding the ODP, the funda-
mental lack of coherence emerged in terms of the ques-
tion of the primary goal. This is closely related to the lack
of early collaboration between different stakeholders re-
ported in the previous paragraph. The ODP was commu-
nicated as being essentially an EBT implementation
programme. However, the mode of preparation caused
the target teams to regard it primarily as an effectiveness
study. Inducing the largest unit to participate primarily to
ensure the strength of the effectiveness study and ignoring
the first criterion of inviting the units, i.e. the readiness for
change, conveyed a non-verbal message inconsistent with
what had initially been articulated. Moreover, towards the
end of the ODP, satisfying the patient count needed for
the effectiveness study over-rode the idea of implementa-
tion. These phenomena also caused and exacerbated mis-
understandings between the various stakeholders. In spite
of this, one team found the ODP to be consistent with
their own developmental efforts in the past, which was
also apparent in their positive readiness for change. This
led them to the conclusion that the ODP provided them
with an opportunity to improve their professional capabil-
ity, which, in turn, supported their cognitive participation
in the ODP [34]. The negative experience arose from the
conviction that connecting the implementation of two
EBTs and their effectiveness study was too much, which
exacerbated an already unreceptive climate. This fuelled
the perception that the two arms of the ODP were in
competition with each other, which culminated in a sense
of administrative pressure. Furthermore, this caused frus-
tration and rejection among the staff, which can be seen
as negative manifestations of cognitive participation and
collective action according to NPT [34].
Studying the effectiveness of an EBT in connection with

its implementation programme serves as a clinical quality
control and ensures movement in the right direction [1, 10,
18, 21]. This was also one reason for the hybrid design in
the ODP. Additionally, the effectiveness study was assumed
to prompt the therapists to actively adopt the EBTs and
thus ensure the accumulation of a sufficient amount of clin-
ical practice for acquiring skills in the EBTs. Consequently,
in principle, the implementation programme had priority.
However, the ODP was inherently contradictory in terms
of the priority order of the two objectives loaded on it,
which caused confusion. Such a situation was likely to lead

to a perception that the different objectives were actually
competing against each other [10]. Adjusting the ODP as a
whole with respect to the teams’ varying reactions regard-
ing the implementation climate would also have entailed
adjustments in administering the effectiveness study.

Strengths and limitations
We reached all but one out of the intended informants
since we accepted other ways of providing information than
only individual attendance at the FGIs, which ensured
obtaining a wide range of opinions. On the other hand, one
more iteration with both FGs and inviting a third focus
group from the frontline therapists would have provided us
with richer data. Also, in not transcribing the interviews,
we deviated from the conduct of the conventional qualita-
tive interview study. We made this decision as we were in-
terested in the data verbally articulated, not the non-verbal
data. These restrictions enabled us to keep the research
process within our resources. In spite of these limitations,
we consider that we reached our goal to scrutinize the so-
cial processes related to the ODP and thus identify the risks
inherent in conducting an effectiveness study in connection
with an implementation programme. We state that the
NPT was an appropriate tool for the purpose. In addition,
we extended the existing knowledge about the need to en-
sure early collaboration with every stakeholder group.

Fidelity of the data
Special attention was paid to the general atmosphere during
the FGIs and to ensuring that the data articulated on the
questions of interest was clearly expressed [38]. During the
interviews, a free and frank dialogue was achieved, where
both disagreement and consensus within and between the
groups were accepted. A report on each FGI was written
only a few days after the interview and sent for confirm-
ation to each participant in the FGI concerned. All reports
were approved as such. In addition, the facilitator checked
the reports by watching the videotaped interviews and no
new substantive information was detected although some
amplificatory and descriptive details, e.g. quotations, were
indeed picked up. The foregoing serves to verify the true
correspondence between the essential contents of the FGIs
and the raw data. In addition, the members of the FG1
reviewed the present results section, which was amended
according to the feedback.

Conclusion
Early, open collaboration with all intended stakeholders for
pursuing a communal specification, i.e. a shared under-
standing, about the programme is the first action
programme administrators should take on launching an
EBT implementation programme. This has a direct link to
the programme theory about what the programme has the
potential to reach and how. Early collaboration would have
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improved the mutual understanding among the stake-
holders and helped the administrators to take all relevant
aspects into account. Congruence between what the
programme administrators communicate and what they ac-
tually do is the second thing to be strictly adhered to
throughout the programme. This is crucial to avoid confu-
sion regarding the ultimate mission of the programme. Hy-
brid design programmes have the potential to achieve
quality-controlled outcomes in implementing health care
innovations or reforms. However, they require careful at-
tention to keeping the balance consistent between the pro-
gramme’s primary mission and the effectiveness study. This
and early collaboration are principles the clinical managers
and programme executives should adopt to enable the im-
plementation of health care innovations or reforms and to
overcome resistance to change.
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The authors’ professional relations to ODP, the organisation and each other  
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Consolidated criteria for reporting qualitative studies (COREQ): a 32-item checklist 
 
Adopted form Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research: A 
32-item checklist for interviews and focus groups. Int J Qual Heal Care. 2007;19(6):349–57. 

 

No Item Guide questions/description Reported on page 

DOMAIN 1: RESEARCH TEAM AND REFLEXIVITY  

Personal Characteristics  

1. Interviewer/facilitator Which author/s conducted the interview or 
focus group? 

7 (Table 2) 

2. Credentials What were the researcher’s credentials? E.g. 
PhD, MD 

Additional File 1 

3. Occupation What was their occupation at the time of the 
study? 

8 (Setting) 

4. Gender Was the researcher male or female? Additional File 1 

5. Experience and training What experience or training did the 
researcher have? 

Additional File 1 

Relationship with participants  

6. Relationship established Was a relationship established prior to study 
commencement?  

8 (Setting) 

7. Participant knowledge of 
the interviewer  

What did the participants know about the 
researcher? e.g. personal goals, reasons for 
doing the research 

8 (Setting), 
Additional file 1 

8. Interviewer 
characteristics 

What characteristics were reported about the 
interviewer/facilitator? e.g. bias, 
assumptions, reasons and interests in the 
research topic 

Additional File 1 

DOMAIN 2: STUDY DESIGN  

Theoretical framework  

9. Methodological 
orientation and Theory  

What methodological orientation was stated 
to underpin the study? e.g. grounded theory, 

9-10 (Methods), 
Additional File 3 



Qualitative process evaluation of ODP_Lindholm et al. 
Additional File 2 

discourse analysis, ethnography, 
phenomenology, content analysis 

Participant selection    

10. Sampling How were participants selected? e.g. 
purposive, convenience, consecutive, 
snowball 

8 (Setting) 

11. Method of approach How were participants approached? e.g. 
face-to-face, telephone, mail, email 

8 (Setting) 

12. Sample size How many participants were in the study?  8 (Setting) 

13. Non-participation How many people refused to participate or 
dropped out? Reasons? 

8-9 (Setting) 

Setting 

14. Setting of data 
collection 

Where was the data collected? e.g. home, 
clinic, workplace 

N/A 

15. Presence of non-
participants 

Was anyone else present besides the 
participants and researchers? 

N/A 

16. Description of sample What are the important characteristics of the 
sample? e.g. demographic data, date 

7 (Table 2), 
8 (Setting) 

Data collection  

17. Interview guide Were questions, prompts, guides provided by 
the authors? Was it pilot tested? 

7 (Table 2) 
10 (Setting),  

18. Repeat interviews Were repeat interviews carried out? If yes, 
how many? 

8 (Setting), 
9 (Figure 2) 

19. Audio/visual recording Did the research use audio or visual 
recording to collect the data? 

8 (Setting), 
18 (Fidelity of the 
data) 

20. Field notes Were field notes made during and/or after 
the interview or focus group? 

7 (Setting) 

21. Duration What was the duration of the interviews or 
focus group? 

8 (Setting) 



Qualitative process evaluation of ODP_Lindholm et al. 
Additional File 2 

22. Data saturation Was data saturation discussed? 17 (Strengths and 
limitations) 

23. Transcripts returned Were transcripts returned to participants for 
comment and/or correction? 

9 (Figure 2), 
18 (Fidelity of the 
data) 

DOMAIN 3: ANALYSIS AND FINDINGS  

Data analysis  

24. Number of data coders How many data coders coded the data? 10 (Qualitative 
content analysis) 

25. Description of the 
coding tree 

Did authors provide a description of the 
coding tree? 

Additional File 5 

26. Derivation of themes Were themes identified in advance or derived 
from the data? 

9 (Setting) 

27. Software What software, if applicable, was used to 
manage the data? 

11 (Qualitative 
content analysis) 

28. Participant checking Did participants provide feedback on the 
findings? 

9 (Figure 2), 
18 (Fidelity of the 
data) 

Reporting  

29. Quotations presented Were participant quotations presented to 
illustrate the themes/findings? Was each 
quotation identified? e.g. participant number 

N/A 

30. Data and findings 
consistent 

Was there consistency between the data 
presented and the findings? 

10-11 (Qualitative 
content analysis) 

31. Clarity of major themes Were major themes clearly presented in the 
findings? 

11-14 (Results) 

32. Clarity of minor themes Is there a description of diverse cases or 
discussion of minor themes? 

11-14 (Results), 
16-17 (Discussion) 
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DESCRIPTIONS AND RATIONALE BEHIND OF TWO INSTRUMENTS 

 

Revised Socratic Approach for Health Technology Assessment 

The Revised Socratic Approach for Health Technology Assessment is a 

comprehensive panel of questions intended to render a structured assessment of possible 

socioethical influences that the implementation of a health technology of interest may bring in or 

has already done in order to inform those responsible for decisions on them (1). It consists of seven 

basic questions, which are further broken down into thirty-three explanatory questions. The basic 

questions encompass the following domains related to the target technology: the target problem and 

group; ethical, cultural and societal challenges; challenges with structural changes; issues of 

characteristics; aspects of stakeholders; issues of the assessment itself; possible additional issues. It 

is aimed at eliciting reflexive dialogue between stakeholders and/or serving as a checklist for 

gathering relevant information. It is not an implementation theory or framework, nor a tool for 

performing a qualitative analysis. 

According to World Health Organization, health technologies may be material or 

immaterial applications to solve health related problems (2). Thus, we deem the Revised Socratic 

Approach for Health Technology Assessment a relevant tool for gathering socioethical information 

on the influence of implementation programmes in health care context. 

 

Normalization Process Theory 

Normalization Process Theory (NPT) provides concepts for perceiving and explaining 

social processes intended to introduce new practices into routine use in the context of work (4,5). 

The term 'normalization' refers to a process through which a new practice is incorporated or 

institutionalized into a routine practice sustainably among the personnel of an organisation. It 

divides the process into three facets: implementing, embedding and integrating. Furthermore, NPT 

defines four mechanisms through which the process is operationalized, namely coherence, cognitive 

participation, collective action and reflexive monitoring. These are described in our coding frame 

for the qualitative content analysis in Table A, Additional file 5. 

The NPT is aimed at being utilized in different phases and roles in implementing 

health technologies, implementation trials and evaluation of implementation programmes (5), which 

typically are complex processes in nature. We applied the NPT on building up the frame of coding 

and analysis as well as interpreting the findings. 
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