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ABSTRACT

The Ostrobothnia Depression Programme (ODP) was launched to implement two evidence-based treatments (EBTS),
behavioural activation and motivational interviewing, and to study their effectiveness. We performed a mixed methods
evaluation to extract organization- and programme-related knowledge crucial in sustaining and scaling up the desired
programme outcomes. A cross-sectional mixed methods survey was conducted with the programme addressees 4-5 months
after the end of the ODP. The realization of case consultation groups was analysed further by interviewing those responsible
for them and referring to attendance lists. The results showed that the ODP succeeded in initiating the desired change in
clinical practice. Case consultations and training videos intended as reinforcers were underutilized. Weaknesses in the
implementation plan and conducting the implementation programme and effectiveness study simultaneously hampered
achieving progress and jeopardized the maintenance of the implementation outcomes in the long term. The complete
training intervention in the intended EBTs should comprise both workshops and non-optional case consultations. Means to
decentralize the clinical support in everyday work should be elaborated in collaboration with the participating teams. It is

recommended coaching team leaders to deploy evidence-based managerial practices for facilitation.

KEY WORDS: BEHAVIOURAL ACTIVATION; EVIDENCE-BASED TREATMENT; EVIDENCE-BASED PRACTICE;
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INTRODUCTION

Ability to transfer an evidence-based treatment (EBT) into
routine patient care is fundamental to the success of an
EBT implementation programme. Deploying means that
ensure the long-term survival of the intended EBT is crucial
right from the inception of programme design (1,2). The
process for routinizing an EBT entails accomplishing the
desired change in the treatment practices at organizational
level, acquiring adequate skills in delivering the EBT at
the individual level as well as sustaining and scaling up
the implementation outcomes after the active programme
phase at the level of both the organization and individual
professionals (3.4).

Normalization Process Theory (NPT) introduces three
different sub-processes to achieve and establish successful
implementation programme outcomes and to establish the
new way of working as the norm: implementation, embedding
and integration (1,5). In the context of psychiatric care, the
sub-process of implementation typically includes the initial
training in an EBT; embedding at least case consultations
and other clinical support practices; and the third sub-
process, integration, includes all managerial processes and
organizational structures that enable the staff to maintain
delivery of the EBT in their organizations. Programmes with
a comprehensive implementation programme plan deploying
evidence-based elements from all these three sub-processes
have been shown to have a significant impact on the long-
term survival of intended EBTs (1,4,6-9).

The attitudes and actions of management are considered
the most decisive factors in promoting innovations in
healthcare service organizations, thus paying special
attention to them is crucial for the success of implementation
programmes (10-14). For individual professionals, the
readiness to adopt an innovation is influenced by the
attitudes and actions of peers (12-15). Furthermore,
multiple identified factors relating to the organization,
individuals and the programme itself affect professionals’
attitudes toward the innovation and their ultimate actions
in adopting it (6,7,12,16-19). One more significant factor
affecting implementation programme addressees’ long-term
adherence to the intended EBT is observability, seeing that
some desired change has materialized as a result of applying
the EBT (20,21).

In EBT implementation programmes for psychotherapy
interventions, ‘high-quality or evidence-based training
intervention’ implies the application of diverse training
modalities, such as expert-led lectures accompanied by
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interactive and supervised simulations as well as self-
study materials (4,6,22). Case consultations subsequent
to brief workshops are a prerequisite for acquiring and
sustaining adequate skills in the introduced EBTs (4,9).
Case consultations individually or in groups have proven
equally efficacious, group mode being more cost-effective
(23). The contents of both training and case consultations
have varied across studies with regard to the extent and
mode of delivery.

THE ODP

The regional Ostrobothnia Depression Programme
(ODP) (24,25) in Finland comprised an implementation
programme for behavioural activation (BA) and
motivational interviewing (MI), both evidence-based brief
psychotherapy interventions (26,27), and a concurrent
effectiveness study of them. The programme addressees
were community therapists (registered nurses, practical
nurses, licenced psychologists) providing secondary care in
public psychiatric services. The programme was launched
to combat congested patient flow in secondary psychiatric
services. The congestion was a consequence of increase in
depressive patients, many of them having non-psychotic
comorbidities, referred to specialized care. The community
therapists in Finland have traditionally been free to choose
the treatment practices (orientation and duration) they
provide their patients, resulting in heterogeneous practices.
This was also considered to aggravate the congestion. The
BA was targeted at the treatment of mood disorders and the
MI for augmentation if comorbid substance abuse was also
present (i.e., dual-diagnosed patients). The effectiveness-
implementation hybrid design (28) entailed the programme
addressees to take a stand on both arms of the ODP. They
were free choosing to take part with the implementation
of the intended EBTs only, go along both arms or to stay
outside the programme. The management of the psychiatric
department selected the intended EBTs as they appraised
them being appropriate for the purpose. According to
earlier evidence, they anticipated increasing the provision
of evidence-based brief psychotherapy interventions would
contribute to making the patient flow more fluent (29,30).
The design and implementation practices relied on the
launchers’ expertise in administration, clinical work and in
serving as trainers of healthcare professionals. No explicit
theoretical model or framework for implementation was
used.
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Our mid-term evaluation on the ODP (31) suggested
that focusing the evaluation on frontline staff only and
their perceptions of the EBTs introduced would be too
narrow a perspective to explain any summative outcomes
observed at the eventual final evaluation point. This led
us to broaden our scope on the therapists’ perceptions
of the executive practices in running the programme and
related organizational aspects. We have reported the final
longitudinal summative evaluation of the ODP elsewhere
(24). This showed that one third of the therapists could be
regarded as active adopters a few months after the end of
active programme phase. Furthermore, a substantial part of
them applied BA and MI in their everyday work less than
could have been expected given their usual clientele. These
limited outcomes thereby underscored the importance of
pursuing a richer picture on the implementation outcomes
obtained and understanding of how and why outcomes of
these kind were reached.

STUDY AIMS

With the present mixed methods case study we aimed to
access in-depth information on the ODP implementation
outcomes as well as on the programme executive and
related organizational or managerial factors explaining
the outcomes arrived at. We discuss how the knowledge
obtained could be made use of in future implementation
programmes to achieve more extensive dissemination of
any intended psychosocial EBTs at the organizational level
and sustaining their delivery.

METHODS
CONTEXT

South Ostrobothnia Hospital District in Finland provides
public specialized healthcare services to a population of
200,000. At the time of the ODP, the Adult Psychiatry
Department comprised twelve outpatient units and five
inpatient wards. The ODP was carried out to improve the
treatment of depression with possible comorbidities at six
units, of which five were outpatient clinics and one an 18-
bed acute ward. The largest unit had two separate teams,
and the rest one team each. The total number of therapists
regularly employed in the units involved in ODP was 72
and they comprised the target group of the programme.
Enrolment in the training as well as responding to the
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surveys was voluntary for them. Due to staff turnover, 84
therapists were stepwise trained in the ODP.

The implementation plan of the ODP included
workshops with both active and passive training modalities,
case consultations in groups, written and videotaped self-
study material and regular visits by research nurses to the
units involved. A more detailed description of the ODP
has been reported elsewhere (24). The study protocol of
the effectiveness study has been described in detail in the
appropriate register (32).

SETTING AND SAMPLE

The present study had a combined simultaneous and
sequential mixed methods design (QUAN + qual — qual;
Figure 1) (33). Quantitative data as the main element,
determining the magnitude and direction of the results,
while the simultaneously and subsequently collected
qualitative data were intended to help in explaining the
quantitative results.

A purposeful sampling strategy ‘complete target
population’ was used to form the study sample (34). The
sample contained two elements (Figure I): a) it comprised
the 33 ODP-trained therapists still employed by the target
units and also willing to respond to the survey, and b)
the two programme executives responsible for the case
consultations. All members of the sample gave their verbal
informed consent to participate, for more details see the
section “Ethics approval and consent to participate”. The
study sample of 33 therapists amounted to 46% of the
original target group.

All authors but the second (JK) of this article were
employed in the ODP managing organization. They and
all participants knew each other prior to the study and the
participants were likewise aware of the authors’ interests
in terms of the study.
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Figure 1
Mixed methods design
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(supplementary component)
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(supplementary component)

DATA COLLECTION

The first author of this article (LHL) was the principal
researcher and gathered the data in March 2014, 4-5 months
after the completion of the ODP. A survey of the therapists
was administered in each unit during their regular weekly
meeting. While initially surveying the survey responses,
there emerged a need to enrich the data with interviews
with the case consultants. LHL thus built up and conducted
a brief semi-structured interview by telephone separately
with the two programme executives responsible for the
case consultations. Moreover, information on the number
of participants in the case consultation groups per session
was collected from the list of participants. All the data on
the case consultations were integrated during the analysis.
Otherwise, the data integration occurred while interpreting
and discussing the results.

Making implementation programmes better. Mixed methods case study of an
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Instruments

The instruments were specifically designed for the present
study. The original instruments were administered in
Finnish, the therapists’ native language. In reporting the
present study, we have adhered to the criteria of Good
Reporting of a Mixed Methods Study (GRAMMS) (39).

Quantitative data

Three different types of quantitative measures were used
in the survey questionnaire. These comprised the Visual
Analogue Scale (VAS), school grade rating (SGR) and
multiple choice. The VAS, with a continuum of 0-100
points, is widely used for measuring different individual
attitudes or perceptions (36). On the SGR scale 10 equals
excellent, 9 very good, 8 good, 7 satisfactory, 6 moderate,
5 adequate and 4 fail. Tuble I illustrates the use of VAS
or SGR with each factor. Table 2 introduces the item of
multiple choice on six possible factors enabling or inhibiting
the participants in their efforts to implement new practices.
The numbers of participants in case consultation groups
were calculated from the attendance lists.

Lindholm et al.
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Table 1. Factor and respective quantitative measuring scale

Factor Measure

Therapist’s perception of progress in each six main clinical goals VAS
Therapist’s overall appraisal of whether the ODP had a positive impact on the SGR
quality of their work (Impact-SGR)
Therapist’s overall perception of the level of change in clinical practices that the VAS
ODP brought at team level (Change-index)
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
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Table 2. The item examining some organization-related enablers or inhibitors regarding an implementation programme

Some team- or organization-related factors that 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 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
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Besides extensive dissemination of the intended EBTs
among the programme addressees, six clinical dimensions
derived from the core characteristics of BA and MI were
determined as the main clinical goals: a) comprehensive
initial examination routinized with depressive patients, b)
clear goals set at the beginning of therapy, c) treatment
is terminated when the goals have been satisfactorily
achieved or other conditions necessitate the termination,
d) substance abuse evaluated early in treatment, e) use of
brief psychotherapies enhanced, f) complicated problems
detected earlier in treatment leading to more comprehensive
needs-based treatment. Operationalization of these items is
presented in Tuble 3.

The operationalization of the programme addressees’
observations on the progress achieved with the ODP
and applying the intended EBTs in their everyday work
(observability) is presented in Tuable 4. This item was
labelled as Change index. The operationalization of the
programme addressees’ experience about the quality of the
collective support received from their leaders and peers as
well as a variety of team-related phenomena and individual
issues, such as competing interests or programmes and the
time resource available to embrace the intended EBTs are
presented in Tables 2 and 4. Including items exploring these
aspects above was based not only on their evidence-based
nature but also on the fact that the programme executives
faced related challenges while running the ODP.

Table 3. Data regarding responses to items on progress on the six clinical dimensions in applying

Behavioural activation and Motivational interviewing

Itemb

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 are set at the beginning of therapy 64 9

c. Treatment terminated until the goals have been satisfactorily achieved, sg 2
or the conditions do not allow the treatment to continue

d. Substance abuse is evaluated early in treatment 71 22

e. Use of brief psychotherapies enhanced 59 21

f. Complicated problems are detected earlier in treatment leading to more 61 19
comprehensive needs-based treatment

bn = 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

Lindholm et al.
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Table 4. Data regarding perceived support from the team leaders, Change index and some possible

obstacles
Item Mean SD
To what extent you perceived the team leader supported your participation in the 60 29
Ostrobothnia Depression Programme?
The ODP has led to changes in the clinical practice followed by our team (Change 4l o
index)

To what extent have the following possibly hampered the execution of the Ostrobothnia Depression Programme 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

QUALITATIVE DATA

Two open-ended items were used in the questionnaire
and a focused brief semi-structured interview with two
programme executives was conducted.

The first survey question elicited therapists’ general
perceptions of the goals of the ODP and read: “Name the
three most important goals that you perceive the ODP was
intended for.” A twofold open-ended question - ‘Censure and
Praise’ - was used to collect negative and positive feedback
on the ODP: a) “Name two major issues which should
have been done in some other way during the ODP”, and
b) “Name two major issues which succeeded particularly
well in executing the ODP”.

The trainer-consultant and research nurse responsible for
the case consultation groups were interviewed retrospectively
using a semi-structured protocol (see Additional File 2) to
add to the information on participation activity in the case
consultations. The interviews were conducted by telephone
and separately, they lasted about twenty minutes each. The
questions were focused and formulated to elicit information
that would be easily articulated and easy to take notes on.

Making implementation programmes better. Mixed methods case study of an
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DATA ANALYSES

Analysis of quantitative variables
Frequencies were calculated for the classified variables.
Means and standard deviations (SD) were calculated for
VASs and SGRs. Cronbach’s alpha was calculated to test
the reliability of the six-item set for the main clinical goals.

Spearman’s correlations were calculated between the
following means: Impact-SGR, perceived support from team
leaders, the Change index and each four possible obstacles.
Two hierarchical linear regression models were used to predict
the Impact-SGR. The first model included support from team
leaders and four possible obstacles as explanatory variables.
The second model included the explanatory variables of the
first model and the Change index.

Activity rates were calculated for watching videos and
attending case consultations.

Qualitative analysis

Responses to both open-ended questions - the therapists’
perceptions of the three most important goals of the ODP
and the Censure and Praise - were both analysed using
qualitative content analysis (37). Manifest expressions were

Lindholm et al.
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objects of interest. The item Censure and Praise was further
analysed by a typological method to form the respective
model cases (38). The analysis methods are described in
more detail in Additional File 1.

Mixed methods analysis of the realization of the case
consultation groups

A report on the short semi-structured interviews
with those responsible for the case consultations was
written immediately after the interview on the basis of
the notes taken and elaborated after receipt of exact
information on attendance rates by session. The interview
protocol and the report on the realization of the case
consultation groups (English translation) are presented in
Additional File 2. The first author of this article (LHL)
extracted possible explanatory factors pertaining to
attendance at the case consultations from both that report
and the therapists’ responses to Censure and Praise. Two
different techniques were used to ensure the credibility of
the data on the case consultations and the results extracted:
triangulation and subjecting the data report to member
checking (39). Triangulation refers to the use of two or
more different techniques or data sources to explore the
same object (39).

Lindholm et al.

RESULTS
QUANTITATIVE DATA

The therapists’ perceptions of progress achieved (meantSD)
in the main clinical goals, each measured by VAS, varied
between 58+24 and 71120 (Table 3). Addressing substance
abuse early in treatment obtained the highest scores,
followed by enhancement of goal setting at the beginning
of the therapy. The reliability of this six-item set was 0.8
(Cronbach’s alpha).

The therapists appraised the positive impact of the
ODP on their own work with a mean SGR of 6.8 (SD
1.1). Their perceptions of the degree of the Change index,
support from team leaders and four possible obstacles to
being engaged in the ODP are presented in 7uble 4. Of these
obstacles, “Personal exhaustion due to a variety of projects”
manifested with the lowest scores of 40£30 (mean+SD) and
the “Other current team-related internal issue” came after
with scores of 44+33, meaning that those issues did indeed
hamper the execution of the ODP.

The training programme obtained a mean SGR of 7.5
(SD 1.3, n = 33). The training videos obtained a mean SGR
of 7.9 (SD 0.6, n = 21), and the case consultations groups
of 7.9 (SD 0.8, n = 18). Twelve (36%) of the responding
therapists had not watched the videos and 15 (45%) had
not attended the case consultation groups.

In the linear regression models explaining the Impact-
SGR, support from team leaders was a significant explanatory
variable in the first model and Change index in the second
model (the support from team leaders lost its significance
in the second model) (7uble 5).

The question on factors that may enhance or inhibit
progress (Figure 2), “opportunity to acquire new skills” was
markedly stressed as enhancing and two items indicating
support from peers and managers also were stressed slightly
positively. By contrast, the experiences of time resources
available for practising alone and together with the team
both suggested a deficit, which inhibited progress.

Making implementation programmes better. Mixed methods case study of an
implementation process for two evidence-based brief psychotherapies
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Standardized
Unstandardized Coefficients an ar. “e
Coefficients
Model B Std. Error Beta Sig.
1a S t from the t leader®
HPPOTE IO Hhe feam feadel 0.014 0.006 0.362 0.039
2a Support from the team leader® 0.008 0.006 0.220 0.181
The ODP has led to change in
clinical practice followed by 0.020 0.007 0.442 0.010
the teams (Change index)¢

3Adjusted R Squares were 0.103 and 0.259 for models 1 and 2 respectively

"The quality of programme facilitation the programme addressees perceive receiving from their team leaders

“The extent of change in local clinical practice the programme addressees perceive the ODP has brought

about

Making implementation programmes better. Mixed methods case study of an
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Figure 2. The sum of responses where the therapists perceived whether each specific team-related factor enabled
(positive direction on the y-axis) or inhibited (negative direction on the y-axis) progress in the treatment of
depression during the Ostrobothnia Depression Programme
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QUALITATIVE DATA

The open-ended question exploring the therapists’
perceptions of the three most important goals of the
ODP obtained 92 responses. The question itself provided
the main category: ‘therapists’ perceptions of the most
important goals of the ODP’. Subcategory formation was
data driven but also reflected the ODP launchers’ ambitions
about domains of possible programme achievements.
This yielded the four following subcategories and the
responses distributed between them as follows: Perspective
of own work, e.g., new tools, n = 25; Perspective of patient,
e.g., better treatment, n = 25; Perspective of team, e.g.,
common practices, n = 21; and Perspective of research
e.g., comparing EBT and treatment as usual, n = 21. The
analysis process and the formation of the coding frame are
presented in more detail in Additional File 1.

In the qualitative content analysis of the open-ended
questions for feedback, the item itself provided the two main
categories: Censure (C) and Praise (P). These responses
were analysed jointly and this yielded three data-driven
subcategories: feedback on training and clinical support,
feedback on the treatment model implemented and feedback
on the simultaneously conducted implementation programme
and clinical research. A few responses could not be classified,
and were therefore labelled as non-categorized feedback.
Each response was allocated to an appropriate subcategory.
The data were further analysed by the typological method,
which resulted in model cases of C and P types for each
of the three subcategories. A concise summary of these is
presented below. The process of the analysis and the model
cases are presented in more detail in Additional File 1.

Feedback on training and clinical support comprises
satisfaction and dissatisfaction with equal emphasis. The C
type would have wished for decentralized clinical support,
more comprehensive training and more thorough onboarding
of newcomers.

Feedback on the treatment model implemented was
decidedly positive, demonstrating the feasibility of the
treatment model. Moreover, the integrated treatment model
was reported to facilitate addressing the dual diagnosed
patients’ needs during the treatment. The opposite experience,
but with less emphasis, highlighted the inflexibility of the
treatment model.

Feedback on the simultaneously conducted implementation
programme and effectiveness study was mostly critical
regarding the concurrent timing, practice of administering
the research and unfair accumulation of workload related
to the patients enrolled in the clinical research.

Making implementation programmes better. Mixed methods case study of an
implementation process for two evidence-based brief psychotherapies
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MIXED METHODS ANALYSIS OF THE CASE
CONSULTATIONS

Attendance at the case consultation groups was at its
highest during the first year and then declined slightly
until it fell considerably during the last year, due to reasons
related to both the organization and to individuals. The
following possible explanatory factors were identified:
variation in geographical distances, differences in attitude
towards the ODP between the units, a change in the profile
of the clientele during the programme and the fact that
some therapists became discouraged over time. Two units
were located very close to the venue and the rest about an
hour away by car, thus reaching the case consultations
was quite time-consuming for clearly more than half of
the therapists. Of the two closest units, one achieved the
highest attendance rate and the other the lowest rate. In the
most active unit, the team leaders actively allocated time
to enable the therapists to attend. By contrast, in the most
inactive unit, the ODP had been subject to considerable
scepticism from the very beginning. The analysis of the
attendance activity to the case consultations is presented
in more detail in Additional File 2.

DISCUSSION

We performed a comprehensive analysis of the ODP
participating therapists’ perceptions of the success with the
main clinical goals of applying the two EBTs, BA and M1,
as well as programme executive and related organizational
or managerial issues likely to enable or inhibit their
implementation. The present results complement our earlier
summative evaluation (24). The main results of our study
were twofold. First, moderate improvement was achieved
in clinical goals pertaining to applying the implemented
EBTs, with improvement of the integrative treatment
of dual-diagnosed patients as a spearhead. Second, the
results spotlighted the importance of the availability and
accessibility of clinical support as well as the allocation
of time resources to embrace new and complex treatment
practices. Support from the leadership and the influence of
peers both played a significant role in achieving progress.
Conversely, lack of decentralized clinical support and
shortage of time for practising were two factors, which,
according to the therapists, had impeded progress. Also,
the open feedback revealed a need for more thorough
training for some of the therapists and better onboarding
of newcomers. Our findings are in line with those of earlier
research (10,15,33-36).
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In psychiatric care, the adoption of EBTs tends to
disseminate among the target group less during an active
programme phase than the programme launchers might
expect (14,17,37,38). Furthermore, without appropriate
maintenance strategies their use tends to decline over time.
Hence, deploying specific strategies for integrating new EBTs
into an organization’s routine structures and processes is a
prerequisite for sustaining implementation outcomes and
scaling them up after the active programme phase. (1,2,39).
Unfortunately, a total lack of such strategies was found in
our earlier published evaluation of the ODP implementation
plan (24), which will jeopardize the sustainability of the
achieved outcomes.

Our present results show that the case consultations
and the training videos were both underutilized. Nearly
half of the responding therapists had not attended the case
consultation groups and about a third had not made use
of the training videos. To our knowledge, there is a lack of
studies addressing activity in utilizing such training videos
in the context of implementation programmes. However,
providing self-study material to facilitate practising has
been included among the best practices contributing to the
implementation of innovations (40).

The above raises some fundamental questions: How to
address the justified call for more comprehensive training
and clinical support as well as time resources for acquiring
the necessary skills in the target EBT? In addition, what
could be the appropriate and feasible integration strategies
to ensure the long-term survival of EBT implementation
programme outcomes? In fact, these questions cannot be
answered separately; they rather form an interconnected
network of strategies and actions. We will next articulate
some possible views on these critical questions drawing on
our present results and earlier research in order to improve
the effectiveness of future programmes.

ROLE OF CASE CONSULTATIONS

Case consultations have been shown to be essential
in implementing a psychotherapeutic EBT in terms of
dissemination and sustained adoption (9,14,35). They make
it possible to enhance attendees’ knowledge of the EBT
introduced and strengthen their skills in applying it in
their everyday work. Organizing the case consultations
more accessibly may be one option to satisfy the need for
the more robust clinical support the therapists called for
in the ODP.
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An implementation project at the Veterans Health
Administration (VHA) in the USA achieved a rate of 77%
in adopting prolonged exposure therapy, an EBT for the
treatment of post-traumatic stress disorder (14,35). Attending
the case consultations after the four-day workshop was
mandatory, which it was not in our ODP. Furthermore, the
case consultations were carried out by telephone twice a week
both in groups and individually, and they were supported
by audio recordings of the therapy sessions. A minimum
of two cases treated with a good level of competency was
required before the issue of a certificate of having completed
training. In another study, a cognitive behavioural therapy
(CBT) application was implemented among community
therapists by means of a one-day workshop followed by
optional weekly case consultations for three months (4).
The two-year follow-up showed that the time the therapists
spent in the consultations during the active programme
phase correlated positively with the sustained use of the
CBT application (9).

In the ODP we identified factors enabling and inhibiting
attendance at the case consultations. The positive attitude
of team leaders together with their active allocation of time
enabled more frequent attendance at the case consultations.
Instead, the considerable time needed to travel to the venue
for most of the therapists and, in one unit, a sceptical
attitude toward the programme were two obvious factors
undermining attendance.

The evidence reported above supports merging
workshops and case consultations into one entity or training
programme. The case consultations should not be optional
for therapists enrolled on the programme. However, attending
the case consultations should be made convenient and easy.
The example of the programme at the VHA encourages
deploying remote access, e.g., feasible web applications are
available today. Also, positive means of noting an individual
trainee’s progress in skills would be fruitful. At the VHA, this
was sought by the requirement to have completed treatment
of two cases with a good level of competency before being
issued with a certificate of completed training.

TEAM LEVEL CLINICAL SUPPORT AND TIME
ALLOCATION

In the ODP, the therapists called for the clinical support to
be decentralized. We regard this as a request to enhance
local or team level strategies to promote delivery of the
target EBTs. In addition, in the therapists’ experience, lack
of time hampered the acquisition of the new skills during
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everyday work, which is corroborated in other studies
(35,36). Programmes come and go, organizations continue.
Thus, clinical support practices should be incorporated
into the organizations’ routine structures (1). Team leaders
are a formal and central influential stakeholder group to
collaborate with as early as in the pre-programme phase
in order to achieve progress on this issue. Their actions
are crucial to the fulfilment of organizational strategies,
fostering a positive implementation climate and sustaining
implementation outcomes at the team level (10,11). However,
it is not self-evident that team leaders, who usually serve
as both clinicians and leaders, are aware of all the means
available to contribute to an implementation process.
Our results pinpoint two possible evidence-based
means available to the team leaders in addressing the need
for more robust local clinical support in implementing an
EBT: empowering programme champions and allocation of
time resources needed to make good use of the programme
facilities. In our case, a programme champion refers to a
therapist who would be among the first to take over a new
EBT and so be able to provide peer support to colleagues in
embracing the EBT (33,41). Some of these early adopters may
be keen to acquire more thorough training to be nominated
as formal peer facilitators (40), which we recommend taking
into account in future implementation plans right from
the outset. The team leaders could foster local support
practices by sponsoring the rise of socially acknowledged
peer facilitators and guiding their teams to prioritize the
use of the intended EBT (41). Managerial actions of this
kind have been proven to promote the dissemination of the
EBTs introduced and sustain their delivery(13,15,35,42).
Allocating time for studying the self-study material jointly
with the team, e.g., watching the training videos, could
be an easily harnessed strategy for team leaders to foster
implementation. This also gives them opportunities to render
the climate more favourable towards the EBT introduced.
Beidas et al. (43) have described an advanced means of
concerted behavioural rehearsal should some teams become
more inspired by investing greater effort in learning together.

MANAGERIAL PRACTICES AND BUILDING
ORGANIZATIONAL STRUCTURES AS
INTEGRATION STRATEGIES

The NPT concept ‘integration strategies’ refers to all
deliberately deployed processes intended to support the
personnel in maintaining the adoption of the intended EBTs
in their organization (1). Lack of integration strategies
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emerged in the longitudinal summative evaluation of the
ODP (24). The stability of leadership and the leadership
style have been shown to be the main issues having a
significant impact on the long-term survival of programme
outcomes (11,38,44). Aarons et al. (44) stated that frontline
transformational leadership predicted sustaining of
implementation outcomes while passive-avoidant leadership
predicted failure to sustain. In the case of ODP, some of
the therapists reported that their team leaders supported
the EBTs’ implementation. However, we lack details on
this support. Peterson et al. (11) defined more precisely
the relevant tasks the leaders should deploy to ensure the
long-term vitality of the outcomes: field mentoring, group
supervision, training outcome monitoring and fidelity
reviews. It would be highly desirable that the original
programme plan should involve strategies that coach
the leaders to establish those tasks. Proctor et al. (49)
have reported a training intervention in implementation
practices for leaders, which could provide evidence-based
tools being deployed in healthcare organizations and thus
enhance the quality of EBT implementation programmes.
This would partly address the challenge of implementing
evidence-based implementation strategies (50).

Field mentoring and group supervision refer to practices
that involve the team leaders spending time with their teams
in regular meetings discussing successes and concerns in
applying the intended EBT and facilitating its delivery (45).
These enable the leaders to be aware of the vitality of the
EBT and the level of competence in it among their teams.
Awareness of this information is a prerequisite for being
able to plan appropriate actions to further promote the
implementation. These actions include not only addressing
the need for complementary training after the active phase of
a programme, but also the need for stable mechanisms that
make it possible to guide newcomers to get training in the
basic skills of the EBT (45). Our results revealed a deficit in
building permanent structures for addressing the continued
need for training in the EBTs introduced. As a part of an
EBT implementation programme, it should be ascertained
that there are available permanent organizational structures
and policies that enable the long-term maintenance of the
EBT. If these are lacking, they should be built up.

LIMITATIONS

The modest response activity constitutes the major
limitation to the study. No information was collected from
the decliners and therefore their attitudes towards the ODP
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remain unknown. Bias of this kind was difficult to avoid in
a real-world setting when anonymity was preserved, and
there was no explicit protocol for enrolling participants in
the implementation study. In addition, lack of a separate
engagement strategy for the team leaders may also have
affected the response activity. However, the good quality
of the responses obtained to the open-ended questions
permits speculation on the likely experiences of the non-
responders. A second limitation was the use of the measures
developed for this particular study, which impedes the
generalizability of the present results and also comparison
with earlier studies. A similar challenge has also been
common in earlier implementation studies (16,46,47). The
interviews with those who served as case consultants were
neither audio recorded nor transcribed, which deviates from
the conventional way of analysing a qualitative research
interview and thus undermines the quality of the respective
part of the data. On the other hand, the use of triangulation
and member checking enhanced the credibility of this part
of the data. However, we decided not to audio record and
transcribe the interviews as the information of interest was
clearly verbally articulated, the questions were short and
specific and both interviews of short duration.

CONCLUSIONS

Based on our results we highlight three important aspects
in terms of an EBT implementation programme: 1) the role
of team leaders, 2) the structure of the training intervention
in the EBT and providing low threshold clinical support
as well as 3) stable organizational structures that ensure
the long-term maintenance of the EBTs implemented. The
team leaders should be engaged with the implementation
programme at an early stage to ensure its successful
execution and long-term survival of its outcomes. This
includes coaching the leaders to deploy evidence-based
managerial practices, connected to, e.g., ‘transformational
leadership’, to promote the EBT implementation actively
among their teams. We suggest combining workshops
and case consultations as an integrated training package.
Completion of training would entail accomplishing both
components. Consultative support should also be available
during the everyday work. Access to consultations should
be made as easy as possible from the staff’s point of view.
This need could be addressed, for example, by training and
nominating local peer facilitators. To ensure the sustained
delivery of the EBT despite staff turnover the organization
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should establish stable structures enabling newcomers to
be trained in the EBT even after its initial implementation
programme. The implications we presented above fall into
NPT categories embedding and integration, which have a
decisive role in terms of the reproduction and longevity of
EBT implementation programme outcomes.

ABBREVIATIONS

BA: Behavioural activation

CBT: Cognitive behavioural therapy
CandPtypes: Censure and praise model cases or types
EBT: Evidence-based treatment

GRAMMS: Good Reporting of a Mixed Methods
Study

MI: Motivational interviewing

NPT: Normalization Process Theory

ODP: Ostrobothnia Depression Programme
SD: Standard deviation

SGR: School grade rating

USA: United States of America

VAS: Visual Analogue Scale

VHA: Veterans Health Administration
DECLARATIONS

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

The ODP-related implementation research was not medical
research nor did it carry any experimental initiatives or
interventions. Its participants were all staff members.
The survey was conducted anonymously. When the ODP-
enrolled therapists were asked to respond to the survey they
were verbally informed that the answers would be analysed
and the results published, and that responding would serve
as consent both to participate and to publication. Further,
they were informed that responding was voluntary, and
responding or not would not affect their status in any
way. The ODP was managed and supported by the local
administrative staff. According to the Finnish research
regulations, the ODP-related implementation research
was exempt from ethical review (Finnish National Board
of Research Integrity, TENK publications 3/2019). Hence
the present study was not subjected to ethical review.

Making implementation programmes better. Mixed methods case study of an
implementation process for two evidence-based brief psychotherapies



CONSENT TO PUBLICATION

See the previous section.

AVAILABILITY OF DATA AND MATERIALS

The original datasets (in Finnish) generated and analysed
duringthe present study are available from the corresponding
author on request. Only the results presented in the article
have been translated into English. The previous version of
this manuscript has been published earlier as a preprint
in Research Square (54).

DISCLOSURE STATEMENT

Authors LHL, AL and OK were employed in the target
organization during the study. In addition, AL and OK
were in charge of designing and running the programme
under study. JK has no conflicts of interest to disclose.

FUNDING

We gratefully acknowledge the study sponsors for partial
financial support: the South Ostrobothnia Hospital District
Research Fund, the Finnish Psychiatric Association, the
Gust. Rud. Idman Fund/Finnish Medical Foundation
Duodecim and the South Ostrobothnia Fund/Finnish
Cultural Foundation. The study sponsors had no role in
the study design, collection, analysis, or interpretation of
the data or made any other contribution.

AUTHORS’ CONTRIBUTIONS

LHL and OK prepared the present study’s conception and
design. LHL performed material preparation and data
collection. All authors contributed to the analysis and
interpretation of the results. LHL wrote the first draft of
the manuscript and all authors commented on previous
versions of it. All authors have read and approved the
manuscript.

Making implementation programmes better. Mixed methods case study of an
implementation process for two evidence-based brief psychotherapies

ORIGINAL STUDY
PEER-REVIEWED

PSYCHIATRIA FE
2022;53:9

Supplementary Material

Supplementary data are available at Psychiatria Fennica

online

Acknowledgements

We thank all participants involved in the ODP and research
nurses Susanna Ahola and Marja Koivumaiki for their
valuable contributions to this study, as well as Virginia
Mattila for reviewing the language of the manuscript.

Lindholm et al.

NNICA
8-119

113


https://www.psykiatriantutkimussaatio.fi/wp-content/uploads/2022/10/Psychiatria_Fennica2022-LINDHOLM_online_supplements.pdf
https://www.psykiatriantutkimussaatio.fi/wp-content/uploads/2022/10/Psychiatria_Fennica2022-LINDHOLM_online_supplements.pdf

PSYCHIATRIA FENNICA | ORIGINAL STUDY
2022;53:98-119 PEER-REVIEWED

114

Authors

Lars H. Lindholm??
Jorma Komulainen’®
Antero Lassila’

Olli Kampman?® *

! Department of Psychiatry, South Ostrobothnia Hospital District,
Hanneksenrinne 7, FI-60220, Seindjoki, Finland.

2 Faculty of Medicine and Health Technology, Tampere University, PO Box
100, FI-33014 Tampere University, Finland

3 The Finnish Medical Society Duodecim, PL 713, FI-00100, Helsinki,
Finland

4 Department of Psychiatry, Pirkanmaa Hospital District, PO Box 2000, FI-
33521 Tampere, Finland

Correspondence

Lars H. Lindholm,
email lars. lindholm@fimnet.fi

Lars H. Lindholm https://orcid.org/0000-0002-7478-6769

Authors’ information

LHL (MD, PhD, PhD student at the time of the present research), is a former general practitioner and currently serves
as a specialist in psychiatry in an outpatient unit in South Osthrobothnia Hospital District, Finland. He has been an
active collaborator in various local development programmes within healthcare. His current research is focused on
implementing evidence-based practices and their effectiveness in psychiatric care.

JK (MD, PhD) works for the Finnish Medical Society Duodecim as editor-in-chief of the national Current Care clinical
practice guidelines. He is a consultant paediatric endocrinologist in the South Karelia central hospital and an adjunct
professor of paediatrics of the University of Eastern Finland. His research interests cover paediatric endocrinology,
health informatics and evidence-based medicine. He has also participated in around 30 publications of Finnish national
Current Care Guidelines.

AL (MD, PhD) is clinical manager of the psychiatric department in South Osthrobothnia Hospital District, Finland. He
has served as a programme leader for several regional and nationwide psychiatric healthcare development programmes
in Finland and has also participated in international collaborations within the same field. His research activities involve
clinical outcomes and healthcare service studies within psychiatry.

OK (MD, PhD) is a professor of psychiatry in the Faculty of Medicine and Health Technology in
Tampere University, Finland. His research interests cover pharmacogenetics of mental disorders, patient adherence and
developing practical assessment methods and interventions in psychiatry.

Lindholm et al. Making implementation programmes better. Mixed methods case study of an
implementation process for two evidence-based brief psychotherapies



ORIGINAL STUDY | PSYCHIATRIA FENNICA
PEER-REVIEWED 2022;53:98-119

References

1. May C, Finch T. Implementing, embedding and integrating practices.: an outline of Normalization Process Theory. Sociology.
2009;43(3):535-554.

2. Davies B, Edwards N. Sustaining knowledge use. In: Straus SE, Tetroe J, Graham ID, editors. Knowledge Translation in
Health Care. 2nd ed. West Sussex, UK: John Wiley & Sons Ltd.; 2013. p. 237-48.

3. Powell BJ, Beidas RS. Advancing Implementation Research and Practice in Behavioral Health Systems. Administration and
Policy in Mental Health and Mental Health Services Research. 2016;43(6):825-33.

4. Beidas RS, Edmunds JM, Marcus SC, Kendall PC. Training and Consultation to Promote Implementation of an Empirically
Supported Treatment: A Randomized Trial. Psychiatric Services [Internet]. 2012;63(7):660-5. Available from: http://
psychiatryonline.org/doi/abs/10.1176/appi.ps.201100401

5. May C, Rapley T, Mair FS, Treweek S, Murray E, Ballini L, et al. Normalization Process Theory On-line Users’ Manual,
Toolkit and NoMAD instrument. [Internet]. 2015 [cited 2019 Jun 1]. Available from: http://www.normalizationprocess.org

6. Beidas RS, Kendall PC. Training therapists in evidence-based practice: A critical review of studies from a systems-contextual
perspective. Clinical Psychology: Science and Practice. 2010;17(1):1-30.

7. Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of evidence-based practice implementation in public
service sectors. Adm Policy Ment Health. 2011;38(1):4-23.

8. Straus SE, Tetroe J, Graham ID. Knowledge Translation: What it is and what it isn’t. In: Straus SE, Tetroe J, Graham ID,
editors. Knowledge Translation in Health Care. 2nd ed. West Sussex, UK: John Wiley & Sons Ltd.; 2013. p. 3-13.

9. Edmunds JM, Read KL, Ringle VA, Brodman DM, Kendall PC, Beidas RS. Sustaining clinician penetration, attitudes and
knowledge in cognitive-behavioral therapy for youth anxiety. Implementation Science [Internet]. 2014;9(89). Available from:
https://doi.org/10.1186/s13012-014-0089-9

10. Aarons GA, Sommerfeld DH. Leadership, innovation climate, and attitudes toward evidence-based practice during a
statewide implementation. J Am Acad Child Adolesc Psychiatry [Internet]. 2012;51(4):423-31. Available from: http://dx.doi.
org/10.1016/j.jaac.2012.01.018

11. Peterson AE, Bond GR, Drake RE, Mchugo GJ, Jones AM, Williams JR. Predicting the Long-Term Sustainability of
Evidence-Based Practices in Mental Health Care : An 8-Year Longitudinal Analysis. J Behav Health Serv Res. 2014;41(3):337—
346.

12. May C. Towards a general theory of implementation. Implement Science. 2013;8(18).

13. Rosen CS, Matthieu MM, Wiltsey Stirman S, Cook JM, Landes S, Bernardy NC, et al. 4 Review of Studies on the
System-Wide Implementation of Evidence-Based Psychotherapies for Posttraumatic Stress Disorder in the Veterans Health
Administration. Administration and Policy in Mental Health and Mental Health Services Research. 2016;43(6):957-77.

14. Hutchinson AM, Johnston L. Bridging the divide: a survey of nurses’ opinions regarding barriers to, and facilitators of,
research utilization in the practice setting. J Clin Nurs. 2004;13:304-15.

15. Rafferty AE. Change Readiness : A Multilevel Review. J Manage. 2013;39(1):110-35.

16. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services
research findings into practice: a consolidated framework for advancing implementation science. Implementation science.
2009;4(50).

Making implementation programmes better. Mixed methods case study of an Lindholm et al.
implementation process for two evidence-based brief psychotherapies

115


http://psychiatryonline.org/doi/abs/10.1176/appi.ps.201100401
http://psychiatryonline.org/doi/abs/10.1176/appi.ps.201100401
http://www.normalizationprocess.org
https://doi.org/10.1186/s13012-014-0089-9
http://dx.doi.org/10.1016/j.jaac.2012.01.018
http://dx.doi.org/10.1016/j.jaac.2012.01.018

PSYCHIATRIA FENNICA | ORIGINAL STUDY
2022;53:98-119 PEER-REVIEWED

116

17. Ruzek J1, Eftekhari A, Crowley J, Kuhn E, Karlin BE, Rosen CS. Post-training Beliefs, Intentions, and Use of Prolonged
Exposure Therapy by Clinicians in the Veterans Health Administration. Administration and Policy in Mental Health and Mental
Health Services Research [Internet]. 2015;44(1):123-32. Available from: http:/link.springer.com/10.1007/s10488-015-0689-y

18. Rogers ME. Diffusion of Innovations. 5Sth ed. New York: Free Press; 2003.

19. Stirman SW, Kimberly J. The sustainability of new programs and innovations: a review of the empirical literature and
recommendations for future research. Implementation Science [Internet]. 2012;7(17). Available from: http://www.ncbi.nlm.nih.
gov/pubmed/22417162%5Cnhttp://www.biomedcentral.com/content/pdf/1748-5908-7-17.pdf

20. Greenhalgh T, Roberts G, MacFarlane F, Bate P, Kyriakidou O. Diffusion of Innovations in Service Organizations:
Systematic Review and Recommendations. The Milkbank Quarterly. 2004;82(4):581-629.

21. Cook JM, Thompson R, Schnurr PP. Perceived Characteristics of Intervention Scale: Development and Psychometric
Properties. Assessment. 2015 Dec 1;22(6):704-14.

22. Hall K, Staiger PK, Simpson A, Best D, Lubman DI. After 30 years of dissemination, have we achieved sustained practice
change in motivational interviewing? Addiction. 2016;111(7):1144-50.

23. Stirman SW, Pontoski K, Creed T, Xhezo R, Evans AC, Beck AT, et al. A Non-randomized Comparison of Strategies for
Consultation in a Community-Academic Training Program to Implement an Evidence-Based Psychotherapy. Administration
and Policy in Mental Health and Mental Health Services Research [Internet]. 2017;44(1):55-66. Available from: https://doi.
org/10.1007/s10488-015-0700-7

24. Lindholm LH, Koivukangas A, Lassila A, Kampman O. What is important for the sustained implementation of evidence-
based brief psychotherapy interventions in psychiatric care? A quantitative evaluation of a real-world programme. Nord J
Psychiatry. 2019;73(3):185-94.

25. Luoto KE, Lindholm LH, Paavonen V, Koivukangas A, Lassila A, Leinonen E. Behavioral activation versus treatment as
usual in naturalistic sample of psychiatric patients with depressive symptoms: a benchmark controlled trial. BMC Psychiatry.
2018;18(238).

26. Cuijpers P, van Straten A, Warmerdam L. Behavioral activation treatments of depression: A meta-analysis. Clin Psychol
Rev. 2007;27(3):318-26.

27. Lundahl B, Burke BL. The effectiveness and applicability of motivational interviewing: A practice- friendly review of four
meta-analyses. J Clin Psychol. 2009;65(11):1232-45.

28. Curran GM, Bauer M, Mittman B, Pyne JM, Stetler C. Effectiveness-implementation hybrid designs: Combining elements of
clinical effectiveness and implementation research to enhance public health impact. Med Care. 2012;50(3):217-26.

29. Cuijpers P, Andersson G, Donker T, van Straten A. Psychological treatment of depression: Results of a series of meta-
analyses. Nord J Psychiatry. 2011;65(6):354-64.

30. Knekt P, Lindfors O, Laaksonen MA, Renlund C, Haaramo P, Harkédnen T, et al. 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. J Affect Disord. 2011;132(1-2):37-47.

31. Lindholm LH, Koivukangas A, Lassila A, Kampman O. Early assessment of implementing evidence-based brief therapy
interventions among secondary service psychiatric therapists. Eval Program Plann. 2015;52:182-8.

32. Kampman O. Ostrobothnia Depression Study (ODS). A Naturalistic Follow-up Study on Depression and Related Substance
Use Disorders. [Internet]. ClinicalTrials.gov Identifier NCT02520271. 2015 [cited 2016 Feb 22]. Available from: https://
clinicaltrials.gov/ct2/show/NCT02520271

Lindholm et al. Making implementation programmes better. Mixed methods case study of an
implementation process for two evidence-based brief psychotherapies


http://link.springer.com/10.1007/s10488-015-0689-y
http://www.ncbi.nlm.nih.gov/pubmed/22417162%5Cnhttp://www.biomedcentral.com/content/pdf/1748-5908-7-17.pdf
http://www.ncbi.nlm.nih.gov/pubmed/22417162%5Cnhttp://www.biomedcentral.com/content/pdf/1748-5908-7-17.pdf
https://doi.org/10.1007/s10488-015-0700-7
https://doi.org/10.1007/s10488-015-0700-7
https://clinicaltrials.gov/ct2/show/NCT02520271
https://clinicaltrials.gov/ct2/show/NCT02520271

ORIGINAL STUDY | PSYCHIATRIA FENNICA
PEER-REVIEWED 2022;53:98-119

33. Morse JM, Niehaus L. Mixed Method Design. Routledge; 2009.

34. Patton MQ. Qualitative research & evaluation methods: integrating theory and practice. 4th ed. California: Thousand Oaks,
California: SAGE Publications, Inc; 2015.

35. O’Cathain A, Murphy E, Nicholl J. The quality of mixed methods studies in health services research. J Health Serv Res
Policy. 2008;13(2):92-8.

36. Wewers ME, Lowe NK. A4 critical review of visual analogue scales in the measurement of clinical phenomena. Res Nurs
Health. 1990;13(4):227-36.

37. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: Concepts, procedures and measures to achieve
trustworthiness. Nurse Educ Today. 2004;24(2):105-12.

38. Ayres L, Knafl KA. Typological Analysis. The Sage Encyclopedia of Qualitative Research Methods. 2008;901-3.
39. Moorley C, Cathala X. How to appraise qualitative research. Evidence Based Nursing. 2019 Jan;22(1).

40. Cranley LA, Cummings GG, Profetto-McGrath J, Toth F, Estabrooks CA. Facilitation roles and characteristics associated
with research use by healthcare professionals: a scoping review. BMJ Open [Internet]. 2017;7(8):e014384. Available from: http:/
bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2016-014384

41. Garner BR. Research on the diffusion of evidence-based treatments within substance abuse treatment: A systematic review. J
Subst Abuse Treat. 2009;36(4):376-99.

42. Hunter SB, Han B, Slaughter ME, Godley SH, Garner BR. Predicting evidence-based treatment sustainment: results from
a longitudinal study of the Adolescent-Community Reinforcement Approach. Implementation Science [Internet]. 2017;12(75).
Available from: http://implementationscience.biomedcentral.com/articles/10.1186/s13012-017-0606-8

43. Michie S, Stralen MM, West R. The behaviour change wheel: a new method for characterising and designing behaviour change
interventions. Implement Science. 2011;6(42).

44. Esteves JM. An empirical identification and categorisation of training best practices for ERP implementation projects. Enterp
Inf Syst. 2014;8(6):665-83.

45. Mount A, Anderson 1. Driving Change-Not Just a Walk in the Park: The Role of the Nurse Champion in Sustained Change.
Nurse Lead [Internet]. 2015;13(4):36-8. Available from: http://dx.doi.org/10.1016/;.mnl.2015.06.003

46. Boaz A, Baeza J, Fraser A. Effective implementation of research into practice: an overview of systematic reviews of the
health literature. BMC Res Notes [Internet]. 2011;4(212). Available from: file:///P:/Diagnostiek en Behandeling/Artikelen/
Implementatie/Boaz et al 2011 Effective implementation of research into practice an overview of systematic reviews of the
health literature.pdf

47. Beidas RS, Cross W, Dorsey S. Show Me, Don’t Tell Me: Behavioral Rehearsal as a Training and Analogue Fidelity Tool.
Cogn Behav Pract. 2014;21(1):1-11.

48. Aarons GA, Green AE, Trott E, Willging CE, Torres EM, Ehrhart MG, et al. The Roles of System and Organizational
Leadership in System-Wide Evidence-Based Intervention Sustainment: A Mixed-Method Study. Administration and Policy in
Mental Health and Mental Health Services Research. 2016;43(6):991-1008.

49. Proctor E, Ramsey AT, Brown MT, Malone S, Hooley C, McKay V. Training in Implementation Practice Leadership
(TRIPLE): evaluation of a novel practice change strategy in behavioral health organizations. Implementation Science. 2019 Dec
20;14(1).

50. Westerlund A, Nilsen P, Sundberg L. Implementation of Implementation Science Knowledge: The Research-Practice Gap
Paradox. Worldviews Evid Based Nurs. 2019 Oct 11;16(5).

Making implementation programmes better. Mixed methods case study of an Lindholm et al.
implementation process for two evidence-based brief psychotherapies

117


http://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2016-014384
http://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2016-014384
http://implementationscience.biomedcentral.com/articles/10.1186/s13012-017-0606-8
http://dx.doi.org/10.1016/j.mnl.2015.06.003

PSYCHIATRIA FENNICA | ORIGINAL STUDY
2022;53:98-119 PEER-REVIEWED

51. Carlson L, Rapp CA, Eichler MS. The experts rate: Supervisory behaviors that impact the implementation of evidence-based
practices. Community Ment Health J. 2012;48(2):179-86.

52. Weiner BJ, Lewis CC, Stanick C, Powell BJ, Dorsey CN, Clary AS, et al. Psychometric assessment of three newly developed
implementation outcome measures. Implementation Science. 2017;12(108).

53. Chaudoir SR, Dugan AG, Barr CHI. Measuring factors affecting implementation of health innovations. a systematic review
of structural, organizational, provider, patient, and innovation level measures. Implement Science. 2013;8(22).

54. Lindholm LH, Komulainen J, Lassila A, Kampman O. Making implementation programmes better. Mixed-methods case
study of an implementation process for two evidence-based brief psychotherapies. Preprint, Research Square. 2021.

Lindholm et al. Making implementation programmes better. Mixed methods case study of an
implementation process for two evidence-based brief psychotherapies

118



ORIGINAL STUDY | PSYCHIATRIA FENNICA
PEER-REVIEWED 2022;53:98-119

Making implementation programmes better. Mixed methods case study of an Lindholm et al.
implementation process for two evidence-based brief psychotherapies

119



