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Abstract

Background: Multiple theories, models and frameworks have been developed to assist implementation of evidence-
based practice. However, to date there has been no review of implementation literature specific to adolescent
healthcare. This integrative review therefore aimed to determine what implementation science theories, models and
frameworks have been applied, what elements of these frameworks have been identified as influential in promoting
the implementation and sustainability of service intervention, and to what extent, in what capacity and at what time
points has the contribution of adolescent consumer perspectives on evidence implementation been considered.

Methods: An integrative design was used and reported based on a modified form of the PRISMA (2020) checklist.
Seven databases were searched for English language primary research which included any implementation sci-
ence theory, model or framework developed for/with adolescents or applied in relation to adolescent healthcare
services within the past 10 years. Content and thematic analysis were applied with the Consolidated Framework for
Implementation Research (CFIR) used to frame analysis of the barriers and facilitators to effective implementation of
evidence-informed interventions within youth health settings.

Results: From 8717 citations, 13 papers reporting 12 studies were retained. Nine different implementation science
theories, frameworks or approaches were applied; six of 12 studies used the CFIR, solely or with other models. All CFIR
domains were represented as facilitators and barriers for implementation in included studies. However, there was little
or no inclusion of adolescents in the development or review of these initiatives. Only three mentioned youth input,
occurring in the pre-implementation or implementation stages.

Conclusions: The few studies found for this review highlight the internationally under-developed nature of this
topic. Flagging the importance of the unique characteristics of this particular age group, and of the interventions
and strategies to target it, the minimal input of adolescent consumers is cause for concern. Further research is clearly
needed and must ensure that youth consumers are engaged from the start and consistently throughout; that their
voice is prioritised and not tokenistic; that their contribution is taken seriously. Only then will age-appropriate evi-
dence implementation enable innovations in youth health services to achieve the evidence-based outcomes they
offer.
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Contributions to the literature

«+ Established theories and frameworks are increas-
ingly applied to inform or underpin implementa-
tion of changes in adult and paediatric healthcare
but this is the first review of their use in adolescent
health services research.

+ The review found only 13 papers reporting 12 stud-
ies; 10 studies originated in North America; the
main clinical focus of initiatives was mental health
(n=9), also eating disorders (n=1).

+ Most factors of the Consolidated Framework for
Implementation Research domains were described
as implementation facilitators or barriers; age spe-
cific determinants of implementation success were
only identified when implementation teams consid-
ered the characteristics of the target population.

« Consumer engagement was sparse and mostly pre-
implementation consultation.

Introduction

The slow and suboptimal translation of evidence-based
practice (EBP) into routine clinical care is a decades-
long problem with enduring discrepancies highlighted
between the care recommended in evidence-based guide-
lines and that prescribed and delivered by clinicians or
received by patients [1, 2]. Examples have been demon-
strated internationally; in Australia, for example, Runci-
man and colleagues used internationally applied methods
to examine 522 indicators of appropriate care for 22 com-
mon conditions. In only 57% was care in line with what
evidence-based guidelines recommended at the time [3].
Such evidence-practice gaps often result in sub-optimal
outcomes for patients and less effective healthcare sys-
tems [2].

Multiple factors underpin this evidence-to-practice
gap, including unsystematic or under-developed imple-
mentation strategies. Recognition of this problem over
recent decades has led to development of multiple con-
ceptual theories, models and frameworks to assist imple-
mentation of EBP and programs in healthcare. The next
steps forward came with consolidation of this body of
work into a ‘meta-theoretical’ synthesis of theories, pre-
senting a comprehensive overview of factors shown to
be influential across healthcare implementation settings.
Building on and updating Greenhalgh’s original work

which analysed findings of 495 studies [4], Damschroder
et al. mapped the constructs of eighteen published theo-
ries into the Consolidated Framework for Implemen-
tation Research (CFIR) [5]. Composed of 39 factors
organised as five domains (the intervention, inner and
outer settings, the individuals involved, and the process
by which implementation is accomplished), the CFIR has
been extensively used to plan and evaluate implementa-
tion strategies and has to date (November 2021) been
cited > 2800 times in PubMed and > 7000 times in Google
Scholar [6].

With the advent of the CFIR (and implementation sci-
ence approaches more widely), understanding of how
and why implementation strategies succeed or fail has
expanded [7]. Structured approaches to implementa-
tion planning are now well-established in mainstream
service development and quality improvement in adult
healthcare (see, for example, in Australia New South
Wales Health’s adoption of the Accelerating Implemen-
tation Methodology) [8]. However, little is known about
the penetration of implementation science frameworks
into adolescent healthcare. Adolescent healthcare com-
prises multiple systems and service transitions where
multi-level ecological factors interact interdependently
and simultaneously. Implementation efforts within such
systems can be overwhelmingly complex due to multiple
inputs and influences (e.g. adolescent and family consum-
ers, clinicians, clinical and non-clinical teams and service
departments), variations across settings (e.g. paediatric
and adult hospitals, community and primary care) and
transitions to multiple public and private, governmental
and non-governmental services. Arguably, this makes
the use of systematic and credible approaches to imple-
mentation even more important. It is therefore timely
to examine the factors associated with successful evi-
dence implementation in this relatively under researched
group to better support practitioners and service provid-
ers. Accordingly, this integrative review was designed to
describe the current state-of-play for use of implementa-
tion science approaches in health services research for
adolescents.

Review Questions

1. What implementation science theories, models and
frameworks have been applied in support of service
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development, innovation or sustainability in adoles-
cent healthcare?

2. What elements of these frameworks have been iden-
tified as influential in promoting the implementation
and sustainability of service intervention?

3. To what extent and in what capacity has the contri-
bution of adolescent consumer perspectives on evi-
dence implementation been identified or reported in
the development and application of implementation
frameworks? At what time points were adolescent
perspectives considered?

Methods

An integrative review design was chosen as it was antici-
pated that studies might use a variety of methods and
offer both qualitative and quantitative data. An integra-
tive review has the capacity and flexibility to manage this
[9]. Methods were based on and reported in line with a
modified form of the PRISMA (2020) recommendations
[10].

Search strategies and screening
Search strategies were developed based on the frame-
work of Participant and Situation [11]:

Participants comprised adolescents and youth within
the range of 10-25 years (hereafter referred to as adoles-
cents), and their families, as the target group for the pro-
posed intervention. This life stage was chosen as the time
when healthcare services need to adjust their interven-
tions to accommodate emerging adolescents’ autonomy
and where families’ and carers’ roles are changing. Study
participants could also include staff and stakeholders for
the proposed intervention.

Situation: where any named implementation science
theories, frameworks and approaches were used; for this
study these were defined as any designated structural
arrangement of factors or variables described as influenc-
ing or impacting the achievement of behavioural, proce-
dural or service change as a result of intentional effort to
integrate research evidence into routine daily practice.

Inclusion and Exclusion Criteria
To be eligible for inclusion studies were required to:

+ Include any implementation science theory, frame-
work or approach that:

o Was developed for or with adolescents, or
o Was applied in relation to healthcare services
designed for delivery to adolescents (adolescents /

youth / young people alone or in conjunction with
children),
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+ Be written in the English language,

+ Report primary research, and

+ Have a publication date within the period January
2010—September 2020.

Papers were excluded where they:

+ Did not report findings of primary research studies
(e.g. polemic, discussion or protocol papers),

+ Were brief reports or abstracts only, including con-
ference abstracts, where full study details were not
available,

+ Were deemed to focus on services that were not pri-
marily healthcare provider services (e.g., where the
intervention was designed or implemented as a pub-
lic health initiative, was delivered as a school, judicial
system or peer-support initiative).

Literature searching

The search strategy was devised to capture studies that
applied any recognised implementation science theory,
model or framework for participants across any health-
care specialty. Seven databases were searched: Excepta
Medica (Embase), Medical Literature Analysis and
Retrieval System Online (Medline), Psyclnfo, the Cumu-
lative Index of Nursing and Allied Health Literature
(CINAHL), Allied and Contemporary Medicine Database
(AMED), the Cochrane Database of Systematic Reviews
and the Cochrane Central Register of Controlled Trials.
Search strategies were developed consisting of a range of
synonyms with abbreviations and wildcards combined
with Boolean operands; searches were tailored to each
database. Examples of the search strategy are provided
in Supplementary File 1. The reference lists of included
studies and reviews were also searched for relevant
papers.

Search output was downloaded to Endnote version
X9. Manual screening and elimination of duplicates was
conducted by the first author, then remaining files were
uploaded to Covidence [12]. All authors screened the
titles and abstracts; every paper was screened indepen-
dently by two authors. Papers that were clearly ineligi-
ble (did not meet inclusion or met exclusion criteria)
were removed but in case of uncertainty were retained
for full review. Decisions were discussed to agreement;
where two reviewers could not agree, a third reviewer
adjudicated.

The combined searches produced n=6,520 unique
citations. After title and abstract screening, 313 poten-
tially eligible papers were retained for full-text review. Of
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these, thirteen papers were retained for data extraction
(Fig. 1).

Critical appraisal and data extraction

Papers retained after the screening process were criti-
cally appraised using the Mixed Methods Appraisal
Tool [13]. Each paper was independently appraised
by two authors with conclusions compared and dis-
cussed to consensus among the author group. Findings
were recorded in Supplementary file 2. No study was
excluded on the basis of appraisal findings.

Each article was read independently and core data
were extracted into a dedicated spreadsheet by two
reviewers across the following categories:

+ Study methods and main findings;

+ The intervention purpose/ aim, elements (includ-
ing facilitators and barriers) and target (e.g.
patients/ clients);

+ The implementation process, comprising imple-
mentation science theory/ model/ frameworks
named and applied in the study, the implementa-

tion target population, and planning, preparation,
delivery, monitoring and evaluation activities; any
adolescent involvement in preparation, imple-
mentation or evaluation.
Data were reviewed with discrepancies discussed and
resolved to consensus at author group meetings.

Data Analysis

Data from included papers were summarised and synthe-
sised using a combination of content and thematic analy-
sis [14] to address the review questions. Content analysis
was used to tabulate and summarise data in response
to research questions one and three. For research ques-
tion two, thematic analysis was employed with a combi-
nation of inductive and deductive approaches using the
CFIR as an organising framework. Each paper was ini-
tially coded independently by two authors against CFIR
factors, and subsequently discussed to agreement by the
author group. Findings were then synthesized and sum-
marised by the third and sixth authors. The CFIR was
chosen because it was developed to integrate and unify
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multiple prior Implementation Science theories, many
of which addressed only specific aspects of implemen-
tation, featured overlapping constructs and used incon-
sistent definitions and terminology. The CFIR posits that
five domains influence implementation. The interven-
tion itself is one, and salient characteristics include its
underpinning empirical evidence and level of complex-
ity. The outer and inner settings have been defined as
(outer setting) ‘the economic, political, and social con-
text within which an organization resides, and (inner
setting) ‘features of structural, political, and cultural
contexts through which the implementation process
will proceed’[5]. The outer setting includes, for exam-
ple, consumer needs and the availability of resources,
policies and incentives whilst the features of the imple-
mentation site comprise the inner setting. The charac-
teristics of the individuals involved comprise another
domain (e.g. their knowledge and motivation for change)
and, lastly, the chosen implementation processes (e.g.
activities undertaken in planning, engagement, execu-
tion and evaluation) [5]. The purpose of using the CFIR
was to demonstrate the barriers and facilitators to effec-
tive implementation of evidence-informed interventions
within adolescent health settings. Additionally, evidence
was sought for any other factors, specifically those that
might be unique to adolescent healthcare.

Results
Study selection
Figure 1 summarises the literature searching and screen-
ing process. From the originally downloaded 8,717
citations, 13 papers were retained for inclusion in the
integrative review (Table 1). Of these, two papers related
to different stages of implementation within the same
study; both were retained. Of the twelve studies, five each
were conducted in the USA and Canada, and one each
in the UK and Sweden. Nine related to health services
for mental health and one to eating disorders; one each
related to disability and chronic illness services. Included
studies used quantitative, qualitative, and mixed methods
study designs in three, four and five studies respectively.
All the qualitative papers, two of the three quantita-
tive, and four of the six mixed methods papers adequately
addressed every question of the MMAT tool. Where paper
quality was marked down, this was largely due to non-gen-
eralisable methods, issues of bias and incomplete reportage.

Question 1: What implementation science theories, models
and frameworks have been applied in support of service
development, innovation or sustainability in adolescent
healthcare?

Nine different implementation science theories, mod-
els or frameworks were applied in the adolescent
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healthcare research papers included in this review
(Table 2), with eight of the twelve studies using a single
theory, model or framework. The CFIR was the most
popular, used alone in four studies [15-18], in combina-
tion with the Active Implementation Framework (AIF)
and the Implementation Outcomes Taxonomy (IO) in
two papers relating to the same study [19, 20], and in
one study in combination with the PDSA framework
[21]. Two studies used the Knowledge to Action (KTA)
model alone [22, 23]. The Exploration, Preparation,
Implementation, Sustainment (EPIS) framework and
the Stages of Implementation Completion (SIC) frame-
work were used alone in one study each [24, 25] and
the EPIS was used with the National Centre for Child
Traumatic Stress Learning Collaborative (NCCTS LC)
model in another study [26]. One study used a com-
bination of Plan, Do, Study, Act (PDSA) and the Nor-
malization Process Theory (NPT) [27]. Of these cited
approaches, KTA, EPIS, SIC, NCCTS LC and PDSA are
categorised as ‘process’ (‘how to’) models, the AIF and
the CFIR as ‘determinant’ (or explanatory) whilst the
IO addresses evaluation and the NPT is a recent imple-
mentation theory [7].

These theories, models and frameworks were applied
at various points within studies’ trajectories: in plan-
ning and preparation and in delivery of the intervention
implementation strategy and processes; in monitoring
and evaluation of these implementation strategies; to
plan for and enable sustainability of change (Table 2).
One study only applied a framework (the CFIR) dur-
ing evaluation, using it as a post-hoc framework for
analysis [18]; another study claimed both the CFIR and
PDSA were used for planning purposes but did not
explain how [21]. One study used the CFIR for both
planning and evaluation [16]. All other studies applied
one or more theory, model or framework at multiple
points through the study trajectory, often providing
very detailed accounts of project development, deliv-
ery and evaluation where these approaches were inte-
gral and essential elements. Their use in relation to
sustainability of change, however, was only mentioned
in one study [25], although for at least five papers, this
could be considered outside the scope of the specific
publication.

Question 2: What elements of these frameworks have been
identified as influential in promoting the implementation
and sustainability of service intervention?

Findings in response to Question 2 are mapped in
Table 3, synthesised in reference to the CIFR domains of
1) Intervention characteristics, 2) Outer setting, 3) Inner
setting, 4) Individual characteristics, and 5) Process [5].
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Table 2 Use of theories, models and frameworks within each study
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Study IS theory/ model/  TMF used in TMF used in TMF used in TMF used in TMF used to
framework named planning and delivery of monitoring the evaluation of plan/ enable
as applied in the preparation implementation implementation implementation sustainability?
study activities? processes? processes? process?

Amaya-Jackson National Center Yes Yes Yes Yes Yes

etal, 2018 [26] for Child Traumatic
Stress (NCCTS)

Learning Collabora-
tive Model on the
Adoption and
Implementation of
EBTs

Anaby et al, 2015 Knowledge to Yes Yes Yes Yes Not stated

[22] Translation
Participatory Action  ‘Principles used’ Not stated Not stated Not stated Not stated

Beidas et al, 2016 EPIS Yes Yes Yes Yes Out of scope for

[24] paper

Couturier etal, 2018 AlF Reported elsewhere  Yes Yes Yes Not stated

[19]

CFIR Not mentioned Not mentioned Not mentioned Not mentioned Not mentioned
10 Not mentioned Not mentioned Not mentioned Not mentioned Not mentioned

Couturier et al, 2021 AIF Yes Yes Yes No Out of scope for

[20] paper
CFIR Yes Yes No Yes Out of scope for

paper
10 No No No Yes Out of scope for
paper

Henderson et al,, CFIR Yes Yes Yes Yes Not stated

2017 [15]

Kingsley, 2020 [21] ~ PDSA ‘Stated but not Not stated Not stated Not stated Out of scope for

explained’ paper
CFIR ‘Stated but not No No No Out of scope for
explained’ paper

Nadeem et al, 2018  SIC Yes Yes Yes Yes Stated but detail

[25] unclear

Radovic, 2019 [16] CFIR Yes Not stated No Yes Not stated

Shafran etal, 2020 NPT Yes Yes Yes Yes Not stated

[27]

PDSA Yes Yes Yes Yes Not stated

Stanhope et al, CFIR No No Yes Yes Not stated

2018 [17]

Snider, 2016 [23] Knowledge to Yes Yes Yes Yes Out of scope for
Action paper

Westerlund, 2020 CFIR No No No Yes Out of scope for

(18]

paper

* AIF Active Implementation Framework

" CFIR Consolidated Framework for Implementation Research

"EPIS Exploration, Preparation, Implementation, Sustainment

" 10 Implementation Outcomes Taxonomy

“ NPT Normalisation Process Theory
* PDSA Plan, Do, Study, Act
" SBIRT Screening, Brief Intervention and Referral to Treatment

" SCD Sickle Cell Disease

" SIC Stages of Implementation Completion

" TF-CBT Trauma-Focused Cognitive Behavioural Therapy
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Intervention characteristics

Eleven papers [15-19, 21, 22, 24-27] acknowledged the
contribution of intervention characteristics as barriers
or facilitators to implementation. Two studies cited the
intervention source [18, 21], noting that where key stake-
holders and end-users were involved in development,
this facilitated uptake. By contrast, where externally
developed (mental health) guidelines showed limited
implementation success, this was attributed to develop-
ers’ oversimplified understanding of the population and
issues [18].

Stakeholder perceptions regarding evidence strength
and quality were important [18, 21, 25, 26], whether
based on clear theoretical or research grounding [25]
or expert opinion [21]. Scepticism from health profes-
sionals regarding supporting evidence was a barrier to
implementation [18]. Demonstrated evidence of program
effectiveness was important for securing continued fund-
ing for one intervention [26].

The relative advantage of the intervention compared to
available alternatives was credited as influential [16, 18,
20, 22, 25]. Uptake was enhanced where health profes-
sionals believed that implementation could improve the
quality of care and services, reduce practice variations,
and promote job satisfaction and professionalism [16,
18, 20, 22]. Perceived relative advantage was high where
there was a match between the intervention and recog-
nised patient, clinician and/or service needs [16, 18, 20,
22], and where there were no comparable interventions
[16]. Barriers related to relative disadvantage arose from
difficulties obtaining buy-in, service billing issues, and
time [25].

Recommendations and actions to improve the
adaptability of interventions included modifying and
streamlining processes to suit work practices [21], devel-
oping workarounds for technical issues [17], personalis-
ing interventions for the individual and context [27], and
adapting how interventions were introduced to health-
care professionals [16]. Barriers to adaptability [16-20,
24] related to difficulties in tailoring interventions to
suit populations, contexts, and workflows [17-19, 24],
in training staff across broad services [20], in integrating
technologies (e.g. with electronic medical records, mobile
applications) [16, 17] and confidentiality concerns [17].

The perceived complexity of the intervention was
important [15, 16, 19, 21, 22, 24, 25, 27]. Implementation
was easier where interventions were straightforward and
easy to understand, and could be applied without much
additional effort or impact on current workflows [21, 25].
Time and resource constraints hindered planning, train-
ing, implementation and evaluation [15, 19, 22, 24, 25], as
did additional and/or unnecessary processes and work-
load requirements [15, 21, 22, 24], poor intervention fit
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with daily routines and competing priorities [16, 22], lack
of role clarity and role overlaps [19], and the general inva-
siveness of the intervention [27]. Cost was also a factor
[26].

Intervention design, quality and presentation were typi-
cally positive attributes [16, 20-22]. Clinicians praised
translation workshops for multi-disciplinary attendance,
and the relevance and usefulness of content including
knowledge translation processes [22]. The involvement
of both medical practitioners and administrators in train-
ing, the use of role-play, the consistent review of treat-
ment sessions, and frequent and immediate feedback
were appreciated [20].

Outer setting
Nine studies cited influential factors from the outer set-
ting [16-19, 21, 24-27]. Patient needs and resources
were most frequently cited [16-19, 21, 24-27]. Patients
needed clinicians to be trained in evidence-based prac-
tice and relevant specialist services [25] and for techno-
logical approaches to service provision such as telehealth
to be available [27]. Barriers arose from the complex and
diverse needs of young people including their comorbidi-
ties, unstable home lives, trauma and other risk factors
[17-19, 24, 26]. Patient-related difficulties arose in iden-
tifying and locating young people who met intervention
criteria [17, 21, 24], from patient (un)readiness for treat-
ment [17] and disruptive behaviours [24] and from drop-
out due to unstable home life or geographical relocation
[26]. Services were challenged by the stigma of mental
health [16] and the difficulties of delivering services other
than in person (such as via telehealth or telephone) [27].
External policies and incentives that presented barriers
included the impact of government policies and regula-
tions on billing practices and burdens placed on services
due to licencing and regulatory demands [17]. Closure of
services also affected implementation [24].

Inner setting

Ten papers cited factors related to the inner setting [15—
19, 21, 22, 24-26]. Supportive structural characteristics
included established relationships between stakeholders
and infrastructure such as staff shared across depart-
ments and allotted clinic time for the intervention [21].
Structural hindrances included staffing turnover and
scheduling, large caseloads and lengthy clinic waitlists,
difficult intake and billing processes [17, 19, 25].

Existing networks and communications could be capi-
talised on [15, 16, 19, 26], for example, by supporting
role clarity [19] and enabling communication between
primary care and nurse coordinators to monitor patient
progress [16]. Formal and informal collaboration across
teams, knowledge sharing between clinicians or health
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agencies on how to address implementation barriers [15,
26], joint educational opportunities and use of common
tools [15] were cited. Relationship building was impor-
tant [15, 16, 19, 26], and strong positive relationships
between stakeholders were a success factor [15]. Con-
versely, lack of formal communication systems between
stakeholders [18] and slow responses [16, 18] were bar-
riers and accrued negative consequences for the care of
young people [18].

Organisational cultures and values both hindered
and facilitated knowledge translation [18, 21, 22]. Cul-
tures that valued continuing education and learning and
sought to link research to practice supported implemen-
tation [22], whereas a culture of autonomy amongst cli-
nicians could hinder guideline implementation [18] and
mean that evidence-informed referrals were perceived as
unnecessary [21].

The implementation climate was described as impor-
tant [18, 22, 24, 25], and comprised tension for change,
compatibility, relative priority, organisational incentives
and rewards, goals and feedback and the learning climate
(Table 3). The commitment and involvement of leaders
throughout the course of implementation [18], stake-
holder buy-in and an organisational mandate [22] were
characteristics of a positive climate. A negative climate
was seen in lack of agreement on the prioritisation of
activities [18], where practical issues deterred leadership
support [24] and where there was a general perception
that an intervention was too difficult [18, 24, 25].

Tension for change was in evidence where change was
perceived to increase the quality of care, reduce practice
variations and improve work settings [18] or could be
presented as responding to negative media [16]. Tension
for change was low when the perceived need was also
low [18]. The organisational learning climate was cited as
a facilitator when primary care physicians were seen to
actively seek education opportunities [16].

Where a project aligned with organisational goals
without overlapping other activities, the perceived com-
patibility of the intervention facilitated implementation
[16, 21]. However, a poor match to health professional
and patient populations [18] and competing systems
and changes within an organisation [17] had a negative
impact on facilitating change. The relative priority attrib-
uted to an intervention depended on the support of key
stakeholders [21, 22] and competing priorities [17].

Two studies recorded organizational incentives and
rewards as influential. In one, stipends and acknowl-
edgement rewarded individuals who worked as brokers
between the implementation team and the front-line
implementers. By contrast, not allowing therapists to bill
at an enhanced rate unless implementing an interven-
tion with complete fidelity was a clear barrier [24]. In the
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other study the lack of incentives, goals and feedback sys-
tems deterred implementation [18].

Readiness for implementation comprised leadership
engagement, available resources and access to knowledge
and information. Readiness for implementation could be
indicated variously: by clinicians’ personal values about
the topic and of continuing learning and education, by
clinicians’ curiosity, and desire to link research to prac-
tice or validate clinical wisdom, and by peer endorse-
ments [22]. Leadership engagement approaches that
involved quick decision-making with limited stakeholder
consultation and sub-optimal communication of changes
were ineffectual [25], whereas successful implementation
featured more thoughtful and engaged decision-making
processes involving numerous stakeholders at multiple
levels. Successful initiatives involved executive leader-
ship buy-in [24] and engaged program administrators,
who advocated for change upwards through the approval
chain, and emphasised the fit of the intervention with
the mission of the organisation [25]. A broker between
the implementation team and the front-line implement-
ers was also helpful [24]. Studies cited available resources
as critical for implementation [15-22, 24-27], with
resource barriers and facilitators deriving from staffing,
workloads, training, physical space, funding and time.

Individual characteristics

Five studies cited the contribution of individual char-
acteristics as either barriers or facilitators to implemen-
tation [16, 18, 21, 22, 25], with stakeholder knowledge
and beliefs about the intervention the most commonly
reported factor [16, 18, 21, 22, 25]. One study revealed
that lack of knowledge could facilitate implementation
by motivating clinicians to learn [22], whilst others found
negative beliefs about the need for and/or utility of inter-
ventions was a barrier to implementation [18, 21, 25].
Self-efficacy was mentioned in three studies [16, 20, 26],
with two citing null results (not reported in Table 3) [20,
26] and one indicating this factor facilitated implementa-
tion [16]. The individual stage of change was mentioned
in one study that linked this to positive intentions for
change [22]. Other personal attributes facilitating imple-
mentation included personal values regarding learn-
ing and education, and curiosity [22], but neither prior
knowledge and experience [26] nor attitudes and readi-
ness [20] affected implementation.

The implementation process

Planning was critical for implementation [21, 23, 24,
26] and entailed starting early, screening for and iden-
tifying intervention recipients and key stakeholders,
undertaking tailored consultations, training staff and
trialling tools [21, 24, 26]. Project team meetings were
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opportunities to share information, build trust and
discuss issues [23, 24]. Ensuring the right team mem-
bers was important: for example, appointing a sup-
port worker for an intervention for youth injured by
violence with “lived experience” or significant relevant
work experience [23].

Implementation was supported by the engagement
of a range of facilitatory roles, achieved via multiple
diverse strategies. Engaging was a critical aspect of
implementation, raised by all 13 papers variously in
relation to opinion leaders, formally appointed inter-
nal implementation leaders, champions and external
change agents [15-27]. Engagement processes were
primarily discussed in positive terms [15-17, 19-27]
although two studies highlighted the negative impacts
of limited stakeholder engagement [18, 25].

For all these roles, creating opportunities to build
relationships and learn together were key implemen-
tation strategies. One study found that inter-state
learning communities and mutual support assisted
engagement and implementation [17]. Engaging sup-
port from respected clinicians and managers at various
levels also facilitated implementation [21]. Thought-
ful and involved decision-making processes engaged
senior executives, ‘selling’ them on the project so they
advocated up the chain for approval [25].

Having medical practitioners and administrators
present at training workshops provided opportunities
for relationship-building [20]. Inter-sectoral and joint
meetings acted as educational and capacity-building
events that promoted information sharing, goal set-
ting and opportunities for stakeholders to connect
[15]. Positive relationships between front-line staff
and implementation teams were sustained by project
leads participating in site visits and webinars [15]. The
continued engagement of key stakeholders who were
influential opinion leaders was facilitated via timely
feedback including communication of progress [21]. A
lack of engagement was highlighted as a barrier in one
study where decision-making processes were abrupt
with minimal stakeholder involvement [25].

Execution of implementation was considered in sev-
eral papers. Barriers included unplanned staff absences
and leave which had ramifications for workflows
[21]. Facilitators included funding that provided for
extended training and time for trainers to spend with
trainees [26]. Reflecting and evaluating was illustrated
in studies where implementation teams focused on
unanticipated negative outcomes and how these could
be addressed [20, 22]. One study built in reflection and
recap processes following the intervention [22], while
another considered suggestions from participants [20].
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Question 3: To what extent and in what capacity have

the contribution of adolescent consumer perspectives

on evidence implementation been identified or reported

in the development and application of implementation
frameworks? At what time points were adolescent
perspectives considered?

Review inclusion criteria specified that either adoles-
cents or providers of healthcare services designed for
adolescents should be targeted in included studies. In all
included papers young people or adolescents and chil-
dren were the recipients of the clinical interventions,
but the target of reported implementation strategies was
most often exclusively the clinicians and staff delivering it
[15, 16, 18-20, 22, 24, 25]. For example, in Couturier and
colleagues’ papers [19, 20], the intervention recipients
were adolescents aged 12-18, but therapists’ fidelity to
the family based therapy protocol was the study outcome.
Similarly, Stanhope and colleagues implemented their
Screening, Brief Intervention and Referral to Treatment
intervention in young people aged 15-22, but clinicians
rather than adolescents were asked to evaluate it. Three
papers reported data from both clinicians/ staff and
adolescent consumers [23, 26, 27] and two papers used
adolescents’ routinely collected data or generated new
process records [17, 21].

Across the 13 included papers there was little or no
inclusion of adolescents or youth in the development or
review of any health service intervention or implementa-
tion strategy. Only three studies mentioned adolescent
input, which occurred primarily in the pre-implementa-
tion stage of the studies, or took place while implemen-
tation was underway. Shafran and colleagues held focus
groups to discuss issues related to engagement and the
delivery of their intervention, both prior and during the
intervention, which included five young people [27].
Radovic and colleagues consulted a youth research advi-
sory board for feedback on their proposed implementa-
tion strategy. The adolescents’ feedback differed on some
points from that of the clinicians, demonstrating the
importance of including the perspectives of young people
[16]. Finally, Snider and colleagues spoke to ‘youth with
lived experience with violence’ while developing their
violence intervention program [23]. These young people
offered insight into their experiences in the Emergency
Department, describing how vulnerable they felt during
this hospital presentation. Clinicians suggested that this
might indicate a ‘teachable moment’ and this led to the
decision to implement the violence intervention program
in Emergency Departments, rather than in community
settings.

In summary, while adolescents were the eventual
recipients of all interventions, their input or feedback
was rarely sought across the included studies. When
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included, there was evidence that the voice of young peo-
ple was able to guide how interventions or implementa-
tion could be improved.

Discussion

An important finding of this review is the international
sparsity of work in this field, with only 13 papers from
12 studies included, 10 from North America. Whilst this
review did not aim to present a comprehensive view of
all implementation activities across youth health services,
the small number of theoretically underpinned stud-
ies makes clear the under-developed nature of the topic.
Eight of these twelve studies described application of
implementation science theory, models and frameworks
within at least three of the major stages of implementa-
tion work: in project planning, delivery, monitoring and
evaluation, with sustainability barely mentioned. Over-
all, these were credible accounts of theory integral to the
processes of practice innovation and change.

The extensively referenced CFIR (4,251 citations at
October 2021) was chosen to support this structured
analysis of implementation supports and barriers because
its menu of constructs captures the complexity and
multi-level nature of implementation [28]. The CFIR has
been used as a theoretical framework to generate con-
text-specific logic models (i.e. targeted and tailored), and
as a pragmatic guide to methodically assess and evalu-
ate facilitators and barriers in developing and delivering
innovations (see https://cfirguide.org/). Whilst predomi-
nantly applied in adult studies, CFIR has also been used
for paediatric services and adapted for use in school set-
tings [29], indicating relevance across age groups. How-
ever, no age-appropriate adaptation for adolescence was
found.

Unique challenges and barriers deriving from the char-
acteristics of adolescent populations were repeatedly
flagged, and this is an important consideration for service
developers [16, 18, 19, 21, 26]. Most health systems are
binary, designated either as paediatric or adult where age
defines access, but neither system is ideally positioned
to support the morbidities of adolescents. These mor-
bidities are those associated with health risk behaviours,
emerging non-communicable chronic disease and men-
tal health, as broadly reflected in this review. Too often
adolescents are stigmatised and stereotyped in the gen-
eral community as risk takers, irresponsible and generally
difficult to engage. Unfortunately, this stigma is also pre-
sent in health systems and services, as well as in research,
where adolescents are often considered too challenging
to work with [30]. The majority of adolescent healthcare,
other than for non-communicable chronic disease, takes
place in primary care and other community settings,
Emergency Departments or in specialised services for
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high risk or marginalised youth, and for mental health,
also reflected in the studies in this review. Many services
for adolescents are under-resourced from the begin-
ning and implementation studies are likely viewed as an
additional burden, rather than a way to improve patient
outcomes.

Many of the studies reported on their preparatory
stages, most often from the provider perspective; in these
situations, no comment can be made on the value of the
work to the end user. This is reflective of the wider situ-
ation, in which advocacy for the specific health needs of
adolescents is commonly missing from policy and prac-
tice, and adolescents are often not allowed a voice [31].
In the few reviewed studies that included adolescents in
the implementation process, their input was episodic and
not consistent throughout the process; it could be con-
sidered tokenistic or, at best, only briefly reported. There
is increasing acknowledgement of the importance of the
consumer voice in healthcare and this is perhaps particu-
larly the case for implementation studies. Without this,
even an intervention perfectly implemented as planned
may not achieve the desired outcomes.

In summary, adolescents and youth too-often miss out
or are overlooked and are the losers in health systems,
and this review makes clear that this includes implemen-
tation work. Together, the above findings indicate that
implementation managers should consider a number of
factors when planning, implementing, scaling-up and
evaluating health service interventions for adolescents.
The most commonly cited intervention characteristics
that facilitated overall implementation were the relative
advantage, adaptability and design, quality and packag-
ing of interventions. This suggests that implementation
strategies for youth health service interventions must
consider how any proposed intervention will work in the
‘real world! Knowledge translators must know not just
why a proposed intervention is superior to other options,
how it can be adapted to the specific context and how
this can be ‘sold’ to individuals charged with implementa-
tion but also what is required to meet the needs and pref-
erences of the adolescent consumer. The most commonly
cited barriers to implementation were the complexity and
adaptability of the interventions. Whilst this may reflect a
bias of researchers for whom the design elements of an
intervention may be a familiar focus, this may also flag
the challenges of trying to adapt systems and processes to
meet the needs of adolescents without or with minimal
youth input to inform this.

Limitations and strengths of the review

In the realist world of service and practice innovation,
implementation research juggles the methodology issues
that attend pragmatic trials, mixed methods designs and
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complex interventions, compounded by the frequent
need to measure implementation outcomes for which no
standardised instruments exist [32]. Included studies all
experienced these challenges and their variable successes
at meeting them are reflected in their quality scores.

This review aimed to identify what elements of estab-
lished implementation science theories, models and
frameworks have been reported as enablers or barriers in
implementing interventions in adolescent health services.
It did not seek to map all factors reported as influential,
as, in the absence of linkage to this epistemology, the
generalisability of findings would be impossible to gauge.
This may mean that by applying a framework devel-
oped from adult evidence, adolescent-specific factors
may have been missed. Future review of studies carried
out from pragmatic rather than theoretical foundations
may reveal new knowledge. However, the comprehen-
sive nature of the CFIR guided its choice to structure
analysis of the reported enablers and barriers, despite
this framework’s predominantly adult provenance. An
advantage was that this revealed the substantial degree
of common ground in the implementation field for fac-
tors influential for adolescent as well as adult health ser-
vice implementation. The process of classifying barriers
and facilitators to implementation using the CFIR was a
largely subjective process, mitigated by using two review-
ers for this task. The count of CFIR domain factors can-
not be used to ‘weight’ the importance of specific CFIR
implementation influences within the adolescent health
space and it should be borne in mind that just because a
factor is not mentioned does not mean it is unimportant.
A number of studies did not mention anticipated influ-
ences on implementation but this could be because they
entailed assumed knowledge (thought to be obvious) or
were not considered worth mentioning by the researcher.
This does not necessarily mean that these processes did
not occur. Indeed, some aspects of implementation (such
as intervention cost) may be so central that they are not
discussed because the intervention would never be sup-
ported to even pre-implementation stage if it did not
meet this threshold.

Conclusion

The facilitators and barriers flagged by this review are
broadly generic; inadequate resourcing, lack of policy
direction and leadership, lack of interest in improving a
system for ultimate end users are consistent implemen-
tation themes which need to be resolved when imple-
menting change in adolescent healthcare. The lack of
adolescent consumer input, and limited recognition
and/or inclusion of the specific developmental needs of

Page 18 of 19

adolescence, such as neurocognitive development, psy-
chosocial resources and evolving autonomy, represent
a start point in addressing the stark research deficit
revealed by this review.

Methods
All methods were performed in accordance with the
relevant guidelines and regulations.
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