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Abstract

Objective: Although tailored implementation methods are touted as superior to standardized, few researchers
have directly compared the two and little guidance regarding the specific details of each method exist. Our study
compares these methods in a dynamic cluster randomized trial seeking to optimize implementation of measure-
ment based care (MBC) for depression in community behavioral health. This specific manuscript provides a detailed,
replicable account of the components of each multi-faceted implementation method.

Results: The standardized best practice method includes training, consultation, a clinical guideline, and electronic
health record enhancements with the goal to optimize the delivery of MBC with fidelity. Conversely, the tailored,
customized and collaborative method is informed by recent implementation science advancements and begins with
a needs assessment, followed by tailored training that feeds back barriers data to clinicians, the formation of an imple-
mentation team, a clinician-driven clinic-specific guideline, and the use of fidelity data to inform implementation
team activities; the goal of the tailored condition is to ensure the intervention and implementation strategies address
unique factors of the context. The description of these methods will inform others seeking to implement MBC, as

well as those planning to use standardized or tailored implementation methods for interventions beyond behavioral

health.
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Introduction

Measurement based care is an evidence-based prac-
tice (EBP) that involves the routine use of standardized
assessment results (i.e.,, Patient Health Questionnaire,
PHQ-9 for depression severity [1]) to guide psychother-
apy practice [2], but this practice is used by fewer than
20% of behavioral health clinicians in the United States
[3-5]. Implementation science has emerged to address
this research-to-practice gap. There is mounting evi-
dence that discrete implementation strategies are insuf-
ficient, but it is unclear how to best package multifaceted
strategies. A Cochrane review indicated variable impact
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of tailored implementation methods over standardized
approaches in healthcare settings [6]. Optimal methods
to identify determinants and inform tailoring remain
unknown [7]. This manuscript provides a detailed and
replicable description of the methods used in an ongo-
ing study that is comparing standardized versus tailored
implementation of measurement based care (MBC)
on clinician-level (fidelity) and client-level (depression
severity) outcomes in community behavioral health set-
tings. See Table 1 for an overview of methods.

Main text

Setting and participants

The study protocol is published elsewhere [8]. The main
study is a dynamic cluster randomized trial (12 sites ran-
domized to one of four cohorts and then randomized to

© The Author(s) 2018. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License
(http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license,

and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/
publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13104-018-3193-0&domain=pdf

Page 2 of 6

Lewis et al. BMC Res Notes (2018) 11:76

[0 1] UOBDUIWASSI 104 IOMAWDIA BY} Ul PAUIINO SB UOISNYIP JO IXSIUOD 3Y} JO SUIBWIOP XIS dY3 03UO dew 0} Pa3d3|as d1am saibajells uopejuawa|dwi ay)

aulepInb sypads-axs 01 AljPpy uo padeid siseyduwa
YUM ‘SIa11IB( [BNIX21U0D Buiabiel U0 Pasnd0) UORRINSUOYD)

MBIADI 21035 10} d|qe|ieAe ydein

UOI1eIUSWS|d W PRIO|IE] WIOJUI O} BIEP UONRIIDUS
JUSUISSISSE SPaau
9Y) WOl sIallleq paynuap! bunabiel jeusew Buiuiely palojie|

21Is Yoea 01 dy1dads ‘sulea) uoleiuswa|duwl Aq pauiusg

ssaiboud

Jo3yoe| Bunabiel Uo sdi) PRISYO SI9M SURIDIUID UOISSDS

Ul SIUBIJD LYIIM $310IS JO UOISSNISIP (€) {UOISSIS WIOJU| O}

24025 UBDIUIP (7) ‘6-DOHd JO UONRIISIUILIPE UOISSS-AQ
-UoISSas (1) :Aujepy DgW bunowoid uo pasnd0) UoLYNSUOD

MBIAI 2105 10} 3|qe|leAe ydeio

suepiuIp
0} papiroid 10U 1N ‘ANj9pY JOUOW O) P1BP UOI1RIIdU
[eua1ew Bujuesy pazipiepueis

U912 YUM UOISSSS Yyoe]

SHRAXa [eUIRIXS YUM sBuoaw ApjaamL]  s1usby abueyd g eipay
YH3 Ul suonesyipow a10u ssaiboid SS9D01d 9 24INIdNAS

e1ep AU2PY LM ¥DeqpaR 1§ IPNY
Buiuten S [emu| S9PNINY 3 SWION

\Aucijw\c uonensiuiupe 6-OHd 104 auljaping SOAIIUSDOU| PUB Sa121|10d

pu31Ie 01 PalAUL alam suoidweyd pue sispes| uoluido pUS11e 0} PRUAUL DISM SUBDIUID [V A]29MJ1 19W pUB PIULIO) 2J19M SWed| sobeyUI 1 SHIOMIBN
SJudW
UBIIUID dY1 AQ M3IASI 10O} ueIRIUl Y3 AQ M3IARI 0} -90uRYU] (HI) PI0D3Y YI|eaH D1uod3|d
YH3 Ul paJa1ua 21035 pue g-DHJ Jaded jo uonadwod Ul YHI Ul PaJ9Iua 210s pue 6-DHd Jaded jo uonajdwod ualD JUBWISS3SSe SPIaN $92UN0SY
,AA1}RI0qe|[0d pUk PAZIWOo)SNd, ‘palojie] LS9d1oe.d 3534, ‘pazipiepuels sa16a3enys uoneyuswajdw) 10308} [ENIX3IU0D)

suopuod jo uosiedwo) | sjqel



Lewis et al. BMC Res Notes (2018) 11:76

condition: standardized or tailored) in partnership with the
nation’s largest community-based outpatient behavioral
health service provider. Participants consist of both clini-
cians and clients. Clinicians are representative of Masters
level counselors (primarily female, Caucasian, less than 50%
licensed). Clients are adults with a diagnosis of depression
(primary or secondary) and a PHQ-9 score greater than 10,
receiving psychotherapy from a participating clinician.

Standardized implementation method

The standardized method was conceptualized as a “best
practices” approach to implementation, incorporating
six discrete implementation strategies [9]: (1) electronic
health record (EHR) enhancements; (2) a needs assess-
ment; (3) training; (4) MBC guidelines; (5) forming a
team; and (6) tri-weekly group consultation. The strate-
gies in this condition were led by a clinical psychologist
with MBC expertise and took place over a 5-month active
implementation period, followed by a 10-month sustain-
ment period.

EHR enhancements

The PHQ-9 questions were embedded in the EHR to
allow clinicians to transfer clients’ scores from paper
form to their individual charts. The EHR calculated total
PHQ-9 scores and produced symptom trajectories over
time. Clinicians used this graph to monitor outcomes
and communicate symptom change (or lack thereof) with
clients or other providers. Several self-report questions
were also embedded into the progress note to collect
MBC fidelity data, such as whether clinicians discussed
scores with clients, or indicate why the PHQ-9 was not
completed. Clinicians were encouraged but not required
to answer these questions.

Needs assessment

All clinicians completed a battery of self-report measures
and a subset attended a focus group during a baseline
needs assessment to reveal contextual factors of influence
across six domains (i.e., norms & attitudes; structure &
process; resources; policies & incentives; networks &
linkages; media & change agents) guided by the Frame-
work for Dissemination [10]. Focus group members were
identified by clinic administrators using purposeful sam-
pling to achieve extreme variation [11]. The results from
the needs assessment were used to characterize clinics
but not inform the implementation process, except that
several measures were used to prioritize clinicians for
attending the consultation meetings (see below).

Initial training
Clinicians attended a 4-h training 1 month after the
needs assessment. The primary goal was to introduce
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clinicians to MBC and the PHQ-9 and build founda-
tional knowledge and skill regarding the three core com-
ponents: (1) administer the PHQ-9, (2) review score
graphs, and (3) discuss scores with the client. The train-
ing covered: MBC introduction and scientific support;
core components of MBC; PHQ-9 scientific support;
and clinical tips for addressing lack of progress. Active
learning strategies were included in the training guided
by adult learning principles [12, 13]. The trainer provided
didactic content, modeled how to administer the PHQ-9,
engaged clinicians in practicing MBC core components
and offered immediate feedback, and showed videos on
how to use MBC with challenging clients. Clinicians were
invited to ask questions and participate in group discus-
sion. Clinicians earned four CEUs and the clinic received
equivalent financial incentives to cover productivity for
time spent in training.

Guideline

The recommended guideline to implement MBC was
discussed during the initial training and throughout the
consultation meetings. This guideline was informed by
the available literature (e.g., [14]) stating that clinicians
ought to administer, review, and discuss the PHQ-9 with
depressed adult clients in the beginning of every session.
This guideline was presented to clinicians as a strong rec-
ommendation not a requirement.

Building consultation teams

Although all clinicians were invited to join the consul-
tation meetings, opinion leaders (i.e., individuals who
hold influence in a social network) and champions (i.e.,
individuals who vocally support an innovation), as deter-
mined by self-report measures at baseline (i.e., Sociomet-
ric Survey [15] and Opinion Leadership Scale [16]), were
invited to attend the consultation meetings and their
schedules were prioritized, noting that they play a pivotal
role in their clinic.

Consultation team meetings

It is well-documented that training alone is insufficient
for changing behavior and consultation is needed to
increase skill and support implementation [17]. The pri-
mary goal of the consultation meetings was to facilitate
clinician use of MBC with fidelity to the core compo-
nents. Each meeting was 60 min and was led by the exter-
nal consultant via video conference. The consultant was
proscribed from focusing on problem solving contextual
implementation barriers. On average, six consultation
meetings were held in each participating clinic during
the 5-month active implementation period. For each
meeting, two clinicians presented examples of clients
with whom they tried but struggled to implement MBC.
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A standardized case consultation form was completed
prior to the meeting to provide the consultant with con-
text and specific questions (see Additional file 1). Active
learning strategies (e.g., group discussion, modeling,
practice + feedback) were used to engage clinicians. Cli-
nicians received 1 CEU for each meeting.

Tailored implementation method

The tailored implementation method was conceptualized
as “customized and collaborative” and it was informed
by the Dynamic Sustainability Framework [18], as well
as the Dynamic Adaptation Process [19], both of which
acknowledge that evidence based practices may require
adaptation to best fit the context and implementation
strategies selected by a diverse group of stakeholders
to target emerging barriers may optimize sustainment.
The tailored method included the same six implementa-
tion strategies as the standardized method to control for
dose/time and resources. However, tailoring occurred in
the initial training, in the MBC guideline development,
and by the implementation teams.

Needs assessment

Similar to the standardized method, all clinicians com-
pleted a battery of self-report measures, and a subset of
clinicians participated in focus groups. However, director
interviews and clinic tours were also conducted by the
research team as part of the rapid ethnography [20] to
understand the unique clinic contexts. Needs assessment
results were used to tailor the initial training and the data
was fed back to clinicians to reveal barriers (e.g., insuffi-
cient administrative support, lack of integration with cur-
rent workflow) and facilitators (e.g., leadership support,
prior experience with MBC) specific to their site.

Initial training

Tailored MBC training was modeled after the same 4-h,
expert-led, didactic workshop format as the standard-
ized condition, but training in the tailored condition was
customized to address clinic-specific barriers identified
in the needs assessment. Training was tailored either
by adjusting content to be more relevant to the specific
clinic, or altering the structure of the training to include
other discussions/examples/activities. For instance, at
clinics where clinicians noted that they did not view evi-
dence-based practices as clinically useful or as important
as clinical judgment, research evidence was presented
to demonstrate that clinicians often overestimate client
progress (tailoring of content), or audio recordings of cli-
nicians discussing the clinical utility of the PHQ-9 were
incorporated into training (tailoring of structure). Clinic-
specific barriers and facilitators were presented at the
end of training in the tailored, but not the standardized,
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condition. The trainings in each condition were con-
ducted by different psychologists to avoid contamination.

Forming implementation teams

In order to maximize diversity in team composition
and their ultimate impact, implementation teams were
formed using a combination of approaches (i.e., network
analysis using sociometric survey, attitudinal measures,
self-nominations) to identify key individuals to drive
and support the MBC implementation. Implementa-
tion teams consisted of five to eight members typically
including clinic director(s), clinicians, and the study PI
(who served as facilitator). Team composition reflected
membership from different tiers (e.g., director, team
leader, clinician, and office professional) and different
teams within each clinic. Social network analysis was
used to identify two opinion leaders from each clinic’s
baseline advice networks; specifically, opinion leaders
who had the highest in-degree centrality (a measure of
influence; [21]) and spanned the network. Two attitu-
dinal measures [5] were used to identify two clinicians
who strongly endorsed positive attitudes toward MBC
to serve as champions on the team. Teams were charged
with advancing MBC through the phases of implementa-
tion, communicating with other stakeholders, engaging
in data-based decision making, increasing buy-in, prob-
lem-solving, and identifying barriers and finding solu-
tions, for instance [22].

Tailored guideline

Implementation teams were given the choice to tailor
the MBC guideline at their clinic rather than follow the
standardized recommendation. Some examples of guide-
line tailoring include the expansion of PHQ-9 admin-
istration to clients as young as twelve and to clients
without depression. One clinic deemed the first week of
each month “assessment week” and focused on giving the
PHQ-9 to every client during that week only. Another
clinic gave each clinician a list of ten clients to focus
PHQ-9 administration, with the intention of allowing
clinicians to become comfortable with the PHQ-9 before
expanding use.

Implementation team meetings

The primary task of implementation teams was to choose
strategies to support MBC use during their tri-weekly
meetings and enact them over the course of 5 months.
While the specific activities of each team differed based
on the barriers identified and strategies chosen, there
were three common components across teams. First,
each team assigned positions of chair, secretary, and
evaluation specialist. The chair generated an agenda and
led meetings; the secretary took notes and distributed to
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other members of the team; and the evaluation specialist
received, reviewed and presented penetration data (dis-
cussed below). Several teams also opted to create a com-
munication specialist position who was responsible for
communicating decisions made by the team with others
at the clinic.

Second, teams received data regarding their clinic-spe-
cific barriers and facilitators from the needs assessment.
Teams also had the option to prioritize which barriers
to address using a conjoint analysis approach [7]. Teams
who opted to prioritize barriers were given a workspace
divided into four quadrants (i.e., low versus high on both
dimensions) representing feasibility and importance of
addressing clinic-specific barriers. Through collabora-
tive discussion, teams sorted barriers into one of the four
quadrants with the intention of first addressing barriers
that were deemed of high feasibility and high importance.

Third, although in both conditions objective and clini-
cian self-reported MBC fidelity data was collected from
the EHR, this data was consolidated into performance
summary reports and disseminated to implementation
team members by a research associate 1 day prior to
their meetings to guide their work. Data reflected dis-
crete reporting periods between team meetings to allow
for an assessment of the team’s impact on MBC. Each
team meeting included a discussion of the data report to
ensure its accuracy, inform changes to future reports if
desired, and guide implementation strategies.

Limitations

The standardized and tailored methods described in this
manuscript include some of the most commonly used
implementation strategies such as training, consultation,
technology enhancements, audit and feedback, network
interventions, and a guideline. However, it is unknown
if this specific set of strategies (tailored or standardized)
are needed to optimize implementation and sustain-
ment. Also, despite efforts to limit tailoring in the stand-
ardized condition, the use of active learning strategies
in the training, for example, means that the trainer was
likely tailoring content based on barriers identified in
the moment versus those identified a priori. Our team
is working to compare the differential impact of these
methods on clinician and client outcomes in 12 clin-
ics of the United States’ largest behavioral health service
provider.

Additional file

Additional file 1. iIMBC Consultation form. A standardized case consulta-
tion form completed by the clinician prior to the consultation meeting

to provide the consultant with context and the specific consultation
question.
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