
 

 

 

 

 

 

 

 

 

D-B.2 
TENDER Nº  
SANTE/2018/B3/030 

 
European Reference Network:  
Clinical Practice Guidelines  
And Clinical Decision  
Support Tools 

 

 
(D-B.2) 

Methodological Handbooks & Toolkit  
for Clinical Practice Guidelines and  

Clinical Decision Support Tools for Rare Diseases 
Handbook #12: Implementation and Evaluation of 

the Uptake of CPGs and CDSTs for rare diseases 
 

Prepared by WP-B leader:  
Aragon Health Sciences Institute (IACS) 

 

 
  

July 12th 2020 



2 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

 

Disclaimer: 
The information and views set out in this report are those of the author(s) and do not necessarily 
reflect the official opinion of the Commission. The Commission does not guarantee the accuracy of 
the data included in this study. Neither the Commission nor any person acting on the Commission’s 
behalf may be held responsible for the use, which may be made of the information contained 
therein. 

 

Document history: 

 

Dissemination level: 
 

 

 
 
 

Document information: 
D-B.2 Methodological manual and toolkit for the development, appraisal, adaptation and 
implementation of CPGs and CDSTs.  

Handbook #12: Implementation and Evaluation of the Uptake of CPGs and CDSTs for rare 
diseases. 

  

Issue Date Versions Changes Made/  Reason for this issue 

September 28th 2020 V3.0 Final report delivered to Commission Services 

September 3rd 2020 V2.1 Revised report delivered to Fundación Pública 
Andaluza Progreso y Salud 

July 12th 2020 V2.0 Final report delivered to Commission Services 

June 29th 2020 V1.3 Final version delivered to Fundación Progreso y Salud 
(FPS) 

June 20th 2020 V1.2 Final version for internal revision at Aragon Health 
Science Institute (IACS) 

May 14th 2020 V1.1 Version for internal revision at Aragon Health Science 
Institute (IACS) 

PU Public  

IN Internal use only  

CO Confidential, only for members of the consortium, expert panel 
participating in the consultation (including Commission Services) 

X 



3 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

 

 

Authors: (in alphabetical order) 

Celia Muñoz Fernández, BA in Economics 
Aragon Health Sciences Institute (IACS, Spain) 

Lucía Prieto Remón, BA in Business and Marketing 
Aragon Health Sciences Institute (IACS, Spain) 

Authors: internal reviewers (in alphabetical order) 

María Bono Vega, BSc in Biochemistry 
Aragon Health Sciences Institute (IACS, Spain) 

María Pilar Calvo Pérez, MD 
Aragon Health Sciences Institute (IACS, Spain) 

Sandra García Armesto, MD, PhD 
Aragon Health Sciences Institute (IACS, Spain) 

Patricia Gavín Benavent, MD, PhD. 
Aragon Health Sciences Institute (IACS, Spain) 

María Soledad Isern de Val, BSc in Biochemistry, PhD.  
Aragon Health Sciences Institute (IACS, Spain) 

Authors: collaborators 

María Pilar Blas Diez, Information Specialist 
Aragon Health Sciences Institute (IACS, Spain) 

 

 
  



4 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

 

 
 

Background 7 

1.1 I Work Package B: Methodologies for CPGs and CDSTs for 
Rare Diseases 7 

Aim of this document 8 

Method 9 

Scope 10 

4.1 I Sustainability 10 

Composition of the Implementation Working Group 11 

5.1 I Roles and Competencies 11 

Implementation Process 13 

6.1 I Selection of the CPG or CDST to Implement 14 
6.2 I Planning the Implementation 15 

6.2.1 I Definition of the scope of the implementation 15 

6.2.2 I Stakeholder engagement 16 
6.2.2.1 I Stakeholder Analysis 16 

6.3 I Analysis of the Context 18 
6.3.1 I Baseline assessment in relation to the CPG or CDST 18 

6.3.1.1 I Design of the Assessment Framework 19 

6.3.1.2 I Key characteristics of the measures 22 

6.3.1.3 I Data sources and methods for data collection 23 

6.3.2 I Define the resources needed 23 
6.3.2.1 I Identification of relevant resources 23 

6.3.2.2 I Quantification of resources identified 24 

6.3.2.3 I Valuation of the required resources 24 

6.3.3 I Identification of Barriers and Facilitators 24 
6.3.3.1 I Methods for identifying and analysing barriers and facilitators 25 

6.3.3.2 I Considerations regarding the identification of barriers and 
facilitators 25 

TABLE OF CONTENTS 



5 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

6.3.3.3 I Potential strategies 26 

6.4 I Design of the Interventions 27 
6.4.1 I Tasks, roles and responsibilities of the interventions 27 

6.4.1.1 I Opinion leaders and physician champions 27 

6.4.2 I Support Activities 28 

6.4.3 I Design of the Assessment for the Implementation 28 
6.4.3.1 I Structure evaluation 28 

6.4.3.2 I Process evaluation 28 

6.4.3.3 I Outcome evaluation 29 

6.4.4 I Pilot 31 
6.4.4.1 I Considerations for the pilot 31 

Development of the Implementation Roadmap 33 

7.1 I Components of the Implementation Roadmap 34 

Design of the Continuous Improvement Mechanism 36 

8.1 I Continuous Improvement theory 36 
8.2 I Revisit/ iterate on the Interventions: How to apply 

improvement cycles to a long-term implementation 
strategy 37 

8.2.1 I Identifying possible deviations 38 

8.2.2 I Determine whether to conduct a new set of analysis or  
using new indicators 38 

8.2.3 I Sustain and spread the improvements over time 38 

Bibliography 39 

ANNEXES 43 

ANNEX 10.1 I Implementation outcomes definitions 43 
ANNEX 10.2 I Research techniques to explore the context 45 
ANNEX 10.3 I Potential Strategies to Maximise Facilitators 

and Minimise Barriers 47 
 
 
  



6 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

 

 

 

 

 

 

 
AETSA Andalusian Health Technology Assessment Department 

CDSTs Clinical Decision Support Tools 

CER Comparative Effectiveness Research 

CPGs Clinical Practice Guidelines 

CPMS Clinical Patient Management System 

EC European Commission 

ERN European Reference Network 

EU European Union 

FPS Fundación Pública Andaluza Progreso y Salud 

GDG Guideline Development Group 

GRADE Grading of Recommendations Assessment, Development and Evaluation 

IACS Aragon Health Sciences Institute  

NCEC National Clinical Effectiveness Committee 

NICE National Institute for Health and Care Excellence 

PDSA Plan-Do-Study-Act 

RNAO Registered Nurses’ Association of Ontario 

SPO Structure-Process-Outcome 

 

 
  

ABBREVIATIONS 



7 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

 

01. 

 

With the launching of the first European Reference Network (ERN) in 2017, a care model based on 
the concentration of knowledge and resources in highly specialised care units for rare diseases 
became effective in Europe. As of today, 24 European Reference Network work co-ordinately and 
demand reliable and practical tools, like Clinical Practice Guidelines (CPG) and Clinical Decision 
Support Tools (CDST) to ensure the safest and most efficient care is provided to patients with rare 
diseases and carers through the EU. 

Nonetheless, there are a number of challenges surrounding the development of CPG and CDST for 
rare diseases. One of the most relevant barriers is the lack of high-quality evidence, in which the 
foremost methodological frameworks like GRADE rely on 1.  

Therefore, there is a need for specific methodological approaches that can provide reliable and 
useful Clinical Practice Guidelines (CPGs) and Clinical Decision Support Tools (CDST) for rare 
diseases to be used by ERNs. The project also aims to provide a common methodology, in order to 
harmonise the elaboration process of CDST and CPGs in the ERNs. 

1.1 I Work Package B: Methodologies for CPGs and CDSTs for Rare 
Diseases 

Work Package B of TENDER NºSANTE/2018/B3/030 pursues the development of methodologies for 
the prioritisation, appraisal, adaptation, development and implementation of CPGs and CDSTs for 
rare diseases. 

The objective of WP-B of TENDER NºSANTE/2018/B3/030 entails two main steps: Firstly, an analysis 
of the state of the art on methodologies for CPGs and CDSTs for rare diseases, and secondly, the 
elaboration of methodological handbook and toolkit for the prioritisation, appraisal, adaptation, 
development and implementation of CPGs and CDSTs for rare diseases. 

It is worth noting that within the scope of WP-B, “rare diseases” is the term used to refer to rare 
diseases as well as low prevalence complex diseases. 

  

BACKGROUND 
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02. 

 

The dissemination and communication of CPGs and CDSTs alone has proven to be insufficient to 
facilitate the uptake and use of CPG and CDSTs in healthcare. This is mainly due to the fact that 
there is a gap between the CPG or a CDST and the specific needs and availability of resources at 
the places where they can be used 2, 3.  

Figure 1. Dissemination, communication and implementation 

 

In order to cover this gap, it is essential to articulate knowledge transferability processes that can 
be applied systematically to different healthcare contexts when putting into practice CPGs or 
CDSTs2.  

This handbook aims at providing a set of steps that can be applied systematically when moving 
into practice the CPGs and CDSTs for rare disease in the ERN’s healthcare settings. 

 

 
  

AIM OF THIS DOCUMENT 

Communication 
helping it happen 

Implementation 
making it happen 

Dissemination 
helping it happen 

Adapted from NCEC Implementation Guide and Toolkit for National Clinical Guidelines. 
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03. 

 

An exhaustive analysis of the state of the art on methodologies for implementation of CPGs and 
CDSTs for rare diseases was developed in the WPB-1 of TENDER NºSANTE/2018/B3/0308 Report 
on the Literature Review and Expert Consultation. The documents located in the systematic search 
in databases and the manual search in relevant organizations’ and projects’ websites were taken 
into account in the definition of the implementation process of CPGs and CDSTs for rare diseases.  

In order to cover the gaps where no evidence specific for rare diseases was found, this handbook 
has used well-founded methodologies for the implementation of CPGs and CDSTs for common 
diseases, considering the particularities that may apply to rare diseases and the ERNs. 

  

METHOD 
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04. 

 

The implementation process followed in this handbook is presented as a general process where the 
steps are suitable for the CPGs, Clinical Consensus Statements, Diagnostic, Monitoring and 
Therapeutic Pathways, Evidence-based Protocols, Do’s and Don’t’s Factsheets for Diseases and 
Quality Measures. 

4.1 I Sustainability 

Sustainability of the intervention implemented is the ultimate goal behind the implementation. An 
intervention is considered sustainable when not only have the process and outcome changed, but 
the thinking and attitudes behind them are fundamentally altered and the surrounding systems 
transformed as well. In other words, the intervention has become an integrated or mainstream way 
of working rather than something ‘added on’ 4.  

In order to make sustainable interventions possible, it is important to go beyond planning and 
deploying sensible interventions to working on securing other key elements to facilitate change and 
viability within healthcare settings 5. These elements can be summarised in the following: 

✓ Relevance and expected impact of the need addressed by the intervention  

✓ Leadership embedded in the setting where the implementation takes place 

✓ Stakeholder engagement throughout the implementation and beyond 

✓ Consistent assessment framework and feedback system that can nurture the continuous 
improvement of the intervention. 

These elements are addressed throughout the implementation process proposed in this handbook. 

 
  

SCOPE 
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05. 

 

The working group is a multidisciplinary group responsible for leading the implementation and 
overviewing the completion of all the phases of the implementation process presented herein, 
including securing the continuity of the continuous improvement cycles around the interventions. 

5.1 I Roles and Competencies 

Although each implementation process is singular and dynamic, there are certain roles that should 
be considered when constituting the working group 6: 

Implementation leader: The main responsible for the accomplishment of the implementation 
process, usually a management profile. She or he should have enough decision-making capacity as 
to actuate changes at the different care levels involved and leadership capacities. 

Methodological Coordinator: She or he leads and oversees the development of the implementation 
process according to the methodology and coordinates the implementation teams, which are 
constituted in phase four of this process. More information on the implementation teams can be 
found in section 6.4 Design of the Interventions. 

Specialists: They bring to the working group specific knowledge and expertise needed for the 
implementation in the following areas: 

✓ Management of the setting where the implementation takes place. This will help ensure access 
and understanding of the structures of the organisation and their functioning, including the 
information systems available (Electronic Healthcare Record and other databases), e.g. managers, 
data analysts. 

✓ Practice related to the different care areas and levels, e.g. healthcare professionals, social 
workers from primary care and acute care. 

Methodologist: This profile is needed in order to address the different needs for information 
collection and analysis at each phase of the process. They can have knowledge on the identification 
of barriers and facilitators, on the design and operationalisation of activities required for the 
implementation, such as training activities, or on the assessment of interventions, among others. 

Users and/or patients’ representative: They are essential in order to ensure a comprehensive 
perspective is adopted throughout the implementation and relevant objectives are established. 

COMPOSITION OF THE 
IMPLEMENTATION 
WORKING GROUP 
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The members of the working group should gather altogether extensive knowledge of the context 
and the condition that the implementation will be addressing. They should also gather decision-
making authority or have direct access to decision-making authority, so that decisions can be made 
in a timely manner and be able to identify and understand comprehensively the requirements of 
the implementation and design the specific interventions according to the resources available, 
barriers and facilitators 3. Furthermore, including opinion leaders in the implementation working 
group can ease the implementation process 7, 8. All members of the ERNs should be represented in 
the pathway DG, to ensure representativeness of the care context for which the pathway is being 
developed. 

The working group may need to incorporate new profiles along the implementation process, 
especially after the planning phase, where the scope of the implementation is defined. 

Potential conflict of interests within the members of the prioritisation panel should be carefully 
identified and duly addressed, following the indications established in WP-A of the TENDER. 

It is important that the working group meets regularly and has fluent communication while the 
implementation process is being deployed. If some or all of the members being located in different 
countries or regions, adequate solutions for communication, virtual meetings and file sharing should 
be prepared and ready to use from the beginning of the process. 
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06. 

 

Herein are depicted and explained the main phases that should be contemplated when 
implementing a CPG or a CDST for rare diseases. Nonetheless, it is worth noting that the 
implementation of a CPG or a CDST is a singular process that should consider local particularities 
and specific needs of the target patients. This is even more important under the circumstances of 
the ERNs, where multiple care contexts come into play. In this sense, the implementation should be 
also regarded as a flexible and dynamic process, capable to adapt to changing circumstances 
through continuous improvement mechanisms (Figure 2). 

 

Figure 2. Implementation process 

 

 

IMPLEMENTATION 
PROCESS 
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6.1 I Selection of the CPG or CDST to Implement 

 

There are two types of CPG or CDST that can be considered for implementation:  

1. New CPG or CDST that have been developed following any of the Elaboration Handbooks 
(Handbook #4 to #11). 

2. Existing CPG or CDST that it has been retrieved and appraised following the Handbook #2: 
Appraisal of existing CPGs and CDSTs for rare diseases and adopted or adapted following the 
Handbook #3: Adaptation of CPGs and CDSTs. 

The main criterion for selecting a CPG or CDST to implement is that it covers the need that has been 
identified by the ERN. Nonetheless, there are other issues that should be also taken into account: 

✓ Relevant information regarding implementation already gathered during the development of the 
CPG or CDST. This includes the considerations for implementation and other information regarding 
the feasibility, acceptability of applicability regarded in the CPG or CDST 9. 

✓ If the CPG or CDST has been adapted or adopted, the information related to the acceptability and 
applicability of the CPG or CDST gathered during the adoption or adaptation (see Handbook #3: 
Adaptation of CPGs and CDSTs). 

It is worth noting that these issues will be looked into in detail during the implementation process. 
Nonetheless, taking into account the information related to the implementation that has already 
been pointed at during the development, adoption or adaptation, can help the user to approach the 
implementation in a more efficient way (e.g. by having some barriers already identified) or save 
time and other resources, by rejecting a GPC or CDST whose implementation is not viable in the 
context(s) that the ERN is considering. 
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6.2 I Planning the Implementation 
 

Once the CPG or CDST to implement has been selected, the planning of the implementation begins. 
The first step of this phase is the constitution of the implementation working group. After this, the 
scope of the implementation will be defined and the identification and engagement of the 
stakeholders will start.  

6.2.1 I Definition of the scope of the implementation 

The definition of the scope provides a more accurate sense of what the actual context and setting 
for the implementation will be. It is worth noticing that it is likely that the CPG or CDST to be 
implemented provides some information on the scope, which should be regarded carefully and 
respected in order to guarantee that the implementation is done according to the evidence on which 
the CPG or CDST is based.  

At this point, the working group should review the relevant information regarding implementation 
already identified the development of the document, such as the considerations for implementation 
of the CPGs, or, if the CDST or CPG has been adopted or adapted, the information related to  
acceptability and applicability gathered during the adoption or adaptation.  

Results of this phase 

CPG or CDST to implement 

The recommendation(s) from a CPG, Clinical Consensus Statement, a Diagnostic, Monitoring and Therapeutic 
Pathways, an Evidence-based Protocols, Do’s and Don’t’s Factsheets for Diseases or a set of Quality Measures to be 
implemented is identified and has been reviewed by the implementation working group. 
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The aspects that should be addressed in order to define the scope are the following: 

Identification of the target patients included in the intervention: The implementation working group 
defines the inclusion and exclusion criteria for the target population so as to ensure it is consistent 
with the current practice and purpose of the implementation. 

Definition of the care areas and levels involved: Which care areas (e.g. paediatrics, social care, 
cardiology) and care levels (e.g. primary care, hospital care, social care) and the professional profiles 
that will be involved in the interventions. These professionals will constitute the implementation 
teams, which will work co-ordinately in the interventions and are defined during phase four of the 
implementation process. 

The level of involvement will not be the same for all the profiles. Some professionals will be required 
to act proactively, when certain activities of the interventions are led from or performed at their 
care level, e.g. a certain surgical procedure or a follow-up consultation, and others will act reactively, 
when their participation in certain activities of the interventions are subject to being activated by 
others, e.g., consultancy. 

Geographical areas involved: Where the CPG and CDST will be implemented. These areas may be 
located in different regions or countries. 

6.2.2 I Stakeholder engagement 

A stakeholder is an individual, group and/or organization with a vested interest in the decision to 
implement a CPG or CDST 10. Stakeholders include all those individuals or groups who will be directly 
or indirectly affected by the implementation, or who can directly or indirectly have an impact on the 
implementation6. They can be patients, users, healthcare professionals, managers, social care 
professionals, educators or policymakers. 

Involving stakeholders at early stages of the process is crucial because it 3:  

✓ Helps create awareness 

✓ Generates buy-in 

✓ Identifies and acknowledges any resistance at an early stage 

✓ Aids in the analysis of the context 

6.2.2.1 I Stakeholder Analysis 

Through this analysis, the working group can identify and generate information about stakeholders 
in order understand their behaviour, plans, relationships and interests. This knowledge can help the 
implementation working group to determine the support, resources and influences that the 
stakeholder can bring, to bear and determine how best to engage them 6]. 

Some considerations regarding the identification and engagement of stakeholders 6: 

✓ Having a clear idea of the components of the implementation and being familiar with the related 
issues can help in identifying an initial list of stakeholders. This initial list can help the working 
group to identify more stakeholders, through a snowball technique. 

✓ Including a variety of care professionals involved or affected by the intervention (e.g. nurses, 
physicians, social care workers). 

✓ Other key stakeholders to consider are management professionals and other care professionals. 
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✓ Certain stakeholders may be more involved or critical at specific times during the implementation 
process. For example, senior management are important in the initial stage to set the scope that 
are consistent with organisational strategy, front-line employees must be involved where there are 
changes which directly affect their work, i.e. where they may know best where, what and how to 
change 11. 

The analysis and engagement of the stakeholder should be done in the planning phase of the 
implementation process, but it can also be revisited throughout the implementation process and after 
full implementation has been achieved. The analysis should focus on determining their level of 
engagement and support concerning the implementation. Based on the results of this analysis, the 
engagement strategies can be placed. In Figure 3, a framework to classify stakeholders according to 
their influence and potential support is proposed, as well as the actions that could be useful to engage 
them (adopted from Registered Nurses’ Association of Ontario (RNAO) Toolkit 6): 

Figure 3. Strategies to Engage Stakeholders 
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6.3 I Analysis of the Context 

 

It is important to review the local environment considering structures, people, systems, internal and 
external influences. Given that the context of the ERN has been previously analysed in the 
elaboration of CPG or CDST, that may be a starting point on the assessment of the current situation 
and determine what resources are necessary for the implementation activity. Knowing this, 
subsequently, barriers and facilitators to take the implementation forward should be identified and 
tackled. 

6.3.1 I Baseline assessment in relation to the CPG or CDST 

The baseline assessment constitutes a gap analysis comparing the current situation with that 
recommended in the CPG or CDST that is going to be implemented. That is, explicitly identify those 
resources currently available to carry out the implementation and those that will need to be 
allocated, how the processes are developed and identify those actions to carry out (what are the 

Results of this phase 

Scope of the implementation 

The extent of the implementation including the target patients, the profile of the professionals and the care levels 
involved in the interventions, and the geographical area covered have been stablished. 

Stakeholder engagement strategies 

The stakeholders of the implementation are identified, classified according to their potential influence in the 
development of the implementation and their support and strategies to engage them. 
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available resources vs. what resources are needed, how practice is being done vs. how practice 
should be done, etc.). The baseline assessment is, therefore, an analytical framework within which 
to develop the implementation. If this is not established, subsequent monitoring, evaluation and 
changes resulting from the implementation may lack reliability. 

There are two key aspects to consider when conducting a baseline assessment:  

1. It should be carried out early in the implementation process. In this way, it is possible 
to explicitly observe and quantify the resources required, and project the organisational 
change implications. 

2. It should be pragmatic and based on an assessment framework. This framework must 
be robust enough, that is, that gives to implementation working group a useful way to 
conceptualise what they want to measure and adequately covers every domain of concern, 
to be maintained throughout the following phases of the implementation activity.  

The National Institute for Health and Care Excellence provides templates and tools that can assist 
the implementation working group in developing the baseline assessment 11. 

6.3.1.1 I Design of the Assessment Framework 

As indicated previously, in order to complete the evaluation framework, the implementation working 
group need to describe the implementation context using a pragmatic method that will be used 
initially within the baseline assessment phase and will be the basis for the implementation planning, 
monitoring and subsequent full deployment.  

In the present handbook we suggest an approach that can accommodate the complexity of the 
multiple dimensions of an implementation initiative but is simple to operate. The Donabedian model 
of Structure, Process and Outcome (SPO) provides an evaluation framework that supports 
systematic enquiry into health services 12, 13.  

Figure 4 provides an outline of the assessment framework for the baseline assessment and the 
next steps throughout the implementation, as well as the interactions between the components and 
indicators. 
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Figure 4. Assessment Framework 

  

This model, traditionally used for evaluating quality of care, is consistent with the implementation 
in the sense that the improvement of health care quality is the expected result of evidence-based 
practice 14. Donabedian divides the healthcare into three components (structure, process and 
outcomes), a construct whereby each component is influenced by the previous, making the 
components interdependent 15-17. Within the framework describes the three components as follows: 

✓ Structure: Refers to the setting in which care is delivered and its attributes on material resources, 
human resources, and organisational structure. For example, how many healthcare professionals 
trained in a proper technique are available? Is the necessary health technology available within the 
implementation setting? Is the setting equipped with the means to develop training materials on 
the CPG or CDST? Can the information systems collect the information to monitor the 
implementation activity? 

✓ Process: Refers to the approaches or means of providing health care, which includes the services 
and treatments the patients receive. Examples of process indicators are the number of meetings 
required with the teams that are to pilot the change, number of professionals who need to 
participate in the meetings, number of professionals enrolled in training activities, etc. 
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✓ Outcome: Refers to the result or impact of care on the health status of patients and populations. 
It may also involve improvements in patient’s knowledge & behaviour and degree of patient 
satisfaction.  

• Implementation outcomes correspond specifically to the activities carried out to implement 
the CPG or CDST. There are eight implementation outcomes (acceptability, uptake, 
appropriateness, cost, feasibility, fidelity penetration and sustainability), the definition of 
each of them is detailed in Annex I. They should be measured whenever the 
implementation action has been initiated as they are directly related to it. A more detailed 
description on the types of implementation outcomes and how to evaluate them is 
provided in the assessment of implementation section. 

• Service outcomes can be derived from the six healthcare quality improvement aims that 
determine that healthcare should be safe, effective, patient-centred, timely, efficient, and 
equitable. In this case, indicators can be developed to address each of these levels, so that 
the impact of implementation can be described on the different dimensions of the health 
system. An example of a service outcome indicator related to the safety domain would be 
the ratio of nosocomial infections over a period for a target population. 

• Patient outcomes aim to describe the health status of patients. Usually, they seem to 
represent the “gold standard” in measuring the effect of an intervention (patient 
satisfaction, mortality, impairment, mobility, and others related to global quality of life 
such as the consideration of personal image, doing usual activities, etc.). One of the 
important issues of patient outcomes is their comparability, especially in the case of rare 
diseases. Risk-adjustment methods are mathematical models that correct for differing 
characteristics within a population, such as patient health status. For example, the number 
of readmissions after 30 days after a concrete surgical intervention. 

The diagram below presents the taxonomy of implementation outcomes, service outcomes and 
patient outcomes. This is followed by further details (Figure 5): 
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Figure 5. Implementation context components to consider within the Baseline Assessment 

 

Handbook #10: Methodology for the elaboration of Quality Measures for rare diseases provides 
more detailed information on the characteristics and steps in the development of measures, which 
will be useful for implementation. 

6.3.1.2 I Key characteristics of the measures 

Indicators that are developed within the baseline assessment must meet a series of quality 
characteristics, these are elements that must be taken into account when preparing measures that 
can be used, both in the initial context analysis and in the future evaluation of implementation 
actions. This is applicable for all types of indicators, whether to describe the structure, processes or 
outcomes. A brief list of recommendations is provided below 15: 

✓ Measures or indicators should be standardised, which means that, if there are multiple 
organisations or services involved in the implementation, information is due to collect and report 
the same kind of data in the same way. 

✓ If appropriate, the data collected should be adjusted for external factors to obtain accurate 
measurements that reflect the situation, isolating it from interfering components; such factors 
include age, education, gender, income, and health status of a CPG or CDST target population. That 
is, measures which make possible to compare those phenomena that are comparable. 

✓ Data should be available for the whole setting or organisation that is being analysed for the 
implementation. 
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✓ Data that populates indicators should be available in time when it is most needed by the 
implementation group and stakeholders. 

✓ The indicators measured should address those elements that are of concern or may have an impact 
for developing the implementation activities. 

✓ The measures should be adequately tested to ensure that they consistently and accurately reflect 
the organisation or setting information needed for the analysis. 

✓ It would be desirable that the organisation have experience with colleting and reporting these 
measures, so that the working group can be confident that the measure reflects actual performance 
and not shortcomings in information systems. 

✓ The measures should not be scheduled to be removed from a measurement data set before the 
implementation activity is completed, even if it is data or averages that are only taken at the 
beginning of the implementation process 

✓ The measures collected by these indicators should be evaluated as either higher or lower than 
others or whether they are close or no from a target value, in contrast to just being descriptive. For 
example, a complication rate is an evaluable measure because it is known that a lower rate is 
always better; in contrast, the number of a concrete procedures in a month, without having 
threshold or objective values is not evaluable because it do not necessarily indicates whether a 
higher rate or a lower rate is desirable. 

✓ The measures should be able to reveal significant differences among implementation context 
before the implementation and after. 

6.3.1.3 I Data sources and methods for data collection 

There are several types of data collection platforms that can be useful to obtain information to 
populate the baseline assessment indicators, each one is developed with specific objectives and 
has its own advantages and disadvantages. They are reviewed below with reference to their 
particular use 18, 19. The different existing data sources are described in detail in the Handbook #10: 
Methodology for the elaboration of Quality Measures for rare diseases.  

6.3.2 I Define the resources needed 

Ideally, the decision of whether and how to implement a CPG or CDST should take into consideration 
estimates of the costs and benefits of the dissemination and implementation strategy, and the 
costs and benefits of the resulting changes in patient care 20.  

Implementation working group can use a framework to guide their decisions about how best to use 
the limited resources. The steps to follow when planning resources for an implementation activity 
are to identify the use of resources, to measure or quantify them and to value or assign a monetary 
cost 21. 

6.3.2.1 I Identification of relevant resources 

This phase consists of identifying those types of resources that should be included in the 
implementation plan, trying to obtain a comprehensive list, regardless of their magnitude and 
subsequent degree of difficulty in measuring.  

The baseline assessment provides detailed information on the resources available within the 
implementation setting. This is of great interest when defining the specific actions to implement 
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the CPG or CDST. In this way, Donabedian SPO model helps to identify and classify the nature of 
the resources needed 12.  

Thus, structure and process indicators are useful to determine the need for structure (including 
material, human resources, systems to collect information on the implementation process, financing 
or means to incorporate new elements or health technologies required by the evidence-based 
practice to be implemented, etc.) and actions (training, dissemination of educational materials, 
feedback and audit, reminders, etc.) within the implementation activity. As an example, the 
implementation working group should identify whether trained professionals are available in the 
setting to develop the practice according to the CPG or CDST. 

The nature of the resources must be taken into account to assess whether they need to be 
purchased or different distribution of existing resources is required. In other words, the opportunity 
cost must be considered, since by allocating resources for the implementation objective, other 
activities would not be done. For example, when a professional attends a training, he/she will not 
be doing his/her usual practice. 

6.3.2.2 I Quantification of resources identified 

Once the structure resources have been identified, the next step is to estimate the amount that 
could be required for conducting the implementation actions. In order to fulfil this, resources 
identified in the previous step must be expressed in natural units. For example, number of health 
professionals who are due to participate in training or number of units of a required health 
technology. 

The indicators raised from the baseline assessment may provide an idea of the units/times for each 
resource needed. This value will be determined by the difference between the current level of 
existing resources and the objective value that is desirable to develop the implementation plan. For 
example, implementation working group should stablish the number of professionals that must 
attend specific training in order to adjust their practice to the CPG or CDST. 

6.3.2.3 I Valuation of the required resources 

Those resources that were previously identified and quantified must be attributed a monetary cost, 
multiplying the cost of the resource by the number of units/times it is expected to be used. In 
general, the unit costs are usually listed within official publications, public prices or analytical 
accounting data. 

In order to quantify and value these resources, if conducted within the CPG or CDST, cost analysis 
or economic evaluations may serve as valid estimate of the specific resources required and their 
valuation in monetary units. In general, if the intention to implement a CPG or CDST is established 
from the beginning of its development, the final recommendations or actions should be 
accompanied by useful information to plan its implementation from an economic/financial point of 
view 22. An example of this may be the training costs associated with the use of a new health 
technology, which are often included in economic evaluations. 

6.3.3 I Identification of Barriers and Facilitators 

Barriers and facilitators can be defined as those factors that can hinder or ease, totally or partially, 
the implementation of the CPG or CDST 23. 

The identification and understanding of the existing facilitators can help the implementation 
working group to enhance them, thus strengthening the implementation process, and the 
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identification and understanding of the existing barriers can help the implementation working group 
to design strategies to timely tackle them. It is important to consider that some barriers can be 
significant enough to make implementation not viable. For this reason, a thorough analysis of the 
potential barriers and facilitators should be put in place at this early stage. 

6.3.3.1 I Methods for identifying and analysing barriers and facilitators 

As mentioned at the beginning of this handbook, some barriers and facilitators may have been 
already identified during the development, adoption or adaptation of the CPG or the CDST. Although 
this information should be certainly reviewed and taken into account as a possible starting point 
for this analysis, the working group should approach the identification of barriers and facilitators in 
a systematic way and being aware of the fact that it requires a thorough analysis of the context in 
which the implementation will take place. 

Conducting a survey to identify barriers and facilitators or to analyse them can be an efficient 
technique, but it may have to be complemented with other research techniques or it may not be 
the most suitable one. There are alternatives to the survey, such as different individual and groups 
techniques. A list with some of the most frequently used can be found in Annex II: Research 
techniques to explore the context.  

In some cases, it could be useful to use a combination of different techniques, e.g. a survey to 
explore a broad subject and a focus group to delve into specific issues identified in the survey 23.  

The selection of the most suitable technique or techniques requires specialised knowledge and 
expertise and its complexity may vary depending on the CPG or CDST that will be implemented (i.e., 
implementing a complete CPG may entail more interventions and potentially involve more care 
levels and professionals than the implementation of a recommendation). The resources needed 
should also be taken into account (e.g. for conducting the research or analysing the data). The 
working group should carefully explore each option and consult a methodologist outside the group 
if necessary. 

6.3.3.2 I Considerations regarding the identification of barriers and 
facilitators 

Framework of analysis: If the subject of the implementation is a set of recommendations (more 
than one) from a CPG or a CDST, the analysis of the barriers and facilitators related to the 
recommendations should be addressed separately, unless the implementation working group 
identifies there are enough common elements that justify addressing them together, i.e., tackling 
the analysis of barriers and facilitators in a single process. 

Prioritisation: The areas or activities related to the implementation where more considerable need 
for improvement has been observed in the baseline assessment should be prioritised to be analysed 
in search for barriers and facilitators. 

Levels of analysis: The analysis should be consistent with the levels included in the baseline analysis 
and generally consider the following types of factors: 

✓ Evidence-related factors: related to the evidence that supports the recommendation or CDST. 

✓ Target Audience-related factors: related to the stakeholders and other individuals involved 
directly or indirectly in the implementation. 

✓ Resource-related factors: related to the resources needed for the implementation, including 
human, financial and other. 
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✓ Organization –related factors: other factors related to the setting where the implementation will 

take place, including leadership or other innovation projects, strategies or policies that may be 
related to the interventions proposed in the implementation in some way. 

If different contexts of care are involved (e.g. different regions or countries), the levels of analysis 
and possible strategies deployed should be considered at each setting 

Follow-up: It is advisable to monitor the development of the barriers and facilitators identified at 
this phase during the implementation and continue with the analysis at other points of the 
implementation, e.g., after the piloting (see Pilot section) and full deployment 24, 25.  

6.3.3.3 I Potential strategies 

The strategies to foster the facilitators and tackle the barriers identified should be specific and 
tailored to the context and the intervention. Nonetheless, there are some potential strategies that 
can guide the implementation working group in devising and customizing the solutions to the 
particularities of the implementation context. These strategies can be consulted in Annex III. 
Potential Strategies to Maximise Facilitators and Minimise Barriers, adapted from Registered 
Nurses’ Association of Ontario (2012) 6. 

 

 

Results of this phase 

Assessment Framework 

A pragmatic method that will be used initially within the baseline assessment phase and will be 
the basis for the implementation monitoring and subsequent full deployment, including structure, 
process and outcome indicators. 

Resources needed 

The structure (including material, human resources, systems to collect information on the 
implementation process, financing or means to incorporate new elements or health technologies 
required by the evidence-based practice to be implemented, etc.) and actions (training, 
dissemination of educational materials, feedback and audit, reminders, etc.) required for the 
implementation are identified and quantified. 

Strategy to address barriers and facilitators  

The factors that could hinder (barriers) or ease (facilitators) are identified, analysed and strategies 
to tackle the existing barriers and foster facilitators are in place. 
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6.4 I Design of the Interventions 

 

In order to design the specific interventions that will be implemented in the selected care setting, 
the implementation working group has to define certain aspects related to the operationalisation 
of the implementation, i.e., the milestones, tasks, roles and responsibilities, the support activities 
and the assessment strategy. 

6.4.1 I Tasks, roles and responsibilities of the interventions 

The tasks required to implement the interventions are detailed by the implementation working 
group, including the sequence of actions, the main responsible for the task and the other roles 
involved. 

At this point, the professionals that will be involved in the interventions are organised into teams 
called implementation teams. As explained in the definition of the scope section, the 
implementation teams are groups of professionals that act co-ordinately to deliver intervention. 
The roles and responsibilities should be clearly defined within the team. It should be taken into 
account that the roles are defined with regards to the implementation can be different from the 
profile or position of the professional filling that role. The configuration of the teams that take part 
in the implementation is linked to the interventions and type of CPG or CDST that is going to be 
implemented (e.g. depending on the care levels involved). 

6.4.1.1 I Opinion leaders and physician champions 

At this point, the implementation working group should consider including local opinion leaders and 
champions, if they have not already been included. Opinion leaders can help the implementation 
working group to meet with the key staff at each organization and act as ‘early adopters’ 7, 8. 
Champions are likely to be more driven by the improvement to which the new CPG or CDST will 
lead, thus being eager to promote adherence to it 26. 
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6.4.2 I Support Activities 

The support activities will be deployed together with the implementation in order to make them 
possible and foster the sustainability of the intervention. They can help overcome some of the 
barriers identified during the analysis of the context as well as cover the gaps identified during the 
baseline analysis.  

Training activities to cover the training needs identified during the analysis of the context. Many 
barriers to implementation are related to the knowledge, skills and abilities of the potential user of 
the CPG or CDST 9. Training activities can be aimed at providing knowledge on a specific technique, 
skill or process. These activities should be interactive 27, 28 and e-learning should be considered 
when possible and deemed relevant by the implementation working group 29. Possible options for 
training activities are educational meetings and educational outreach visits 30, audit and feedback 
31-34, workshops and small-group interactive sessions 35, 36. 

Dissemination and communication activities to ensure all stakeholders, participants and other care 
professionals of the healthcare setting where the implementation takes place are informed of the 
implementation. These types of activities have been identified as central for the success of the 
implementation 30, 33, 37. 

The communication activities should start early in the design of the interventions and should 
communicate on a regular basis on the development of the implementation and on the next steps 
of the implementation. Furthermore, it is recommended that information on the recommendation 
or CDST that is being implemented, as well as on the evidence that supports it, is provided.  

An internal communication plan should be deployed in order to keep the professionals involved 
directly in the implementation informed of the development and any deviations from initial plan. 
This plan should include effective means of communication like email and periodic follow-up 
informative sessions. 

6.4.3 I Design of the Assessment for the Implementation 

Again, the use of the Donabedian SPO model is suggested given that it allows us to use different 
evaluation methods for each component (structure, processes and outcomes). The National Institute 
for Health and Care Excellence provides templates and tools that can assist the implementation 
working group when assessing the implementation actions 38. 

6.4.3.1 I Structure evaluation 

First of all, the evaluation of the implementation process will revisit those indicators that were 
measured as part of the baseline assessment and determine if the implementation process has 
reached the objectives related to the provision of materials, trained staff and other structural 
resources. These structural elements are important in the first steps of the implementation, when 
the processes and results have not yet been launched, these indicators allow us to keep track of 
progress. 

6.4.3.2 I Process evaluation 

Process evaluations can provide valuable insight into why an intervention fails or has unexpected 
consequences, or why a successful intervention works and how it can be optimised. Process 
evaluations aim to provide the more detailed understanding needed to inform practice. They 
examine the processes through which a group of interventions and actions within the 
implementation generate outcomes. There are three essential dimensions which that can be 
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observed when evaluating a process 39: 

✓ Fidelity: Was the implementation activity going as intended? For example, all the coordination 
meetings foreseen in the implementation plan are taking place; all the training activities are 
being carried out, all the foreseen data are being collected from the information systems. 

✓ Reach: Did the implementation activity reach its target population? For example, those 
professionals or staff profiles that should adapt their practice according to the intervention are 
properly informed of the actions to be taken. 

✓ Dose. Has participation in implementation activities been of the expected intensity? For example, 
healthcare professionals that attend totally/partially to training sessions provided. 

To conduct process evaluations on how well CPG or CDST is implemented, data collected in the 
baseline assessment will be useful to observe how the processes develop and what elements have 
changed with the implementation.  

In order to proceed with process evaluation, the following points should be considered 39-41: 

✓ Consider data monitoring at multiple time points to capture changes to the intervention over time. 

✓ It may be possible to analyse information using both qualitative and quantitative methods: 

• Use quantitative methods to quantify key process variables and allow testing of pre-
hypothesised mechanisms of impact. 

• Use qualitative methods to capture emerging changes in implementation, experiences 
when carrying out the activities and unanticipated or complex causal pathways to 
generate new theory. 

• It is also possible to collect information through direct observation during the evaluation 
of the process. These new data can be incorporated in subsequent phases of the 
implementation process (continuous improvement). It may be important to collect such 
data while the implementation activity is taking place, rather than at the end when recall 
will be less accurate. 

• Try to avoid that participants change their behaviour because they are being observed.  

6.4.3.3 I Outcome evaluation 

Implementation outcomes evaluation 

Implementation outcomes give us a description on the implementation action success and may 
serve as indicators on the necessary preconditions for attaining subsequent changes in patient or 
service outcomes. This reasoning assumes that an intervention or treatment will not be effective if 
it is not implemented well. Additionally, the working group should asses and explain whether there 
are interrelationships between implementation outcomes in order to develop a coherent strategy 
for its measurement. For example, if an intervention is costly will likely have a slower uptake 42. 

The implementation outcomes and their proper ways of measurement are listed in Table 1 3, 42: 
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Table 1. Implementation outcomes 

 Service outcomes evaluation 

Service outcomes are those results or impacts of the implementation activity that have a specific 
relationship with any of the six aims for healthcare, mentioned in previous sections of this 
handbook. 

Usually, the vast majority of measures address effectiveness and safety, a smaller number examine 
timeliness and patient-centeredness, and very few assess the efficiency or equity of care. There 
are different strategies to evaluate service outcomes, according to the measure or indicator that is 
being evaluated. For example, quantitative or qualitative methodologies, surveys, etc. The use of 
systematically collected data sources is recommended as the most efficient way to obtain 
information on the evolution of indicators related to every domain. 

 

Implementation 
outcomes¥ 

When it is important to measure 
Methodologies for 

measurement 

Acceptability 

Early for adoption, ongoing for penetration, late 
for sustainability, Ratings of acceptability may 
be different when taken, for example, pre-
implementation and later throughout various 
stages of implementation 

Surveys, qualitative or semi-
structured interviews, 
administrative data 

Uptake Early to mid 
Administrative data, observation, 
qualitative or semi-structured 
interviews, surveys 

Appropriateness Early (prior to adoption) 
Administrative data, observation, 
qualitative or semi-structured 
interviews, surveys 

Cost (incremental or 
implementation cost) 

Early for adoption and feasibility, mid for 
penetration and late for sustainability 

Survey, Administrative data 

Feasibility Early (during implementation adoption) Survey, Administrative data 

Fidelity Early to mid Observation, checklist, self-report 

Penetration Mid to late Case audit, checklist 

Sustainability Late 
Case audit, semi-structured 
interviews, questionnaires, 
checklists 

¥Definitions provided in Annex I 
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 Patient outcomes evaluation 

Patient outcomes evaluation measures implementation effects in the CPG or CDST target 
population by assessing the progress in the outcomes or outcome objectives that the program aims 
to achieve. Comparative Effectiveness Research (CER) could be considered as a useful strategy for 
evaluating an intervention that has been implemented in practice within a context. 

CER compares the benefits and/or harms of health interventions in real-world settings in which care 
is provided to patients under routine clinical practice conditions. CER aims to improve health 
outcomes through the generation of evidence about which interventions are most effective for 
which patients under which conditions. CER can include pragmatic trials or observational studies 
(e.g., cohort, case–control and cross-sectional) 43, 44.  

Specific information on study designs and their characteristics is included in the Annex IV. 

6.4.4 I Pilot 

The pilot is a small-scale version or trial run, done in preparation for the major study 45. Ideally, it 
should be done in a small area within the geographical area previously defined, representative 
enough of the rest of the area for the purposes of the pilot. If there are different regional or national 
care context involved in the implementation, the intervention may be piloted in different small 
areas. 

The reasons for piloting the intervention are numerous. It helps identify the weaknesses of the 
intervention, i.e., where it could fail, the points at which adherence to the intervention are not 
followed or the inappropriateness of certain procedures or tools because of their lack of usability, 
for example. It can also help refine the data entry and registration. In addition to this, the results 
and conclusions derived from the pilot, although preliminary and limited to the time span of the 
pilot, can contribute to support the intervention and maintain or increase buy-in from the 
stakeholders 46. 

It is worth noting that piloting the intervention requires additional resources, mainly devoted to 
measuring the development of the pilot and to the testing of certain procedures or methods that 
may not be included in the final intervention, that should be considered during the definition of 
resources needed. 

6.4.4.1 I Considerations for the pilot 

When planning the pilot there are certain aspects that should be considered: 

Time 

The time dedicated to the pilot may vary depending on the intervention(s) complexity and may be 
subject to the availability of resources for the pilot and the urge to fully deploy the implementation. 
The time needed to draw conclusions and make the necessary adjustments to the implementation 
should be added up to this time.  

Assessment 

Although the findings with regards to the uptake of the implementation and to the improvement of 
the quality of care intended that can be gathered in the assessment of the pilot may offer some 
information on the performance and results of the interventions, they should be treated with 
caution because of the limitations to the representativeness of these results that the small numbers 
and time span of the pilot pose 46. 
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This should not be regarded as an issue, because, as explained above, the pilot has specific 
objectives that do not completely coincide with those of the implementation. Therefore, the 
assessment will not be exactly the same. Together with the assessment of the interventions, 
previously explained, other issues should be explored during the pilot: 

✓ Adequacy of means: Whether the means available for the intervention, e.g., the equipment, place, 
data entry tools, are actually usable and useful and the reasons for that motivate possible issues.  

✓ Adherence to the intervention: Whether all the steps are completed in time and form and the 
reasons for possible deviations, such as acceptability of the intervention or complexity. 

✓ Strong points and weaknesses of the intervention and the reasons behind them. 

In other words, there are differences between the pilot and evaluation of implementation objectives. 
For example, in the pilot, more attention is paid to analyse whether the implementation plan is 
being carried out as planned (the structure and processes components are especially relevant, since 
they are expected to be triggers for outcomes). In the other hand, within the evaluation, structure 
and processes are observed, but attention is also paid to the effects that the plan produces among 
the implementation subjects or stakeholders (implementation outcomes), healthcare system or 
setting (service outcomes) and patients. 

It should be considered that the results of the pilot may be related, to a certain extent, to the 
barriers and facilitators identified during the analysis of the context or to new barriers and 
facilitators that had gone unnoticed. 

Qualitative group techniques and surveys, or a combination of both, are more suitable for exploring 
these issues during the pilot. In Annex II. Research techniques to explore the context can be found 
more information on the techniques available and resources to use them 

 

  

Results of this phase 

Tasks, roles and responsibilities 

The tasks of the interventions are detailed, including the sequence of actions, the main responsible 
for the task and the other roles involved. Professionals are organised in implementation teams. 

Support activities 

Training, dissemination, communication activities and other support activities needed for the 
implementation are designed and arranged. 

Design of the assessment of the intervention 

The assessment strategy to capture the effects of the implementation activities on the different 
stakeholders involved and their attitudes and impact on the healthcare system, and patients is 
designed. 

Results from the pilot 

The results from the small-scale test run of the implementation (pilot) are gathered and analysed 
to ascertain whether the resources are adequate, the adherence to the intervention and the strong 
points and weaknesses of it. 
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07. 

 

The implementation roadmap is the document in which the rationale of the implementation, its 
objectives and the means to achieve it are clearly explained and depicted. It gathers the information 
developed throughout the whole implementation process in a clear way and presents it sequentially. 
It is the main reference document for the implementation working group to monitor the deployment 
of the implementation, as well as for the implementation teams to follow-up on it. 

The use of a roadmap brings several benefits 3: 

✓ Provides coherence across complex tasks 

✓ Helps distinguish between the outputs of the implementation (what is done) and the outcomes (the 
changes/ results that come out). 

✓ Helps to keep focus on common goals within the teams. 

DEVELOPMENT OF THE 
IMPLEMENTATION ROADMAP 
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7.1 I Components of the Implementation Roadmap 

The implementation roadmap should include the following sections: 

Background 

✓ What motivates the change? What justifies the need for implementing these interventions?  

✓ How is this need currently being addressed? What gaps are there? What needs to be improved? 

Objectives 

✓ What is the objective of the implementation? What outcomes have to be achieved?  

✓ What specific changes are desired in the short-, medium- and long-term? 

Activities (Outputs) 

✓ What will be done to achieve the objectives? (types of activities) 

✓ Who will be the target patients? 

✓ Where will it be done? 

✓ When and how often how will it be done? 

It is desirable to include specific targets for numbers to be reached and frequency of activities, 
where possible. 

The activities include the activities that make up the intervention(s), the support activities for the 
implementation and the assessment activities. 

Resources (Inputs) 

✓ What resources will be provided to perform the activities and the assessment and follow-up? 

Assessment and follow-up 

✓ This includes the specific indicators that will be used to monitor the achievement of the objectives. 

The Implementation Roadmap can be a detailed document, but it should include a summarized 
version. The scheme showed in Figure 5 can be used as a reference to build the summarized version. 
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Figure 6. Implementation Roadmap 

 
 
 
 
  

Results of this phase 

Roadmap for the implementation 

The main reference to monitor the advance of the evaluation, including the background, objectives 
(outcomes), activities (outputs) of the implementation as well as the resources in place and the 
assessment and follow-up mechanisms for the implementation. 
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08. 

 
 

Once the implementation has reached the whole area defined during the planning, full 
implementation has been reached. Since the implementation of a CPG or CDST is an iterative 
process, subject to frequent corrections and the identification of new activities to incorporate to the 
main strategy, a continuous improvement mechanism, including improvement cycles should be 
followed.  

8.1 I Continuous Improvement theory 

When planning any CPG or CDST implementation, it is essential to know what the goals are to 
achieve, how to measure changes produced in the long term and to be explicit about how the change 
will be tested. If a CPG or CDST is not being implemented as intended or is being implemented as 
intended but not producing desired outcomes, improvement cycles can be used to support continued 

DESIGN OF THE CONTINUOUS 
IMPROVEMENT MECHANISM 
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improvement until the whole change is implemented. A commonly used method is the Plan-Do-
Study-Act (PDSA) cycle, a model that consists of a logical sequence of four repetitive steps for 
continuous improvement, specific activities and recommendations regarding every step are included 
below 14, 47-49: 

✓ Plan –the change to be tested or implemented 

• Define the objective, questions and predictions  

• Plan to answer the questions “Who?, What?, Where?, When?”  

• Plan data collection to answer these questions 

Defining both ultimate goals as well as incremental objectives that can be used to gauge 
short-term progress. 

✓ Do – carry out the test or change 

• Carry out the plan 

• Collect the data  

• Begin analysis of the data 

It helps to think on this stage as a number of "mini-cycles" within the larger improvement 
cycle, in the sense that the working group is likely to go through multiple iterations of 
testing and refining before the specific changes add up to a real implementation of new 
practice.  

✓ Study – based on the measurable outcomes agreed before starting out, collect data before and 
after the change and reflect on the impact of the implementation and what was learned. 

• Complete the analysis of the data 

• Compare data to predictions 

• Summarise what was learned 

Small-scale tests of the implementation activity allow for incremental modifications of 
implementation activities to fix problems.  

✓ Act – plan the next change cycle or full implementation.  

• Plan the next cycle 

• Decide whether the change will be implemented 

It is important not to let the work go on too long without ongoing measurement in order 
to be sure that progress is being made towards achieving goals. 

Overall, evaluations undertaken in this framework should be sufficiently flexible in terms of design 
and measurements and allow refinements, as required, to appropriately address the aims of the 
implementation activities.  

In some cases, simultaneous cycles may occur when the changes are more complex, involving 
several departments. It is important to identify any interactions between simultaneous cycles. 

8.2 I Revisit/ iterate on the Interventions: How to apply improvement 
cycles to a long-term implementation strategy 

Substantial changes in the organisation cannot be implemented by a single change but by a whole 
series of changes. Such way of testing gets a dimension of repeated cyclical process, where each 
completed cycle represents the beginning of the next one. In this way the test turns into a life-long 
learning, because the organisation acquires new knowledge that can be applied, verified and 
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expanded in each subsequent cycle 47.  

The final stage of the PDSA cycle involves adopting the intervention and evaluating it against the 
long term goals of the CPG or CDST implementation project. The PDSA framework includes three 
key questions to answer when a new cycle is beginning. This may help us to check how the 
implementation is taking place. 

8.2.1 I Identifying possible deviations 

1. What are we trying to accomplish?  

Implementation working group need to set clear and focused goals with measurable targets. These 
goals require clinical leadership and should focus on conditions that cause concern, as well as on 
patients and professionals. It is advisable to assess whether these objectives are remaining in force 
and whether the activities that are being carried out lead to the achievement of those objectives. 

8.2.2 I Determine whether to conduct a new set of analysis or using new 
indicators 

2. How will we know if the change is an improvement? What measures of success will we 
use?  

In order to answer this question, you will need to measure outcomes. This should affect the 
measures and demonstrate over time whether the change has led to sustainable improvement. 
Measures in this model are tools for learning and demonstrating improvement, not only for 
assessment. In every complete cycle measures and indicators should be reviewed to assess whether 
they are valid and meet the reporting objectives. 

8.2.3 I Sustain and spread the improvements over time 

3. What changes can we make that will result in improvement?  

A change does not necessarily lead to improvement, but every improvement requires sustained 
changes. For these reasons it is suggested that changes be carefully selected, tested and refined. 
Ongoing communication continues to be necessary at this stage of implementation, so that 
management and policy makers are equipped with the information and confidence needed to keep 
applying those changes within the system so that desired outcomes can be achieved 3. 

 

 

 

 
  

Results of this phase 

Improvement cycles 

The mechanism to ensure the intervention will be regularly revisited to ensure it stays current and meaningful with 
regards to the need that motivated the implementation in the first place. 



39 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

 

09. 

 

1. Guyatt G, Oxman AD, Akl EA, Kunz R, Vist G, Brozek J, et al. GRADE guidelines: 1.Introduction-
GRADE evidence profiles and summary of findings tables. J Clin Epidemiol. 2011;64(4):383-
94. 

2. Fischer F, Lange K, Klose K, Greiner W, Kraemer A. Barriers and Strategies in Guideline 
Implementation-A Scoping Review. Healthcare (Basel). 2016;4(3). 

3. National Clinical Effectiveness Committee (NCEC).  Implementation Guide and Toolkit for 
National Clinical Guidelines [Internet]. Dublin: The Deparment of Health; 2018 [cited 
15/06/2020]. Available from: https://www.gov.ie/en/collection/cd41ac-clinical-effectiveness-
resources-and-learning/. 

4. Maher L, Gustafson D, Evans A. Sustainability Model and Guide [Internet]. NHS Institute for 
Innovation and Improvement; 2010 [cited 15/06/2020]. Available from: 
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-
Sustainability-Model-2010.pdf. 

5. Davies, B., Edwards, N. The Action Cycle: Sustain knowledge use. In S. Strauss, J. Tetroe, I. 
Graham (Eds.). Knowledge Translation in Health Care: Moving from Evidence to Practice. 
Oxford: Wiley-Blackwell and BMJ; 2009. 

6. Davies B, Rothwell D, McAuslan D, Bauer N, Graham I, McCleary L, et al. Toolkit: 
Implementation of Best Practice Guidelines [Internet] Registered Nurses’ Association of 
Ontario (RNAO); 2012 [cited 15/06/2020]. Available from: 
https://rnao.ca/bpg/resources/toolkit-implementation-best-practice-guidelines-second-
edition. 

7. Bahrami M, Deery C, Clarkson JE, Pitts NB, Johnston M, Ricketts I, et al. Effectiveness of 
strategies to disseminate and implement clinical guidelines for the management of 
impacted and unerupted third molars in primary dental care, a cluster randomised 
controlled trial. Br Dent J. 2004;197(11):691-6; discussion 88. 

8. Rebbeck T, Macedo LG, Maher CG. Compliance with clinical guidelines for whiplash improved 
with a targeted implementation strategy: a prospective cohort study. BMC Health Serv Res. 
2013;13:213. 

9. Sanchis-Sánchez E, Sánchez-Lorente MM, Salvador-Palmer RS, RM Cibrián Ortiz-de Anda, 
Boone ALD, Mármol-López MI. The implementation of Clinical Practice Guidelines: a 
systematic review. RIdEC 2019; 12(1):42-51. 

10. Baker CM, Ogden SJ, Prapaipanich W, Keith CK, Beattie LC, Nickleson LE. Hospital 

BIBLIOGRAPHY 
 

https://www.gov.ie/en/collection/cd41ac-clinical-effectiveness-resources-and-learning/
https://www.gov.ie/en/collection/cd41ac-clinical-effectiveness-resources-and-learning/
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-Sustainability-Model-2010.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-Sustainability-Model-2010.pdf
https://rnao.ca/bpg/resources/toolkit-implementation-best-practice-guidelines-second-edition
https://rnao.ca/bpg/resources/toolkit-implementation-best-practice-guidelines-second-edition


40 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

consolidation. Applying stakeholder analysis to merger life-cycle. J Nurs Adm. 
1999;29(3):11-20. 

11. Vink P, Imada AS, Zink KJ. Defining stakeholder involvement in participatory design 
processes. Appl Ergon. 2008;39(4):519-26. 

12. Donabedian A. The quality of care. How can it be assessed? . Archives of Pathology and 
Laboratory Medicine. 1988;260:1743–8. 

13. Donabedian A. Evaluating the quality of medical care. Milbank Mem Fund Q. 
1966;44(3):Suppl:166-206. 

14. Universiy of South Australia [Internet]. [cited 15/06/2020]. Evaluation of practice and 
outcomes. Available from: https://www.unisa.edu.au/research/Health-
Research/Research/Allied-Health-Evidence/Resources/Evidence-based-Practice-Online/EBP-
Online-Step-5/. 

15. Romano PS, Hussey P, Ritley D. Selecting Quality and Resource Use Measures: A Decision 
Guide for Community Quality Collaboratives. Rockville, MD: Agency for Healthcare Research 
and Quality; 2010. AHRQ Publication No. 09(10)-0073. 

16. Gardner G, Gardner A, O'Connell J. Using the Donabedian framework to examine the quality 
and safety of nursing service innovation. J Clin Nurs. 2014;23(1-2):145-55. 

17. Lawson EF, Yazdany J. Healthcare quality in systemic lupus erythematosus: using 
Donabedian's conceptual framework to understand what we know. Int J Clin Rheumtol. 
2012;7(1):95-107. 

18. Fregonese L, Rodwell C, Aymé S. RDTF Report on Health indicators for rare diseases: II - 
Conceptual for the use of health indicators for the monitoring of quality of care [Internet]; 
2011 [cited 15/06/2020]. Available from: 
http://www.eucerd.eu/?post_type=document&p=1353. 

19. Health Indicators for Rare Diseases: State of the Art and Future Directions [Internet]. Rare 
Diseases Task Force; 2008 [cited 15/06/2020]. Available from: 
http://www.eucerd.eu/?post_type=document&p=1207. 

20. Grimshaw J, Eccles M, Tetroe J. Implementing clinical guidelines: current evidence and future 
implications. J Contin Educ Health Prof. 2004;24 Suppl 1:S31-7. 

21. Zozaya N V, R, Hidalgo A. et al. Guía metodológica de evaluación económica aplicada a 
medicamentos huérfanos:  recomendaciones del grupo de expertos RADEEV. Madrid: 
Instituto Max Weber; 2015. 

22. National Institute for Health and Care Excellence. Assessing resource impact process 
manual: guidelines [Internet]. NICE; 2017 [cited 15/06/2020]. Available from: 
https://www.nice.org.uk/Media/Default/About/what-we-do/Into-practice/RIA-process-manual-
guidelines.pdf. 

23. Grupo de trabajo sobre implementación de GPC. Implementación de Guías de Práctica 
Clínica en el Sistema Nacional de Salud. Manual Metodológico. Plan de Calidad para el 
Sistema Nacional de Salud del Ministerio de Sanidad y Política Social. Instituto Aragonés de 
Ciencias de la Salud-I+CS; 2009. Guías de Práctica Clínica en el SNS: I+CS Nº 2007/02-02. 

24. Becker A, Leonhardt C, Kochen MM, Keller S, Wegscheider K, Baum E, et al. Effects of two 
guideline implementation strategies on patient outcomes in primary care: a cluster 
randomized controlled trial. Spine (Phila Pa 1976). 2008;33(5):473-80. 

https://www.unisa.edu.au/research/Health-Research/Research/Allied-Health-Evidence/Resources/Evidence-based-Practice-Online/EBP-Online-Step-5/
https://www.unisa.edu.au/research/Health-Research/Research/Allied-Health-Evidence/Resources/Evidence-based-Practice-Online/EBP-Online-Step-5/
https://www.unisa.edu.au/research/Health-Research/Research/Allied-Health-Evidence/Resources/Evidence-based-Practice-Online/EBP-Online-Step-5/
http://www.eucerd.eu/?post_type=document&p=1353
http://www.eucerd.eu/?post_type=document&p=1207
https://www.nice.org.uk/Media/Default/About/what-we-do/Into-practice/RIA-process-manual-guidelines.pdf
https://www.nice.org.uk/Media/Default/About/what-we-do/Into-practice/RIA-process-manual-guidelines.pdf


41 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

25. Frijling BD, Lobo CM, Hulscher ME, Akkermans RP, van Drenth BB, Prins A, et al. Intensive 
support to improve clinical decision making in cardiovascular care: a randomised controlled 
trial in general practice. Qual Saf Health Care. 2003;12(3):181-7. 

26. Eagle KA, Koelling TM, Montoye CK. Primer: implementation of guideline-based programs for 
coronary care. Nat Clin Pract Cardiovasc Med. 2006;3(3):163-71. 

27. Forsetlund L, Bjorndal A, Rashidian A, Jamtvedt G, O'Brien MA, Wolf F, et al. Continuing 
education meetings and workshops: effects on professional practice and health care 
outcomes. Cochrane Database Syst Rev. 2009(2):CD003030. 

28. Mazmanian PE, Davis DA, Galbraith R, American College of Chest Physicians H, Science 
Policy C. Continuing medical education effect on clinical outcomes: effectiveness of 
continuing medical education: American College of Chest Physicians Evidence-Based 
Educational Guidelines. Chest. 2009;135(3 Suppl):49S-55S. 

29. Vaona A, Banzi R, Kwag KH, Rigon G, Cereda D, Pecoraro V, et al. E-learning for health 
professionals. Cochrane Database Syst Rev. 2018;1:CD011736. 

30. Barosi G. Strategies for dissemination and implementation of guidelines. Neurol Sci. 
2006;27 Suppl 3:S231-4. 

31. Doherty S. Evidence-based implementation of evidence-based guidelines. Int J Health Care 
Qual Assur Inc Leadersh Health Serv. 2006;19(1):32-41. 

32. Doherty S, Jones P, Stevens H, Davis L, Ryan N, Treeve V. 'Evidence-based implementation' 
of paediatric asthma guidelines in a rural emergency department. J Paediatr Child Health. 
2007;43(9):611-6. 

33. Francke AL, Smit MC, de Veer AJ, Mistiaen P. Factors influencing the implementation of 
clinical guidelines for health care professionals: a systematic meta-review. BMC Med Inform 
Decis Mak. 2008;8:38. 

34. Handler J, Lackland DT. Translation of hypertension treatment guidelines into practice: a 
review of implementation. J Am Soc Hypertens. 2011;5(4):197-207. 

35. Cote AM, Durand MJ, Tousignant M, Poitras S. Physiotherapists and use of low back pain 
guidelines: a qualitative study of the barriers and facilitators. J Occup Rehabil. 
2009;19(1):94-105. 

36. Harris MF, Lloyd J, Litt J, van Driel M, Mazza D, Russell G, et al. Preventive evidence into 
practice (PEP) study: implementation of guidelines to prevent primary vascular disease in 
general practice protocol for a cluster randomised controlled trial. Implement Sci. 2013;8:8. 

37. Green LA, Wyszewianski L, Lowery JC, Kowalski CP, Krein SL. An observational study of the 
effectiveness of practice guideline implementation strategies examined according to 
physicians' cognitive styles. Implement Sci. 2007;2:41. 

38. National Institute for Health and Care Excellence. Audit tools [Internet]. [cited 15/06/2020]. 
Available from: https://www.nice.org.uk/about/what-we-do/into-practice/audit-and-service-
improvement/audit-tools. 

39. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process evaluation of 
complex interventions: Medical Research Council guidance. BMJ. 2015;350:h1258. 

40. Public Health England [Internet]. 2018 [cited 15/06/2020]. Guidance: Process Evaluation 
Available from: https://www.gov.uk/government/publications/evaluation-in-health-and-well-
being-overview/process-evaluation. 

https://www.nice.org.uk/about/what-we-do/into-practice/audit-and-service-improvement/audit-tools
https://www.nice.org.uk/about/what-we-do/into-practice/audit-and-service-improvement/audit-tools
https://www.gov.uk/government/publications/evaluation-in-health-and-well-being-overview/process-evaluation
https://www.gov.uk/government/publications/evaluation-in-health-and-well-being-overview/process-evaluation


42 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

41. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M, et al. Developing and 
evaluating complex interventions: the new Medical Research Council guidance. BMJ. 
2008;337:a1655. 

42. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, et al. Outcomes for 
implementation research: conceptual distinctions, measurement challenges, and research 
agenda. Adm Policy Ment Health. 2011;38(2):65-76. 

43. US National Library of Medicine [Internet]. NLM Resources for Informing Comparative 
Effectiveness. [cited 15/06/2020] Available from: 
https://www.nlm.nih.gov/nichsr/cer/cerqueries.html. 

44. Harvard School of Public Health [Internet]. Comparative Effectiveness Research Initiative. 
[cited 15/06/2020] Available from: https://www.hsph.harvard.edu/comparative-
effectiveness-research-initiative/definition/. 

45. Polit DF, Beck CT and Hungler BP. Essentials of Nursing Research: Methods, Appraisal and 
Utilization. Philadelphia: Lippincott Williams & Wilkins; 2001. 

46. Van Teijlingen ER, Rennie AM, Hundley V, Graham W. The importance of conducting and 
reporting pilot studies: the example of the Scottish Births Survey. J Adv Nurs. 
2001;34(3):289-95. 

47. NHS Institute for Innovation and Improvement. The Handbook of Quality and Service 
Improvement Tools [Internet]; 2018 [cited 15/06/2020]. Available from: 
http://www.miltonkeynesccg.nhs.uk/resources/uploads/files/NHS%20III%20Handbook%20ser
viceimprove.pdf. 

48. Agency for Healthcare Research and Quality. Ambulatory Care Improvement Guide. Section 
4: Ways to Approach the Quality Improvement Process [Internet]. [cited 15/06/2020]. 
Available from: https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/4-
approach-qi-process/index.html. 

49. Taylor MJ, McNicholas C, Nicolay C, Darzi A, Bell D, Reed JE. Systematic review of the 
application of the plan-do-study-act method to improve quality in healthcare. BMJ Qual Saf. 
2014;23(4):290-8. 

50. Centre for Evidence-Based Medicine. Study Designs [Internet]. [cited 15/06/2020] Available 
from: https://www.cebm.net/2014/04/study-designs/. 

51. Patsopoulos NA. A pragmatic view on pragmatic trials. Dialogues Clin Neurosci. 
2011;13(2):217-24. 

 

 
  

https://www.nlm.nih.gov/nichsr/cer/cerqueries.html
https://www.hsph.harvard.edu/comparative-effectiveness-research-initiative/definition/
https://www.hsph.harvard.edu/comparative-effectiveness-research-initiative/definition/
http://www.miltonkeynesccg.nhs.uk/resources/uploads/files/NHS%20III%20Handbook%20serviceimprove.pdf
http://www.miltonkeynesccg.nhs.uk/resources/uploads/files/NHS%20III%20Handbook%20serviceimprove.pdf
https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/4-approach-qi-process/index.html
https://www.ahrq.gov/cahps/quality-improvement/improvement-guide/4-approach-qi-process/index.html
https://www.cebm.net/2014/04/study-designs/


43 

12/07/2020 

METHODOLOGICAL HANDBOOKS & TOOLKIT FOR CPG AND CDST FOR RARE 
DISEASES (D-B.2) HANDBOOK #12: IMPLEMENTATION AND EVALUATION OF 
THE UPTAKE OF CPGS AND CDSTS FOR RARE DISEASES 

 

  
 

 

 

10. 

 

 
 

Acceptability is the perception among implementation stakeholders that a given treatment, 

service, practice, or innovation is agreeable, palatable, or satisfactory. Acceptability may be 
measured from the perspective of various stakeholders, such as administrators, professionals or 
patients. For example, patient’s acceptance to an invasive diagnostic test.  

Uptake is defined as the intention, initial decision, or action to try or employ an innovation or 
evidence-based practice. Uptake could be measured from the perspective of provider or 
organisation. For example, nursing professional’s uptake to a new protocol for inserting peripheral 
intravenous catheters. 

Appropriateness is the perceived fit, relevance, or compatibility of the innovation or evidence-
based practice for a given setting or patient; and/or perceived fit of the innovation to address an 
issue or problem. For example, a treatment might be considered a good fit for treating a given 
condition but its features (for example, rigid protocol) may render it unacceptable to the provider. 

Cost (incremental or implementation cost) is defined as the cost impact of an implementation 
action and depends upon the costs of the intervention to be implemented, the actions carried out 
and the participants involved. For example, implementing processes that do not require ongoing 
supervision or consultation, such as computerised medical record systems, may carry lower costs 
than implementing new psychosocial treatments. 

Feasibility is defined as the extent to which a new evidence-based recommendation can be 

successfully used or carried out within a given setting. For example, an intervention may be 
appropriate for a setting, but may not be feasible due to resource or training requirements. 

Fidelity is defined as the degree to which an intervention was implemented as it was prescribed 
in the original protocol or as it was intended by the program developers. Fidelity has been measured 
more often than the other implementation outcomes, typically by comparing the original evidence-
based intervention and the implemented intervention. Measurement could be done in terms 
adherence, quality of delivery, program component differentiation, exposure to the intervention, and 
participant responsiveness or involvement. 

Penetration is defined as the integration of a practice within a service setting and its subsystems. 
A way of measurement could be in terms of the number of settings who deliver a given service or 
intervention, divided by the total number of settings trained in or expected to deliver the service. 

Sustainability is defined as the extent to which a newly implemented treatment is maintained or 
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institutionalized within a service setting’s ongoing, stable operations. Penetration and sustainability 
may be related conceptually and empirically, in that higher penetration may contribute to long-term 
sustainability. 
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Herein are introduced different research techniques that can be used to explore the context of the 
implementation. Within the scope of this handbook, these techniques can be especially useful for 
identifying and analysing barriers and facilitators and for analysing the results of the pilot. The 
purpose of this annex is to provide information on the main features of these techniques in order 
to inform the implementation working group on the most suitable technique. However, in order to 
put any of these techniques into practice, professionals with experience on the subject should be 
consulted and involved. 

 

Delphi 

Consensus technique in which a group of experts anonymously answer a questionnaire and 
subsequently receive feedback in the form of a statistical representation of the "group response," 
after which the process repeats itself. It reduces the range of responses and helps the group to 
arrive at something closer to expert consensus.  

It requires more time than other consensus techniques, although it does not require face-to-face 
meetings between the experts. 

For example, it can be used to refine a set of barriers and facilitators, as well as to prioritise them 
according to their relevance. Besides, new barriers and facilitators can be identified.  

 

Nominal Group Technique (NGT) 

Structured technique that gathers contributions from all the members of the group and aims at the 
prioritisation of issues, problems or solutions, by reaching agreement on their relative importance. 
It combines the importance ratings of individual group members into the final weighted priorities 
of the group.  

It requires less time than the Delphi and fosters the interaction between participants, which can be 
a source of information in itself. 

For example, it can be used to identify and prioritise strengths and weaknesses of the intervention 
after the pilot, and find potential solutions to them. 

 

Group discussion 

Group technique that aims at exploring values, cultural representations, references, motivational 
aspects, etc. that prevail in a certain group through the identification of a common speech, which 
comprises the interactions and psychological relations within the group. 

It has to be done face-to face and the analysis of the information may require more time than in 
other techniques. If done properly, it can provide a myriad of relevant aspects related to the 
perspective of the group subject to the technique. 

For example, it can be used to identify potential barriers related to the work culture or potential 
motivational factors that can act as facilitators concerning a specific professional group that will 
be involved in the implementation  
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Focus Group 

Similar to the group discussion technique in most aspects, except for the fact that the focus group 
aims at delving into the individual speech of the participants. 

 

Interview 

Individual techniques. There are different types of interviews: 

Structured interview: Based on a pre-defined set of questions. They have to be asked in the same 
way and order to all participants. 

Semi-structured interview: Based on a pre-defined set of questions that are used as a guide, 
enabling the interviewer to formulate them in different ways or orders and allowing her or him to 
add new questions in order to deepen into relevant topics identified during the interview. 

In-depth interview: Based on a guide make up of open questions and issues previously identified. 
The interview is completely open to the information that the interviewee shares with the interviewer, 
who will try to identify relevant topics and delve into them, building the appropriate questions based 
on the information provided by the interviewee. 
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Barrier/ Facilitator Potential Strategies 

Evidence-related 
Awareness of where and 
how to access the main CPG or CDST 

Make CPG of CDST recommendations or summary readily available at point 
of care (e.g., attach to patient charts, display around unit). 

Level of understanding and how to 
implement it in practice 

Provide real-world examples, relevant to the setting. 
Tailor education to needs of end users. 

Quality of the evidence 
 

Provide information that demonstrates the CPG or CDST was based on the 
highest level of evidence possible. 
Provide examples that demonstrate how CPG or CDST implementation 
improved outcomes in other settings. 
Provide the staff with the opportunity to discuss any disagreement they may 
have with the CPG or CDST and try to achieve consensus. 
Pilot test the innovation with a target audience in a small area prior to 
implementation. 

Compatibility with what 
is already known, believed 
and done 

Provide examples as to how the new CPG or CDST is consistent with what is 
already done, known and believed for that setting. 
Involve those who will be using the CPG or CDST in the implementation 
process. 

Target audience-related 
Attitudes and beliefs towards 
research use in practice 

Encourage attendance at conferences and in-services; highlight positive 
experiences with CPG or CDST use. 
Draw on past successes, provide encouragement and incentives. 

Level of knowledge and skill  Provide education/training where knowledge and skill necessary to 
implement the changes recommended in the CPG or CDST are assessed to 
be deficient. 

Time to read and implement CPG or 
CDST 

Provide health-care providers with dedicated/protected time to read the CPG 
or CDST. 
Schedule information sessions about the CPG or CDST at various times. 

Belief that CPG or CDST will make a 
difference 

Demonstrate the disparity between current practice and new CPG or CDST. 

Degree of consensus between / 
within professions 

Allow for interprofessional discussions. 
Interprofessional participation and awareness. 

Opportunities to exchange 
information 

Educational opportunities (e.g., in-services, on line learning, conferences). 

Ability of team to work together Draw on history of collaboration. 
Team building activities. 

Resources-related  
Presence of adequate staff Ensure that there are extra staff available to provide relief during education 

sessions and other implementation-related activities. 

Availability of financial resources 
necessary to implement the CGP or 
CDST 

Examine all sources of possible funding: foundations, fundraising, 
professional organizations, government, etc. 

Ensure that the target audience have 
enough time to engage in 
implementation efforts 

Be aware of competing demands and projects. 
Ensure that there is time available to participate in all stages of the 
implementation. 
Build a realistic timeline to bring about change and plan accordingly. 

Access to required equipment and 
supplies 

Ensure availability of 
• Computers/ electronics resources if required 
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• Equipment and supplies 

Adequacy of physical facilities for 
implementation 

Ensure physical space is conducive to learning. 

Organization-related factors 
Fit with existing policies and 
procedures 

Assess fit between new CPG or CDST and existing policies and procedures. 

Presence of effective change 
agents/opinion leaders 

Ask staff to identify natural leaders. 
Engage change agents/opinion leaders in the CPG or CDST implementation 
process. 

Manageable workload Consider complexity of patients. 

Concurrent projects 
 

Examine what other changes are occurring simultaneously in the 
organization and unit. Too many changes at once can overwhelm a team. 

Concurrent with organizational 
priorities 

Examine corporate priorities and strategic goals to see if the new CPG or 
CDST is reflected in them. 
Engage stakeholders early in the CPG or CDST implementation process. 

Speed at which administrative/ 
organizational process works 

Know whose approval is required. 
Plan far enough ahead to allow time for lengthy administrative/organization 
decisions, approval and change. 

 
 



 

 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Contact info: 

 

FPS-AETSA 
jantonio.blasco@juntadeandalucia.es 
Fundación Pública Andaluza Progreso y Salud (FPS) 

Avd. Américo Vespucio 15, Edificio S-2  
C.P. 41092 Seville, Spain 
 
 +34 955 006636 

 
 
 
 
 
 
 

mailto:jantonio.blasco@juntadeandalucia.es

