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Implementation Strategies – Methods or techniques used to enhance 
the adoption, implementation, sustainment, and scale-up of a 
program or practice. 

Discrete Strategy – Single action or process (e.g., reminders, audit 
and feedback, supervision)

Multifaceted Strategy or Implementation Intervention – 
Combination of multiple discrete strategies.

Definition & Types of Strategies

Powell et al. (2012; 2015; 2019). PMC3524416; PMC4328074; PMC6350272; Proctor et al. (2013). PMC3882890



Developing & Refining a Compilation of 
Implementation Strategies

Powell et al. (2012). PMC3524416; Powell et al. (2015). PMC4328074



Powell et al. (2012). PMC3524416; Powell et al. (2015). PMC4328074 (see Additional File 6); Waltz et al. (2015). PMC4527340; 

https://impsciuw.org/implementation-science/research/implementation-strategies/

Expert Recommendations for Implementing 
Change (ERIC)



The Development and Application of the 
ERIC Survey

Strategy Configurations Directly Linked to Higher
Hepatitis C Virus Treatment Starts

An Applied Use of Configurational Comparative Methods

Vera Yakovchenko, MPH, MS,* Edward J. Miech, EdD,†‡ Matthew J. Chinman, PhD,§
Maggie Chartier, PsyD, MPH,¶ Rachel Gonzalez, MPH,# JoAnn E. Kirchner, MD,**

Timothy R. Morgan, MD,# Angela Park, PharmD,†† Byron J. Powell, PhD,‡‡
Enola K. Proctor, PhD,‡‡ David Ross, MD, PhD, MBI,¶ Thomas J. Waltz, PhD,§§

and Shari S. Rogal, MD, MPH§¶¶##

Background: The Department of Veterans Affairs (VA) cares for

more patients with hepatitis C virus (HCV) than any other US health

care system. We tracked the implementation strategies that VA sites

used to implement highly effective new treatments for HCV with the

aim of uncovering how combinations of implementation strategies

in uenced the uptake of the HCV treatment innovation. We applied

Con gurational Comparative Methods (CCMs) to uncover causal

dependencies and identify difference-making strategy con g-

urations, and to distinguish higher from lower HCV treating sites.

Methods: We surveyed providers to assess VA sites’ use of 73

implementation strategies to promote HCV treatment in the scal

year 2015. CCMs were used to identify strategy con gurations that

uniquely distinguished higher HCV from lower HCV treating sites.

Results: From the 73 possible implementation strategies, CCMs

identi ed 5 distinct strategy con gurations, or “solution paths.”

These were comprised of 10 individual strategies that collectively

explained 80% of the sites with higher HCV treatment starts with

100% consistency. Using any one of the following 5 solution paths

was suf cient to produce higher treatment starts: (1) technical as-

sistance; (2) engaging in a learning collaborative AND designating

leaders; (3) site visits AND outreach to patients to promote uptake

and adherence; (4) developing resource sharing agreements AND an

implementation blueprint; OR (5) creating new clinical teams AND

sharing quality improvement knowledge with other sites AND en-

gaging patients. There was equi nality in that the presence of any

one of the 5 solution paths was suf cient for higher treatment starts.

Conclusions: Fivestrategy con gurations distinguished higher HCV

from lower HCV treating sites with 100% consistency. CCMs rep-

resent a methodological advancement that can help inform high-

yield implementation strategy selection and increase the ef ciency

and effectiveness of future implementation efforts.

Key Words: HCV treatment, implementation strategies, Con g-

urational Comparative Methods, Coincidence Analysis, evaluation

(Med Care 2020;58: e31–e38)

As the largest hepatitis C virus (HCV) care provider in the
United States, the Department of Veterans Affairs (VA)

has invested in clinical, professional, and other resources to
disseminate and implement evidence-based, high-quali ty
HCV care.1 In 2015, direct-acting antiviral medications
(DAAs), with cure rates > 90%, revolutionized the eld and
rapidly replaced older, less ef cacious therapies as the new
standard of HCV care.2 VA was the rst national health care
system to establish a goal of evaluating all enrollees with
HCV for potential treatment with these medications.

To improve HCV identi cation and management and
disseminate evidence-based practices and innovations in
HCV care, VA formed the national Hepatitis C Innovation
Team (HIT) quality improvement (QI) collaborative.3,4 The
HIT Collaborative’s primary aim was to increase the uptake
of the new DAAs for HCV through efforts by a leadership
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Abstract

Background and Aims: The Veterans Health Administration (VHA) provides 

care for more than 80,000 veterans with cirrhosis. This longitudinal, multi-

method evaluation of a cirrhosis care quality improvement program aimed 

to (1) identify implementation strategies associated with evidence- based, 

guideline- concordant cirrhosis care over time, and (2) use qualitative inter-

views to operationalize strategies for a manualized intervention.

Rogal et al. (2017). PMC5425997; Rogal et al. (2019). PMC6454775; Yakovchenko et al. (2021). PMC8684191; Yakovchenko et al. (2023). PMC10122282; 
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Extensions for Schools, Digital Mental Health, & 
Financing in BH 

Implementation Strategies for Digital Mental Health Interventions in Health
Care Settings

Andrea K. Graham and Emily G. Lattie
Northwestern University

Byron J. Powell
Washington University in St. Louis

Aaron R. Lyon
University of Washington

Justin D. Smith
Northwestern University

Stephen M. Schueller
Northwestern University and University of California, Irvine

Nicole A. Stadnick
University of California, San Diego

C. Hendricks Brown and David C. Mohr
Northwestern University

U.S. health care systems are tasked with alleviating the burden of mental health, but are

frequently underprepared and lack workforce and resource capacity to deliver services to all

in need. Digital mental health interventions (DMHIs) can increase access to evidence-based

mental health care. However, DMHIs commonly do not fit into the day-to-day activities of

the people who engage with them, resulting in a research-to-practice gap for DMHI imple-

mentation. For health care settings, differences between digital and traditional mental health

services make alignment and integration challenging. Specialized attention is needed to

improve the implementation of DMHIs in health care settings so that these services yield high

uptake, engagement, and sustainment. The purpose of this article is to enhance efforts to

integrate DMHIs in health care settings by proposing implementation strategies, selected and

operationalized based on the discrete strategies established in the Expert Recommendations

for Implementing Change project, that align to DMHI-specific barriers in these settings.

Guidance is offered in how these strategies can be applied to DMHI implementation across

four phases commonly distinguished in implementation science using the Exploration,

Preparation, Implementation, Sustainment Framework. Next steps to advance research in this

area and improve the research-to-practice gap for implementing DMHIs are recommended.

Applying implementation strategies to DMHI implementation will enable psychologists to

Editor’s note. This article is part of a special issue, “Expanding the

Impact of Psychology Through Implementation Science,” published in the

November 2020 issue of American Psychologist. Shannon Wiltsey Stirman

and Rinad S. Beidas served as editors of the special issue, with Anne E. Kazak

as advisory editor.
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A scoping review of strategies for  
financing the implementation of  
evidence-based practices in behavioral 
health systems: State of the literature  
and future directions

Alex R Dopp1 , Marie-Rachelle Narcisse2,  
Peter Mundey3 , Jane F Silovsky4, Allison B Smith5,  
David Mandell6, Beverly W  Funderburk4 , Byron J Powell7,  
Susan Schmidt4, Daniel Edwards8, Douglas Luke7  
and Peter Mendel9

Abstract

Background: Increased availability of evidence-based practices (EBPs) is essential to alleviating the negative public 

health and societal effects of behavioral health problems. A major challenge to implementing and sustaining EBPs broadly 

is the limited and fragmented nature of available funding.

Method: We conducted a scoping review that assessed the current state of evidence on EBP financing strategies for 

behavioral health based on recent literature (i.e., post-Affordable Care Act). We defined financing strategies as techniques 

that secure and direct financial resources to support EBP implementation. This article introduces a conceptualization 

of financing strategies and then presents a compilation of identified strategies, following established reporting guidelines 

for the implementation strategies. We also describe the reported level of use for each financing strategy in the research 

literature.

Results: Of 23 financing strategies, 13 were reported as being used within behavioral health services, 4 had potential 

for use, 5 had conceptual use only, and 1 was potentially contraindicated. Examples of strategies reported being used 

include increased fee-for-service reimbursement, grants, cost sharing, and pay-for-success contracts. No strategies had 

been evaluated in ways that allowed for strong conclusions about their impact on EBP implementation outcomes.

Conclusion: The existing literature on EBP financing strategies in behavioral health raises far more questions than 

answers. Therefore, we propose a research agenda that will help better understand these financing strategies. We also 

discuss the implications of our findings for behavioral health professionals, system leaders, and policymakers who want 

to develop robust, sustainable financing for EBP implementation in behavioral health systems.
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Cook et al. (2019). PMC8943907; Graham et al. (2020). PMC7709140; Dopp et al. (2020). PMC9924261



How relevant are the “ERIC strategies” 
internationally? 

Lovero et al. (2023). PMC10617067; Eshun-Wilson et al. (2022). PMC9582919; https://idig.science/LIVE/

ERIC strategies have been translated from 

English to: German (Regauer et al., 2021. 

PMC8527650), Spanish (Van Pelt et al., 

2024. PMC11253493); and Japanese (In 

Process).



Slide courtesy of Annette Boaz; Boaz et al. (2024). PMC10875780



Strategy Review Number of Trials Effect Sizes

Printed Educational Materials 14 Randomized Trials
31 ITS

Median absolute improvement 2.0% (range 0% 
to 11%)

Educational Meetings 81 Randomized Trials Median absolute improvement 6% (IQR 1.8% to 
15.3%)

Educational Outreach 69 Randomized Trials Median absolute improvement in prescribing 
behaviors 4.8% (IQR 3% to 6.6%), other behaviors 
6% (IQR 3.6% to 16%)

Local Opinion Leaders 18 Randomized Trials Median absolute improvement 12% (6% to 
14.5%)

Audit and Feedback 140 Randomized Trials Median absolute improvement 4.3% (IQR .5 to 
16%)

Computerized Reminders 28 Randomized Trials Median absolute improvement 4.2% (IQR .8 to 
18.8%)

Tailored Interventions 26 Randomized Trials Meta-Regression using 15 trials. Pooled odds ratio 
of 1.56 (95% CI, 1.27 to 1.93, p < .001)

Cochrane EPOC; Grimshaw et al. (2012). PMC3462671; Powell et al. (2019). PMC6350272 



How do I pick my strategies?

M O R E  I S  N O T  B E T T E R



“Method to the Madness” 

 Implementation of new innovations entails 
extensive planning, training, and quality 
assurance

 Involves a complex set of interactions 
between developers, system leaders, front 
line staff, and consumers

 Recursive process of well-defined stages or 
steps that are not necessarily linear



Implementation Process 
Models: 

▪ Describe and/or guide the process of 
translating research into practice 

▪ Recognize a temporal sequence of 
implementation endeavors

▪ Specify steps (stages, phases) of 
implementation

Implementation Strategies Occur 
Throughout the Steps

Nilson, P. (2015). Making sense of implementation theories, models, and frameworks. Implementation Science, 10, 53. 



Value of Understanding Implementation Process

 Building Blocks for What Makes 
an Implementation Work

Measuring What and How Much



Date Community Partner Feasibility Session— Must Involved Decision-Makers (e.g., 
referrers) 

Date First Patient 
Served

Date portal trainings

Date Qualified Staff Selected

Date Vision Meeting with Partners – Define Problem Trying to 
Prevent

Date First Live 
Coaching 

Stages of 
Implementation 
Completion (SIC)

Date Expressed Interest



THREE Scores

By Phase and Stage

Duration

Proportion

Stage Score (1-8)



UNIVERSAL SIC: ACTIVITIES PER STAGE

 Stage 1: Engagement           4

 Stage 2: Feasibility Assessment        4

 Stage 3: Readiness Planning         10

 Stage 4: Hiring and Training         5

 Stage 5: Fidelity Monitoring Established/Set-Up   4

 Stage 6: Program Start-Up          4

 Stage 7: Ongoing Service Delivery, Quality Assurance 11

 Stage 8: Demonstration of Competency     4



STAGES OF IMPLEMENTATION COMPLETION (SIC)

8 Stages:                                      Involvement:

1.  Engagement     System and/or Agency Leader

2.  Consideration of Feasibility  System and/or Agency Leader

3.  Readiness Planning    System and/or Agency Leader

4.  Staff Hired and Trained   Agency, Practitioner

5.  Fidelity Monitoring Established  Practitioner, Client

6.  Services and Consultation  Practitioner, Client

7.  Ongoing Services,    Practitioner, Client

     Consultation, Fidelity, Feedback

8.  Competency (certification)  System Leader, Agency,  

         Practitioner, Client

Pre

Imp

Sus



SAMPLE Activities Within EACH Stage
1. Engagement

 Date agreed to consider implementation  

2. Consideration of Feasibility

 Date of Community Partner Vision Meeting 

3.  Readiness Planning

 Date of cost calculator/funding plan review

 Date referral flow established  

4. Staff Hired and Trained

 Date of initial supervisor training 

5. Fidelity and Adherence Monitoring Established

 Date fidelity technology set-up 

6. Services and Consultation Begin

 Date of first patient enrolled

7.  Ongoing Services, Consultation, Fidelity, Feedback

 Date of Implementation Review #1

 Date 50% of providers achieve 80% fidelity 

8.  Competency (certification)

      Date first provider achieves certification standards 



Adaptation/Customization Process

 Operationalizing the Implementation Process

 Collaborative and Iterative

 Defining ”Completion” of Implementation Activities

 Defining Decision Rules for Validity Checks

 Comparing Skeletal SIC with Reality and Making Adjustments

 Program onto the SIC website and Training

 85+ Adaptations/Customizations across multiple  
service sectors feeding into SIC Repository  

Saldana, L., Bennett, I., Powers, D., Vredevoogd, M., Grover, T., Schaper, H., & Campbell, M. (2019). Scaling implementation of Collaborative Care for 
Depression: Adaptation of the Stages of Implementation Completion. Administration and Policy in Mental Health Services Research 



Service Contexts of Universal and 
Tailored SIC

 SCHOOLS

 LINKED SCALE-UPS

 STATE/REGIONAL/COUNTRY SCALE-UPS

 CHILD WELFARE

 ADULT JUSTICE

 JUVENILE JUSTICE

 PRIMARY CARE/PEDIATRIC HEALTHCARE 

 HOSPITAL HEALTHCARE

 GLOBAL HEALTH

 EARLY EDUCTION

 PREVENTION

 TREATMENT





Which strategies should we use? And when along the 

process?

SIC and ERIC



Objectives 

• To identify key strategies from ERIC that align with 

universal SIC stages.

• To map out a simplified approach for successful 

implementation across addiction disciplines.



METHODS

Mapping Process of ERIC to SIC

• Reviewed 73 ERIC strategies grouped into 9 

categories.

• Compared them with 46 SIC stages grouped into 8 

stages.

• Multiple rounds of feedback to assess and align 

strategies.

• Alignment checked by each team member individually.



RESULTS

Alignment of ERIC Strategies to SIC Stages



RESULTS

Alignment of ERIC Strategies to SIC Stages

• 78% (57/73) of ERIC strategies align with 46 universal 

SIC stages

• 80% (37/46) of SIC stages align with more than one 

ERIC strategy.

• 10 activities of SIC Stage 3 (readiness planning) had 

the most alignment (24 ERIC strategies).

• Several ERIC strategies did not match universal SIC 

stages, however…



Establishing Readiness

Readiness Planning
Funding Plan – Short and Long-Term

Staffing – Hiring and Sequencing

Secondary Staffing – Recruitment and Support

Referral Criteria and Recruitment Plan 

Communication Plan Finalized

Community Partner and Leadership Meeting

Written Implementation Plan Completed

Service Provider Identified

Contracts, MOUS, DUAs Completed

Site Receives Initial Intervention Materials



KEY TAKEAWAYS

• Most SIC stages align with multiple ERIC strategies

• Stage 3 (Readiness Planning) most densely mapped

• SIC provides a process-driven application model for 

ERIC strategies.

• Pre implementation and Readiness planning (SIC 

Stage 3) phases are critical to successful 

implementation.



Strong Pre-Implementation Fidelity

Presents the Greatest Opportunity to Move the Needle on Successful 

Implementations to Promote Equity in Receipt of EBP



SIC Summary of Outcomes: Replication

▪ Reliably distinguish good from poor performers

▪ Reliably distinguish between implementation strategies

▪ Pre-implementation SIC behavior predicts successful program 

start-up (Stage 6)

▪ Pre-implementation SIC behavior predicts discontinuing 

program

▪ Pre-implementation and implementation behavior combined 
predict development of Competency (Stage 8) 

▪ PRE-IMPLEMENTATION IS THE KEY TO SUSTAINMENT



Pre-Implementation and Implementation 
Behavior Predicting Competence for Sustainment



How do I pick my strategies?

M O R E  I S  N O T  B E T T E R



Implementation has a Cost

When communities weigh the value of 
implementing new practices, they must consider 
the cost of implementation over and above the 
cost of the intervention.

Need to consider what implementation steps are 
necessary for success and the resources 
necessary to complete them.

Varying costs might be associated with different 
implementation strategies.



Conclusions & Implications

• Universal strategies identified can be applied across 

disciplines, not just healthcare.

• SIC stages can guide organizations through the 

iterative process of implementation.

 While being intentional with strategy choice and timing

 Strategies can be mapped on and adapted for specific needs.

• Future research should focus on refining strategies for 

cross-disciplinary applications.



გმადლობთ!

 Eka Burduli, PhD

 eburduli@wsu.edu

 +1 (509) 432-3878

Georgian Implementation Fellowship Training Summer Bootcamp
Tbilisi, Georgia – July 30 – August 2, 2025



Targeted Questions for Discussion

 What strategies have you used without realizing it?

 Which SIC stages are most neglected in your setting?

Georgian Implementation Fellowship Training Summer Bootcamp
Tbilisi, Georgia – July 30 – August 2, 2025



Targeted Questions for Discussion

 Timing of Strategies

  Which stages of implementation (e.g., engagement, readiness, 
sustainment) are most challenging in your context, and why?

 Are there local examples where early planning or readiness activities were 

skipped—and what was the result?

 Relevance of Implementation Strategies

  In your own country or setting, which barriers do you most often see when 

trying to implement new programs or interventions?

 Can you identify an ERIC strategy that could address that barrier?

Georgian Implementation Fellowship Training Summer Bootcamp
Tbilisi, Georgia – July 30 – August 2, 2025
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