
ORIGINAL PAPER

Practical Implementation Science: Developing and Piloting
the Quality Implementation Tool

Duncan C. Meyers • Jason Katz • Victoria Chien •

Abraham Wandersman • Jonathan P. Scaccia •

Annie Wright

Published online: 23 May 2012

� Society for Community Research and Action 2012

Abstract According to the Interactive Systems Frame-

work for Dissemination and Implementation, implementa-

tion is a major mechanism and concern in bridging research

and practice. The growing number of implementation

frameworks need to be synthesized and translated so that

the science and practice of quality implementation can be

furthered. In this article, we: (1) use the synthesis of

frameworks developed by Meyers et al. (Am J Commun

Psychol, 2012) and translate the results into a practical

implementation science tool to use for improving quality of

implementation (i.e., the Quality Implementation Tool;

QIT), and (2) present some of the benefits and limitations

of the tool by describing how the QIT was implemented in

two different pilot projects. We discuss how the QIT can be

used to guide collaborative planning, monitoring, and

evaluation of how an innovation is implemented.
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Introduction

The science of putting ideas into action—the science of

implementation—has progressed rapidly in recent years

(e.g., the development of a journal ‘‘Implementation Sci-

ence’’, annual National Institutes of Health Conferences on

the Science of Implementation and Dissemination). Evi-

dence linking implementation to positive outcomes

underscores its importance (Durlak and DuPre 2008), and

implementation has received heightened attention as a

mechanism to lessen the persistent gap between research

and practice (e.g., Fixsen et al. 2005; Wandersman et al.

2008). Empirical support for the important role of imple-

mentation suggests that if evidence-based programs are not

implemented with quality, they are not likely to result in

the same outcomes that were observed in efficacy and

effectiveness studies (e.g., Dubois et al. 2002; Durlak and

DuPre 2008; Gottfredson and Gottfredson 2002; Smith

et al. 2004). Simply put, if we want to achieve outcomes,

we have to be able to implement with quality.

Narrowing the gap between implementation in research

settings and implementation of programs in everyday

practice is an endeavor that can impact diverse fields of

study. The purpose of this article is to discuss a tool called

the Quality Implementation Tool (QIT); it was developed

and piloted to assist stakeholders in communities/organi-

zations in their efforts to implement with quality. The

content of this tool was derived from the Quality Imple-

mentation Framework, which is a synthesis of 25 imple-

mentation frameworks (Meyers et al. 2012). The Quality

Implementation Framework helped us determine the com-

ponents of quality implementation. To help inform theory

and action regarding who needs to work together to build

the capacity to implement with quality, we used the

interactive systems framework for dissemination and

implementation (ISF) (Wandersman et al. 2008). The ISF

helped us put the QIT in context including considerations

for practitioners, funders, and researchers/evaluators. This

article will describe how we have deepened the ISF

emphasis on implementation in our on-going efforts to

promote quality implementation. To achieve this purpose,

we will (1) define quality implementation; (2) discuss the

role of quality implementation in the ISF; (3) describe the
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development of the QIT, which assists practitioners and

those providing support to practitioners in implementing

innovations with quality, and (4) describe two different

pilot uses of the QIT in two human services projects.

Defining Quality Implementation

We define quality implementation as putting an innovation

into practice in a way that meets the necessary standards to

achieve the innovation’s desired outcomes. Historically,

definitions of quality implementation have been heavily

focused on the implementation of a program’s essential

core components—so much so that some have stated it is

synonymous with the terms ‘‘adherence’’ and ‘‘integrity’’

(O’Donnell 2008). The concept of quality characteristics,

as defined by the International Organization for Standard-

ization (ISO), provides a foundation for our definition of

quality implementation. ISO defines quality as a set of

features and characteristics of a product or service that bear

on its ability to satisfy stated or implied needs (ISO/IEC

1998). This definition of quality implementation relies on

three theoretical assumptions about innovations (defined as

ideas, practices, programs, or technologies that are per-

ceived as new by an individual or organization) and their

use that make it distinct from constructs such as program

adherence and program integrity:

1. Innovations need to be well defined and include

specified standards for implementation (e.g., active

ingredients, core components, critical features, essen-

tial elements). Durlak (1998) hypothesizes that spec-

ifying such standards in clear operational terms is a

method for improving implementation.

2. The process of putting an innovation into practice

includes monitoring and evaluating activities. Without

monitoring and evaluating, determining the extent to

which necessary standards are being met or whether

desired outcomes are being achieved would be

impossible. Quality implementation explicitly includes

monitoring and evaluating the implementation process

to ensure that the innovation is being put into practice

as intended and to determine the extent to which

desired outcomes are achieved. Our definition of

quality implementation consists of the ‘‘what’’ (e.g.,

essential elements of the innovation are delivered) and

the ‘‘how’’ of implementation (e.g., monitoring of

implementation to increase the likelihood that intended

outcomes are achieved).

3. Innovations often need to be adapted or modified to fit

the host setting within which they will be imple-

mented. While it is important that core components of

innovations should not be modified (otherwise

integrity of the innovation is jeopardized), there is

increasing recognition in the implementation science

literature that non-essential components of an innova-

tion often need to be adapted to promote fit of the

innovation with contextual features (e.g., the level of

available resources, needs, and/or preferences of the

host organization/community) (Castro et al. 2010;

Harshbarger et al. 2006). Due to the apparent fre-

quency with which such adjustments are made, an

increasing recognition has emerged regarding the

importance of documenting how innovations are

adapted. This underscores the importance of monitor-

ing implementation, since documenting exactly how

an innovation is being adapted is critical so it can be

studied systematically (Durlak 2010).

A growing number of reviews and syntheses of the

implementation science literature have contributed to the-

oretical advances in the understanding of implementation

(e.g., Durlak and DuPre 2008; Fixsen et al. 2005; O’Don-

nell 2008). Several authors have developed frameworks to

help describe the complex nature of the implementation

process (e.g., Fixsen et al. 2005; Hall and Hord 2010; Klein

and Sorra 1996; Rogers 2003; Wandersman et al. 2008).

The frameworks can serve as valuable ideas for synthe-

sizing and translating complicated issues that can occur

during implementation.

One of the frameworks—the ISF (Wandersman et al.

2008)—draws attention to the interactions between multi-

ple systems that collaboratively build the capacity needed

to disseminate and implement an innovation with quality.

The ISF’s focus on capacity is important, since many

theorists posit that understanding a organization/commu-

nity’s capacity to implement high quality innovations is

central to addressing the gap between research and practice

(e.g., Goodman et al. 1998; Miller and Shinn 2005; Schorr

2003; Wandersman 2003).

The Role of Implementation in the ISF

The ISF operationalizes the role of three interacting sys-

tems in the dissemination and implementation process.

First, the Synthesis and Translation System distills scien-

tific, theoretical, and/or practice-based information about

innovations and translates it to user-friendly formats (e.g.,

interventions, manuals, guides, strategies, worksheets).

Synthesizing and translating scientific knowledge is

important for ensuring that innovations are empirically-

grounded; but these science-based innovations need to be

put into practice. This is the function of the Delivery

System (e.g., schools, community-based organizations).

The individuals, organizations, and communities in the
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Delivery System carry out the necessary activities on the

front lines to utilize the evidence-based innovations from

the Synthesis and Translation System.

To increase the likelihood that innovation use will lead

to desired outcomes, additional support is provided by the

middle system in the ISF—the Support System. The sup-

port functions performed by this system are intended to

build two types of capacities that are needed to use the

innovation effectively: (1) innovation-specific capacity—

the necessary knowledge, skills, and motivation which are

required for effective use of the innovation (e.g., training

on the proper use of an innovation, technical assistance for

sustaining effective use of an innovation); and (2) general

capacity—which relates to effective structural and func-

tional factors (e.g., infrastructure, general level of organi-

zational functioning) (Flaspohler et al. 2008).

A major aim of this article is to articulate the role of

implementation in the ISF. The ‘‘location’’ of implemen-

tation can be conceptualized in at least two places: the

bi-directional arrow that links the Delivery System and the

Support System and the arrow that links the Delivery

System with outcomes (see Fig. 1). In other words, quality

implementation enacted by the Support System is impor-

tant for building capacity in the Delivery System, and

quality implementation by the Delivery System is essential

for achieving outcomes.1

Another aim of this article is to articulate who is

accountable for quality implementation in the ISF. We

believe that the interactive nature of the ISF extends to

accountability, and each system can and should play a

meaningful role when putting innovations into practice. As

such, the three systems in the ISF are ‘‘mutually account-

able’’ for achieving the necessary standards to reach the

innovation’s desired outcomes. One key strategy for

achieving necessary standards is through a team-based

approach in which implementation teams—which will be

described in more detail later in this article—help foster

quality implementation. Implementation teams should be

comprised of members who are very knowledgeable about

the innovation and who have knowledge and expertise

related to implementation practices and their use (Fixsen

et al. 2005). In the context of the ISF, members of these

implementation teams should include members of the

Support System (e.g., outside consultants or implementa-

tion specialists who are brought in to help inform and

prepare members of the Delivery System to effectively use

the innovation) as well as members of the Delivery System

(e.g., administrators or other staff who have decision-

making power and can help to enact contextual changes

Supporting the Work– Support System

Implementing Innovations – Delivery System

Distilling the Information –  
Synthesis & Translation System

General Capacity 
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Fig. 1 Enhancements to the

Interactive Systems Framework

for Dissemination and

Implementation. The addition of

arrows labeled with

‘‘implementation’’ suggest that

(a) quality implementation

enacted by the Support System

is important for building

capacity in the Delivery System

and (b) quality implementation

by the Delivery System is

essential for achieving

outcomes

1 We note that implementation could additionally be included in the

ISF model within the bi-directional arrow between the Support

System and the Synthesis and Translation System (e.g., collaboration

Footnote 1 continued

between developers of innovations and members of the Support

System to develop high quality training and/or mechanisms for TA).

We recognize that there are factors beyond what we discuss in this

article that affect implementation but for the purposes of this tool we

focus on more proximal factors.
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that foster use of the innovation). So even though the

Delivery System is the end-user of an innovation, it is not

their responsibility alone to ensure that it is used with

quality. A Support System should be in place to help build

the capacity of the Delivery System.

The Quality Implementation Tool: A Translation

of the Results of an Implementation Framework Review

Practical implementation science is a user-friendly trans-

lation of implementation science results. A workgroup (the

article’s co-authors) sought to develop a user-friendly tool

that would assist practitioners and support providers in

implementing innovations with quality. Specifically, we

developed and piloted a tool called the QIT. The tool’s

components were identified through an extensive literature

review of implementation frameworks. The review helped

organize this knowledge and identified critical steps that

have been suggested by multiple sources to be related to

implementing innovations in organizations/communities

(see Meyers et al. 2012). Using these critical steps as a

foundation, we created an implementation tool that, when

used appropriately, would enhance the likelihood that

desired outcomes are achieved. The tool can be applied to

planning for quality implementation, real-time monitoring

of implementation, and evaluating the extent to which the

innovation was implemented with quality. The tool itself is

an example of a translation of the implementation science

literature.

We initially designed the QIT for use within Getting To

Outcomes� (GTO�2) (Wandersman et al. 2000), a com-

prehensive ten-step results-based approach to accountabil-

ity. The ten GTO steps are: assessing needs and resources

(GTO Step 1); setting goals and desired outcomes (GTO

Step 2); selecting an evidence-based (or promising) inno-

vation (GTO Step 3); assessing innovation fit (GTO Step

4); assessing organizational/communitywide capacity for

an innovation (GTO Step 5); planning (GTO Step 6);

implementation and process evaluation (GTO Step 7);

outcome evaluation (GTO Step 8); continuous quality

improvement (GTO Step 9); and sustainability (GTO Step

10). With the QIT’s explicit focus on the implementation

process, it is designed to add value to the GTO approach by

adding strategies which were previously not included in

Step 7. Although the QIT does not need to be used within

GTO specifically, we recommend the use of the tool within

a comprehensive programming framework like GTO.

Given the intended use of the QIT within the context of

GTO, when selecting which critical steps would comprise

the tool we omitted those that were redundant with any

steps in the GTO process (e.g., needs assessment, fit

assessment). Conceptually, many of the redundancies were

related to pre-implementation processes that would take

place in the selection and adoption of an innovation. The

non-redundant critical steps are the six components of

quality implementation that comprise the QIT. Each com-

ponent has action steps (see Table 1).

Features of the QIT

The tool itself is in a worksheet format that groups each

action step with the component of quality implementation

that it relates to. Each action step is listed as a row on the

worksheet, and this format allows users to write detailed

information next to each of these steps. Each row is divided

into three columns, since each action step has three distinct

purposes in the implementation process: (1) planning for

quality implementation, (2) real-time monitoring of

implementation, and (3) evaluating the extent to which the

innovation was implemented with quality. The inclusion of

these columns aligns with our definition of quality imple-

mentation which explicitly includes monitoring and eval-

uating the implementation process. In sum, the QIT

worksheet has rows for each action step and three separate

columns that include space to write how the action step

would be planned, monitored, and evaluated.

The QIT is designed to be completed through a col-

laborative process between members of the Support and

Delivery Systems. Support System members should have

knowledge and expertise about the innovation, implemen-

tation science, and process evaluation so they can guide the

implementation effort effectively. In addition to knowledge

about the innovation, members of the Delivery System

should have contextual knowledge about the organization/

community and decision-making power and influence

within this setting. During this collaborative process, a

decision may be made to omit a particular action step. The

consultation role fulfilled by members of the Support

System can ensure that the omission of any action step is a

strategic decision arrived at by careful discussion and

should not diminish success of the innovation. Below, we

describe the specific components and actions steps that are

associated with our definition of quality implementation.

Component 1: Develop An Implementation Team

Action Step 1.1: Decide on the Structure of the Team

Overseeing Implementation (e.g., Steering Committee,

Advisory Board, Community Coalition, Workgroups, etc.)

The overarching goal of the implementation team is to help

inform, prepare, and support members of the Delivery

2 Getting To Outcomes� and GTO� are registered by the University

of South Carolina and RAND.
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System to effectively use the innovation. The structure of

the implementation team will vary according to each

organization/community’s broader infrastructure and

operations. In some cases, an implementation team may be

integrated into an organization/community’s ongoing

committees that drive or oversee services and operations

(Forsner et al. 2010). The resulting leadership structure

overseeing implementation will play a key role in sup-

porting quality implementation (Fixsen et al. 2001).

Action Step 1.2: Identify an Implementation Team Leader

A leader (or leadership structure with multiple members) is

needed to facilitate group decision-making processes and

problem-solving in the implementation team. Unique

organizational factors should be considered in selecting

leadership for implementation (Durlak and DuPre 2008;

Kumpfer et al. 1993). The leader of the implementation

team should have experience with the innovation and an

Table 1 Components of quality implementation and their associated action steps

Component Action steps

1. Develop an implementation team 1.1 Decide on structure of team overseeing implementation (e.g., steering committee,

advisory board, community coalition, workgroups, etc.)

1.2 Identify an implementation team leader

1.3 Identify and recruit content area specialists as team members

1.4 Identify and recruit other agencies and/or community members such as family members,

youth, clergy, and business leaders as team members

1.5 Assign team members roles, processes, and responsibilities

2. Foster supportive organizational/

communitywide climate and conditions

2.1 Identify and foster a relationship with a champion for the innovation

2.2 Communicate the perceived need for the innovation within the organization/community

2.3 Communicate the perceived benefit of the innovation within the organization/community

2.4 Establish practices that counterbalance stakeholder resistance to change

2.5 Create policies that enhance accountability

2.6 Create policies that foster shared decision-making and effective communication

2.7 Ensure that the program has adequate administrative support

3. Develop an implementation plan 3.1 List tasks required for implementation

3.2 Establish a timeline for implementation tasks

3.3 Assign implementation tasks to specific stakeholders

4. Receive training and technical assistance

(TA)

4.1 Determine specific needs for training and/or TA

4.2 Identify and foster relationship with a trainer(s) and/or TA provider(s)

4.3 Ensure that trainer(s) and/or TA provider(s) have sufficient knowledge about the

organization/community’s needs and resources

4.4 Ensure that trainer(s) and/or TA provider(s) have sufficient knowledge about the

organization/community’s goals and objectives

4.5 Work with TA providers to implement the innovation

5. Practitioner–developer collaboration in

implementation

5.1 Collaborate with expert developers (e.g., researchers) about factors impacting quality of

implementation in the organization/community

5.2 Engage in problem solving

6. Evaluate the effectiveness of the

implementation

6.1 Measure fidelity of implementation (i.e., adherence, integrity)

6.2 Measure dosage of the innovation—how much of the innovation was actually delivered

6.3 Measure quality of the innovation’s delivery—qualitative aspects of program delivery

(e.g., implementer enthusiasm, leader preparedness, global estimates of session

effectiveness, leader attitudes towards the innovation)

6.4 Measure participant responsiveness to the implementation process—degree to which

participants are engaged in the activities and content of the innovation

6.5 Measure degree of program differentiation—extent to which the targeted innovation

differs from other innovations in the organization/community

6.6 Measure program reach—extent to which the innovation is delivered to the people it was

designed to reach

6.7 Document all adaptations that are made to the innovation—extent to which adjustments

were made to the original innovation or program in order to fit the host setting’s needs,

resources, preferences, or other important characteristics
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adequate level of working knowledge related to imple-

menting innovations effectively. Such individuals should

understand the contextual influences in the setting and may

also be well acquainted with members of that setting.

Another option for implementation team leadership is to

consider hiring an implementation coordinator who will

remain a member of the organization/community (Semel

et al. 2010).

Action Step 1.3: Identify and Recruit Content Area

Specialists as Team Members

Implementation teams are specialized groups who provide

assistance with both practical and technical aspects of the

innovation. These functions require individuals who are

knowledgeable about content areas that are relevant to the

innovation and its use. Members of the team may be

recruited from within an organization/community, or they

may be external consultants who are recruited to provide

support. If multiple content areas are relevant—which is

often the case for systems-level implementation contexts—

an array of content area specialists may be needed (Durlak

and DuPre 2008). If members of the Delivery System are

recruited for the implementation team (e.g., practitioners

who have experience with the innovation and are able to

use it skillfully), they need to acquire specialized skills and

knowledge regarding effective implementation so they can

help to support effective use of the innovation. Including

members of the Delivery System in implementation teams

is essential to infusing local ‘‘practice-based’’ knowledge

and expertise into the processes used by the Support Sys-

tem (see Wandersman et al. 2012).

Action Step 1.4: Identify and Recruit Other Agencies and/

or Community Members such as Family Members, Youth,

Clergy, and Business Leaders as Team Members (for

Community-Level Innovations)

Involvement of community members on the implementa-

tion team can help to ensure that this team has an adequate

level of knowledge about a community’s needs and

capacities. If the team has access to such knowledge they

can tailor the implementation process in such a way that

accounts for these important factors. Having local repre-

sentation on the team can also serve to generate local buy-

in. Including representatives from different local agencies

can foster strategic collaboration across multiple service

systems and enhance implementation feasibility by pro-

viding a platform for pooling resources and avoiding

unnecessary duplication of services (Durlak and DuPre

2008).

Action Step 1.5: Assign Team Members Roles, Processes,

and Responsibilities

Part of the team-based approach to implementation should

involve matching specific tasks and roles with implemen-

tation team members’ unique talents and expertise. Having

knowledge about the innovation and understanding

implementation science helps implementation teams

understand the types of roles that are needed. The roles and

responsibilities of each team member should be docu-

mented. Periodic review of documented roles, processes,

and responsibilities can be important for accountability and

for selecting quality improvement foci (Fixsen et al. 2005;

Voss 1992). Roles that are assigned to implementation

team members may relate to a wide variety of tasks,

including training, technical assistance, advocating for the

innovation, monitoring and evaluation, logistical support,

developing strategies to overcome implementation barriers,

etc.

Component 2: Foster Supportive Organizational/

Communitywide Climate and Conditions

Action Step 2.1: Identify and Foster a Relationship

with a Champion for the Innovation

A program champion is typically regarded as a local sys-

tem expert that has the ability to mobilize and encourage

potential innovation users. Champions are willing to

innovate, yet they may not emerge until implementation

has yielded visible outcomes. It is useful to identify can-

didate champions early on as part of overall planning for

implementation (Durlak and DuPre 2008; Fixsen et al.

2005; Greenhalgh et al. 2004; Stith et al. 2006). The role of

the champion for the innovation is different from the

implementation team leader (described in Action Step 1.2).

The champion’s role is to foster buy-in and support for the

innovation and its proper use in the organization/commu-

nity; the role of the team leader is to manage the imple-

mentation team. An example of a champion might be a

police chief, a school superintendent, or a city council

person who becomes invested in the program and advo-

cates for it.

Action Step 2.2: Communicate the Perceived Need

for the Innovation Within the Organization/Community

It is unlikely that implementation efforts will be successful

if an organization/community’s staff, constituents, and

other stakeholders have doubts about whether the innova-

tion is even needed. Efforts to increase stakeholders’ buy-

in may be warranted if there are low levels of perceived

need (Fixsen et al. 2005; Greenhalgh et al. 2004; Hall and
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Hord 2010; Stith et al. 2006). Enhancing the perceived

need for an innovation can be addressed when end-users

are introduced to the innovation (e.g., during training) and

throughout the lifespan of an innovation’s use.

Action Step 2.3: Communicate the Perceived Benefit

of the Innovation Within the Organization/Community

It is unlikely that implementation efforts will be successful

if an organization/community’s staff, constituents, and

other stakeholders do not agree that the innovation will

provide value above current processes. Rogers (2003)

addressed several innovation characteristics that explain

the extent to which stakeholders perceive benefits associ-

ated with a given innovation, including the relative

advantage of an innovation and its compatibility with the

beliefs and values of end-users.

Action Step 2.4: Establish Practices that Counterbalance

Stakeholder Resistance to Change

Resistance to change may be addressed through the

establishment of new ways of ‘‘doing things’’ in the

organization/community that provide opportunities for

stakeholder participation and a sense of ownership over the

innovation (Hall and Hord 2010; Lehman et al. 2002). An

example of providing an opportunity for stakeholder par-

ticipation is including Delivery System members in orga-

nizational/community decisions about how the

implementation process is designed to unfold (Glisson and

Schoenwald 2005). In addition, removing identified barri-

ers that make implementation more difficult for practitio-

ners may increase the likelihood that the innovation can be

used with greater ease (Feldstein and Glasgow 2008). Input

from these end-users on their experiences using the inno-

vation can shed light on ways to enhance ease of use and

minimize resistance to change (Hall and Hord 2010).

Action Step 2.5: Create Policies that Enhance

Accountability

Policies can serve as environmental strategies that change

the host setting so that it is better able to support the

innovation. Policies related to encouraging use of an

innovation often involve incentives for use of the innova-

tion and disincentives for non-use of the innovation (Fixsen

et al. 2005; Hall and Hord 2010; Raghavan et al. 2008;

Walker and Koroloff 2007). An example of a policy to

increase accountability is to formally incorporate use of the

innovation into employee evaluations. The policy (a new

rule formalized in writing) would establish positive con-

sequences for using the innovation and negative conse-

quences for non-use of the innovation. When such

consequences are imposed, end-users are held accountable

for whether or not they use the innovation.

Action Step 2.6: Create Policies that Foster Shared

Decision-Making and Effective Communication

Damschroder et al. (2009) compared 19 published imple-

mentation theories and found that formal communication

characterized by collaboration, open feedback and review,

and clear communication of mission and goals all con-

tributed to ‘‘effective implementation’’ (p. 8). Policies are a

way to formalize such communication practices in an

organization/community. Shared decision-making between

stakeholders can be facilitated by similar procedures that

relate to the way feedback about innovation use and pro-

cess improvement is provided and received (Durlak and

DuPre 2008; Fixsen et al. 2005; Greenhalgh et al. 2004;

Stith et al. 2006).

Action Step 2.7: Ensure that the Innovation has Adequate

Administrative Support

Implementation quality can be advanced through the

commitment and buy-in of an organization/community’s

key decision-makers and executive authorities (Durlak and

DuPre 2008; Fixsen et al. 2005; Greenhalgh et al. 2004;

Stith et al. 2006). Insufficient administrative support may

have unfortunate repercussions that could radiate to mul-

tiple levels of the organization/community’s workforce. In

addition, the host organization/community should establish

a ‘‘facilitative administrative’’ structure (Fixsen et al. 2005)

comprised of trained and committed mid-level supervisors,

staff, and associated resources. These facilitative adminis-

trative structures provide guidance for decision making and

ensure that adequate resources are present for sustaining an

innovation’s core components over the long term.

Component 3: Develop an Implementation Plan

Action Step 3.1: List Specific Tasks Required

for Implementation

Tasks refer to steps needed to implement an innovation

with quality. Members of the implementation team will

need to rely on their knowledge about the innovation and

knowledge about effective implementation to determine

the tasks that are needed. Listing these tasks allows the

implementation team to get a sense of what needs to be

done so they can start to develop timelines and delegate

tasks (see Action Steps 3.2 and 3.3). During the initial

stages of implementation, tasks may be related to making

sure necessary structural supports are in place (e.g., ensure

adequate funding streams are available, enact supportive
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policies, acquire necessary technology) (Fixsen et al. 2005)

and that foreseeable barriers to implementation are mini-

mized (e.g., sign contracts outlining the role of collabo-

rating stakeholders, modify documentation requirements to

better support innovation use, amend job descriptions and

performance evaluations to reinforce use of the innovation)

(Rapp et al. 2010). The documentation and monitoring of

tasks can serve as an important part of a process evaluation.

Action Step 3.2: Establish a Timeline for Implementation

Tasks

Timelines should be selected for each implementation task.

Timelines for implementation tasks should be considered

in relation to the timeline for the overall project and its

desired outcomes (Durlak and DuPre 2008; Fixsen et al.

2005; Greenhalgh et al. 2004; Stith et al. 2006).

Action Step 3.3: Assign Implementation Tasks to Specific

Stakeholders

Task assignment accompanied with monitoring of task

completion is an important step towards ensuring that

implementation is on the right track (Durlak and DuPre

2008; Fixsen et al. 2005; Greenhalgh et al. 2004; Stith et al.

2006). Assignment of tasks to specific stakeholders can

serve as a basis for orientation, training, and employee

performance evaluations (Damschroder et al. 2009).

Component 4: Receive Training and Technical

Assistance (TA)

Action Step 4.1: Determine Specific Needs for Training

and/or TA

It is useful to strategically and proactively define training/

TA needs prior to the onset of implementation. These needs

should be defined within a comprehensive programming

framework (Wandersman et al. 2012). The initial assess-

ment of training/TA needs can serve as a basis for consistent

monitoring of innovation-related training/TA. Wandersman

et al. (2012) provide several tools that can be used for an

assessment of training needs including: (1) an organiza-

tional analysis to collect information about the host setting

(McGehee and Thayer 1961); (2) a task analysis to identify

the specific knowledge, skills, and attitudes that are to be

cultivated through training (Carnevale et al. 1990); (3) a

person analysis to identify the characteristics of training

participants (Noe 2010), and; (4) a value analysis to ensure

that the potential benefits of the training outweigh its costs

(Bramley and Kitson 1994). In addition, the South Carolina

Campaign to Prevent Teen Pregnancy has developed TA

assessment tools (Duffy et al. 2012).

Action Step 4.2: Identify and Foster a Relationship

with Trainer(s) and/or TA Provider(s)

Communication and relationship-building between Deliv-

ery System stakeholders and trainers/TA providers can

serve as an effective implementation support resource. TA

involves on-the-job support that is intended to maintain the

self-efficacy and skill proficiency from training and/or

initial innovation use (Durlak and DuPre 2008). Effective

trainers and TA providers support practitioners in adhering

to defined standards of an innovation and/or facilitate ser-

vices within a specified delivery model (Greenberg et al.

2005; Stith et al. 2006; Walker and Koroloff 2007).

Action Step 4.3: Ensure that Trainer(s) and/or TA

Provider(s) Have Sufficient Knowledge About

the Organization/Community’s Needs and Resources

It is crucial that a trainer/TA provider has an understanding

of needs and resources in the host organization/community

(Cherniss 2000; Thomas et al. 1997). When feasible, it is

useful to have the trainer/TA provider spend onsite time in

the organization and/or community prior to implementa-

tion. In other cases, it may be more cost-effective to use

technology (e.g., telephone meetings or webinars) to

communicate with the trainer/TA provider as a basis for

orienting them to the community’s needs and resources.

Action Step 4.4: Ensure That Trainer(s) and/or TA

Provider(s) Have Sufficient Knowledge About

the Organization/Community’s Goals and Objectives

Along with information about needs and resources, the

trainer/TA provider should be sufficiently knowledgeable

about the end-user who will implement the innovation

(including the characteristics of populations with which

they work, and the desired change) (Cherniss 2000; Tho-

mas et al. 1997). A failure to clearly communicate goals

and objectives to trainers/TA providers can deter imple-

mentation and weaken quality.

Action Step 4.5: Work with TA Providers to Implement

the Innovation

It is helpful for TA providers to assist with and provide

feedback about implementation. According to Wanders-

man et al. (2012), ‘‘Proactive TA is a strategic approach to

bringing specific knowledge and skills to recipients, and

then helping recipients to adopt and use the information

and skills effectively. Proactive TA is both anticipatory and

responsive to recipients’ needs’’ (p. 11). Proactive TA

involves ongoing assessment of progress and provision of

recommendations for improvement (Wandersman et al.
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2012). Scheduled site visits may be utilized to enable the

Support System to monitor implementation progress while

also providing practitioners in the Delivery System an

opportunity to access guidance (Fagan et al. 2008; Mihalic

et al. 2004; Spoth et al. 2011).

Component 5: Practitioner–Developer Collaboration

in Implementation

Action Step 5.1: Collaborate with Expert Developers

(e.g., Researchers) About Factors Impacting Quality

of Implementation in the Organization/Community

Particularly when a program is developed outside of the

organization/community (e.g., by a researcher in another

state), it is useful to have information that goes from the

community to the developer or another expert on the pro-

gram, and vice versa (Greenhalgh et al. 2004; Wandersman

et al. 2008). Information which flows from the community

to the developer can serve as a basis for advancing

knowledge about ecologically effective implementation

(Greenberg et al. 2005). While implementation could be

promoted through collaboration with innovation develop-

ers, we realize that challenges to such a collaboration

increase when the innovation goes to scale.

Action Step 5.2: Engage in Problem Solving

When problems arise within the implementation process,

the Support System can assist the community in identifying

strategies to work through these difficulties. For significant

problems that require modifications to the implementation

process, TA providers can help balance the possible need

for adaptation while maintaining integrity to the innova-

tion’s defined standards (e.g., core components) (Castro

et al. 2010; Dusenbury et al. 2003).

Component 6: Evaluate the Effectiveness

of the Implementation

The definition of quality implementation presented in this

article includes evaluating the process of implementation

as a necessary component. If the process of implementation

is not evaluated, the extent to which implementation meets

the defined standards to achieve desired outcomes would

be unknown. The following eight action steps each repre-

sent an aspect of program delivery that has been identified

to be important to measure when evaluating the imple-

mentation process (Dane and Schneider 1998; Durlak and

DuPre 2008).

Action Step 6.1: Measure Fidelity of Implementation

In line with Durlak and DuPre (2008), we conceptualize

fidelity as adherence or integrity (i.e., the extent to which

an innovation was put into practice as intended). We rec-

ognize that other definitions of fidelity have been provided

in the literature (e.g., Dusenbury et al. 2003). To assess

fidelity, innovations need to have specific standards such as

core components or a specified curriculum. These stan-

dards form the basis for what will be measured and are

fundamental for constructing a fidelity instrument. If an

innovation does not have established core components or a

specified curriculum, theoretical underpinnings that

underlie the innovation (e.g., conceptual frameworks)

should be used in conjunction with consultation from

content experts to develop them (Mowbray et al. 2003).

The next step is for researchers/evaluators to develop

operational definitions for the components along with

objective and measurable indicators that can serve as

sources of data (Teague et al. 1998). It is recommended

that multiple methods and multiple sources be used to

establish fidelity (Mowbray et al. 2003). Types of fidelity

measures that have been used in multi-method fidelity

assessments include a priori checklists (e.g., Saunders et al.

2006), rating scales that provide a range of variation from

high to low fidelity (e.g., Hall and Hord 2010), record

reviews (Hernandez et al. 2001), and qualitative methods

such as semi-structured interviews that are transcribed and

coded (e.g., Mills and Ragan 2000). See Mowbray et al.

(2003) for an overview of developing, measuring, and

validating fidelity criteria.

Action Step 6.2: Measure the Dosage of the Innovation

Dosage—which may be referred to as duration—relates to

how much of the innovation was actually delivered. Dos-

age can be measured through time, such as the number,

length, or frequency of sessions implemented of a curric-

ulum (O’Donnell 2008).

Action Step 6.3: Measure the Quality of the Innovation’s

Delivery

Quality of delivery refers to a measure of qualitative

aspects of program delivery (e.g., implementer enthusiasm,

leader preparedness, global estimates of session effective-

ness, leader attitudes towards the innovation) (Dane and

Schneider 1998). This involves whether the innovation is

delivered in a manner that is responsive and sensitive to

community/organizational needs, and the extent to which it

generalizes innovation-specific knowledge to participants’

previous or general knowledge (Domitrovich et al. 2010).
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Action Step 6.4: Measure Participant Responsiveness

to the Implementation Process

Participant responsiveness may be referred to as partici-

pation, engagement, or involvement. It is a measure of the

degree to which participants are engaged in the activities

and content of the innovation (O’Donnell 2008). An

important facet is the extent to which the innovation holds

the interest or attention of participants. Participant

responsiveness is an important focus for measurement of

implementation because the delivery of an innovation is

not sufficient for impacting behavioral change; such

change is affected by a target group’s processing (or

uptake) of the innovation’s content (Spoth et al. 2007).

Action Step 6.5: Measure Degree of Program

Differentiation

Program differentiation—which may also be called program

uniqueness (Durlak 2010)—refers to the extent to which the

selected innovation differs from other innovations in the

organization/community. An assessment of program differ-

entiation is an important precursor to being able to attribute

the attainment or non-attainment of effects to the imple-

mented program (vis-à-vis other programs) (Dane and

Schneider 1998). This aspect allows the Support System to

determine whether critical features of the innovation that

distinguish it from other activities are present or absent during

implementation (O’Donnell 2008). In a policy context,

information about program differentiation may be useful as

part of decision-making about scale-up of a pilot innovation to

other sites. See Hansen and McNeal (1999), and Hogue et al.

(2005) for examples of measuring program differentiation.

Action Step 6.6: Measure Program Reach

Program reach refers to the proportion and representa-

tiveness of the target population (e.g., end-users of the

innovation) that accepts and ultimately uses the innovation

(Durlak 2010). For example, the actual number of indi-

viduals in the target group reached, divided by the total

number of individuals in the target population provides an

index of program reach (Dane and Schneider 1998).

Action Step 6.7: Document All Adaptations That Are Made

to the Innovation

Adaptation refers to the extent to which adjustments were

made to the original innovation in order to fit a setting’s

needs, resources, preferences, or other important charac-

teristics. There is growing recognition that making locally-

informed adaptations to non-core features of the innovation

can enhance the effectiveness and fit of an innovation

within a particular organization/community (e.g., Castro

et al. 2010). Adaptation may be useful in enhancing cul-

tural relevance, as well as in avoiding duplication of ser-

vices (Durlak and DuPre 2008). Because of the apparent

frequency of adaptation when putting innovations into

practice, it is important to document the nature of changes

to the original innovation so the modified innovation can be

evaluated systematically (Durlak 2010).

Piloting the QIT

In this section, we will discuss the pilot use of the QIT in

two different human services projects. The background for

each project will be briefly described, as well as the

Delivery and Support Systems that collaboratively utilized

the QIT. Due to space limitations, we will discuss only one

of the action steps in the QIT (creating policies that

enhance accountability—Action Step 2.5). We focus on

this action step because it nicely illuminates the QIT in

action across different settings and innovations.

In the first project, the QIT was collaboratively used to

(a) plan a system to support an innovation’s implementa-

tion and (b) plan how the implementation process would be

evaluated. In the second project, the QIT was used to

(a) plan and monitor support strategies (e.g., evidence-

based training; TA) and (b) assess capacities and develop

strategies to address identified capacity limitations.

Project Setting #1: The Psychological Services Center

The first project used the QIT to support use of an inno-

vation at a university-based Psychological Services Center

(PSC). The PSC is a non-profit training and research

facility that was established to provide assessment and

treatment services for community members (a Delivery

System). Because the PSC is committed to empirically-

guided intervention and assessment, an organizational

decision was made to enhance the Delivery System’s

protocol for measuring clinical outcomes. More specifi-

cally, this enhanced measurement protocol (i.e., the inno-

vation) was designed to track outcomes related to both

client symptomatology and therapist–client relationships.

Measurement is conducted through the administration of

standardized instruments (e.g., questionnaires) with estab-

lished validity and reliability.

Both the targeted outcomes and the measurement

instruments were selected through a democratic vote by a

steering committee. This committee was comprised of key

Delivery System members who were responsible for

making decisions about the development of the measure-

ment protocol. The Delivery System at the PSC consists of

(1) doctoral student therapists working with clients at the
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clinic, (2) university faculty supervisors who provide

clinical supervision and guidance to student therapists, and

(3) PSC administrators and other supportive staff (see

Fig. 2). The Support System for this project consists of one

person: a project facilitator. This facilitator (this article’s

first author) has a deep knowledge of the QIT and is a

graduate student in the psychology department that houses

the PSC. The facilitator’s roles were to ensure that the

steering committee adhered to the established planning

process, to guide the committee during the planning pro-

cess, and to oversee progress.

Once the steering committee designed the measurement

protocol, the QIT was used to plan how to implement this

protocol with quality. During this planning process, the

facilitator guided the steering committee through a dis-

cussion of each of the QIT action steps. The facilitator

recorded what each action step would ‘‘look like’’ based on

what was discussed (e.g., detailing the specific tasks that

would need to be completed to help foster a supportive

organizational climate). Recording this information on the

QIT resulted in a detailed documentation of the planning

process. Also, this tool could be shared easily (e.g., sent

electronically or printed). The worksheet format of the QIT

organized important information related to planning,

monitoring, and evaluating implementation, and was used

to revise the clinic-wide strategic plan.

An example of one of the action steps that the QIT

helped to plan for is creating policies that enhance

accountability. To help heighten the extent to which

Delivery System members would be held accountable for

using the innovation, a decision was made that the mea-

surement protocol would be routinized and become part of

standard practice at the PSC. By incorporating the mea-

surement protocol into PSC standard operating procedures,

each student therapist is required to use the innovation

when they are working with their clients. Supervisors play

a key role in ensuring this accountability, since it was

agreed that these faculty members would set aside time

during scheduled supervision hours to provide support and

monitor whether the innovation is used with quality. Uti-

lizing policy to routinize the innovation promotes student

therapists’ learning and skill advancement and helps

supervisors monitor therapist performance. The QIT pro-

vided a structure for the discussion while steering com-

mittee input helped establish how relevant and appropriate

such policies were, whether the policies were feasible, and

detailing how they would be put into practice.

The project also used the QIT to plan for evaluation of

the implementation process (see Table 1 for the action

steps associated with the sixth component of quality

implementation—evaluating effectiveness of implementa-

tion). It was decided that fidelity, reach, and participant

Implementing Innovations – Delivery System

Supporting the Work– Support System

Distilling the Information –
Synthesis & Translation System

Members:
Faculty Supervisors
PSC Staff
Student Therapists

Members:
Project Facilitator

Members:
Project Facilitator (reviewed the literature 
and recommended instruments for the 
measurement protocol)

...

.

.

Fig. 2 Members of the ISF

systems in the PSC project
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responsiveness would be evaluated, and that any adapta-

tions would be documented. One example of how this

project planned to evaluate the effectiveness of imple-

mentation—namely program reach—is provided here.

Reach relates to the proportion and representativeness of

the target population. In this case, the target population is

conceptualized as the student therapists who use the

innovation. Reach was operationalized as the extent to

which student therapists accept and try out the innovation,

measured by assessing the extent to which student thera-

pists administer the outcome tracking measures at each of

their scheduled therapy sessions. This is accomplished

through basic monitoring activities (e.g., a frequency count

of the instances in which therapists administer outcome

tracking measures divided by the total number of sessions

that the client was seen). The QIT helped frame the dis-

cussion of this action step and the facilitator was able to

foster progress by encouraging the committee to complete

the tool with adequate detail.

The planning of a system to support innovation use and

a strategy for evaluating the implementation process were

aided by use of the QIT in a few key ways. First, the QIT

provided a set of tangible action steps that the steering

committee could discuss. The tool primed the committee to

consider strategies that can be used in the implementation

process, and their locally-informed input provided the

necessary details to accurately complete the tool. Second, it

aided the facilitator in the consultation process since it

provided a coherent structure for planning. The QIT

required users to develop strategies for planning, moni-

toring, and evaluating implementation, and served as a

means to formally document progress and group decisions.

Project Setting #2: The MOMS Program

The second human services project that utilized the QIT is

the Maternal Outreach Management Services (MOMS)

program, an individualized and evidence-informed treat-

ment protocol for pregnant, substance abusing women. The

treatment protocol was developed in collaboration among

administrators, clinicians, and clients at a local drug and

alcohol abuse council and with university-based consul-

tants from the University of South Carolina. The MOMS

program incorporated four specific program elements: (1)

A client-centered approach within a larger recovery-ori-

ented system of care that recognizes the client as a col-

laborator in her own treatment and recovery planning

(White 2008); (2) GTO as a method of systematically

delivering client-centered assessment, treatment planning,

and monitoring of recovery progress (Chinman et al. 2004);

(3) Motivational Interviewing (Miller and Rollnick 2002)

to work within each individual client’s goals and capacities

as she progresses through the ten steps of GTO, and; (4) a

rewards system that is based on contingency management

principles around promoting engagement in treatment and

increasing participation in healthy, recovery-oriented

activities.

The Delivery System, tasked with implementing the

MOMS program, is comprised of staff that uses the inno-

vation within a clinician–client relationship with program

participants (see Fig. 3). The Support System includes

local drug and alcohol abuse council administrators and

supervising clinicians, as well as the university-based

consultant team. These system members collectively

designed the MOMS program and the support structures to

initiate and sustain the implementation process.

During the initial development of the program, the QIT

was used to design and deliver an evidenced-informed

training and later provide proactive TA. The QIT was used

to enhance implementation in the Support System and the

Delivery System, specifically with an emphasis on inno-

vation-specific capacity building.

An example of our use of the QIT was to help plan for

creating policies that enhance accountability (use of the

QIT in this way is also highlighted in this article in our

description of the PSC project). The team recognized the

policies and procedures that needed to be in place to ensure

that implementation tasks were completed in a timely

fashion. The Support System members decided on the use

of a web-based document to develop an ongoing task list

for both the Support and Delivery Systems. Use was

monitored through regular e-mails and updates that were

made during weekly TA meetings. Support System mem-

bers expressed, via a brief qualitative evaluation, that this

method was helpful in centralizing current and upcoming

tasks as well as increasing group accountability for com-

pleting these tasks.

Broadly, the MOMS Support System found that the QIT

assisted in building both general and innovation-specific

capacities to deliver the innovation. First, the QIT facili-

tated a systematic assessment of general organizational

capacities that would be needed to implement each of the

action steps. During this process, the Support System

worked with the team of consultants and discussed which

general capacities already existed that would support

quality implementation of a given action step, and which

capacities were lacking. In many instances, general

capacities were already in place (e.g., an identified team

leader) that supported the delivery of the training and TA,

so there was no need to focus extensively on certain action

steps. If a general capacity was lacking, necessary steps to

build adequate capacity were identified and addressed. An

example of building general capacity was the training

model that was developed for this project. Specifically, the

Support System wanted to use an evidence-informed

approach to training. The project staff and consultants
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collaboratively used a version of the Training for Out-

comes model (Chien 2010) and the resulting model can be

used for future trainings in this organization—whether for

MOMS or another program.

The action steps in the QIT also helped identify gaps in

innovation-specific capacities, including the need for spe-

cific tools (e.g., a MOMS Manual which detailed critical

program elements), specialized training, proactive TA, and

quality assurance/quality improvement (QA/QI) strategies

(Wandersman et al. 2012). For example, the Support Sys-

tem realized they needed to identify specialized clinicians

for MOMS, as well as specialized supervisors (see Fig. 3).

These persons were identified through discussion with

program leadership. The QIT helped facilitate the discus-

sion of those who had specific enthusiasm (e.g., identify an

implementation team leader) and those who had specific

clinical expertise with pregnant women (e.g., identify and

recruit content area specialists as team members).

Summary Reflections on Piloting the QIT

Piloting the QIT in these two projects helped establish that

the tool can be used to help the Support and Delivery

System cooperatively guide the implementation process.

Not only did we find that the tool raised stakeholders’

consciousness of steps for quality implementation, the tool

also helped identify capacity limitations that may inhibit

implementing with quality. In both projects, the use of the

tool was facilitated through a consultation process. A solid

background in implementation is needed to effectively use

the tool, and locally-relevant knowledge is needed to make

sure planning is individualized for the setting. We found

that the tool serves as an active in-depth planning work-

sheet that can be revised when necessary, shared easily

among stakeholders, and is organized so that the content

contained in the tool can be used to formally document

progress, barriers, and group decisions. It is our opinion

that this tool could be beneficial for any project where there

is a Support and Delivery System working together to

implement an innovation with quality.

Discussion

Achievement of desired outcomes is contingent on quality

implementation. The science behind implementation strat-

egies has suggested critical steps that organizations/com-

munities should take toward achieving stated goals. The

QIT is a translation of a systematic framework synthesis

that identified action steps that many types of practitioners

can use to facilitate high quality planning, monitoring and

evaluation of how an innovation is implemented.

Bridging implementation science and practice with

quality requires a high level of capacity and resources,

Implementing Innovations – Delivery System

Supporting the Work– Support System

Distilling the Information –
Synthesis & Translation System

Members:
Team of university-based consultants

Members:
Local drug and alcohol abuse council 
administrators and clinical supervisors
Team of university-based consultants

Members:
Local drug and alcohol abuse council 
clinicians implementing the MOMS 
program

.

.

.

.

Fig. 3 Members of the ISF

systems in the MOMS program
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including strategic collaboration, user-friendly tools, and a

commitment to accountability and excellence within and

between the multiple ISF systems. With all of the high

level skills involved, it makes sense that implementation

should be conceptualized as a team-based process that

acknowledges the need to foster relationships among the

stakeholders working together to implement innovations.

To this end, this article works to specify the role of

implementation in the ISF (see arrows labeled with

implementation in Fig. 1). The systems share the same

overarching goal of implementing with quality, but the

roles they enact to achieve this goal differ. Quality

implementation by the Support System involves building

and maintaining an adequate level of capacity to meet

needs in the Delivery System; quality implementation by

the Delivery System involves utilizing its capacities to put

the innovation into practice so that outcomes are likely to

be achieved.

The QIT is intended to enhance relationships between

these important systems in the ISF by identifying points for

collaboration and helping them work together to implement

with quality. For example, use of the QIT can help the

Support System assist the Delivery System in a complex

task such as planning how the implementation process will

be evaluated. The QIT can also be used to help plan fun-

damental aspects of systems-level infrastructure, such as

developing an implementation team or policies that make it

easier for practitioners to use the innovation.

In our piloting of the QIT, several key suggestions have

emerged. First, the QIT should be used within a compre-

hensive planning process (e.g., GTO) to ensure that the

innovation that is adopted is appropriate for the host setting

and that it is adequately planned for and evaluated. Second,

adequate time and energy should be devoted to optimal use

of the QIT which will span the planning, monitoring and

evaluation of high quality innovations. Third, while it was

designed to help plan, monitor, and evaluate the imple-

mentation process, it can also be used to guide discussion

around capacities that are needed to implement with

quality.

The QIT is a promising tool for promoting quality

implementation. While further research is needed on which

of its components and actions steps are most essential for

achieving desired outcomes, it is our hope that the QIT will

narrow the gap between the science and practice of

implementation and promote the quality use of innovations

in organizations and communities.
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