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DEFINITIONS

“Let	it	happen”

“Help	it	happen”

“Make	it	happen”
Implementation

Dissemination

Diffusion

(Greenhalgh et	al.,	2004;	Lomas,	1993)
Slide thanks to Rinad Beidas, PhD



CHILD WELFARE CONTEXT
Child welfare systems (CWSs) employ thousands of social service staff and providers across 
states to serve a highly vulnerable population—families that are system-involved for myriad 
social determinants of health. 

It is widely recognized that the CWS workforce is under-resourced, over-extended, and in need 
of evidence-based support. 

Poorly trained staff and limited staff supervision hinder the delivery of effective practices within 
the CWS. 

More research is needed linking practice outcomes to workforce issues, particularly regarding 
organizational change strategies 

Research is needed to help CWS organizations employ improvement strategies and adoption of 
evidence-based programs that are well developed, well implemented, and sustainable.

IOM (Institute of Medicine) and NRC (National Research Council). 2014. New directions in child 
abuse and neglect research. Washington, DC: The National Academies Press. 



CHILD WELFARE SYSTEMS 

Federal Administration



IMPLEMENTATION PROCESS AND 
HEALTH EQUITY

Elements of Implementation Science that can Support Advancements in Health Equity
§ Focus on reach from the very beginning 

§ Design and select interventions for vulnerable populations and low-resource communities with 
implementation in mind

§ Implement what works and develop implementation strategies that can help reduce inequities in 
care

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

Baumann, A.A., Cabassa, L.J. (2020). Reframing implementation science to address inequities in healthcare delivery. BMC Health Serv Res 20, 190

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



INTERVENTIONS DEVELOPED FOR 
SCALE-UP MUST CONSIDER 

IMPLEMENTATION FROM THE GET-GO
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significant compromise because the same words often have different meanings in different fields.
Indeed, the term design, as used by quantitative or qualitative methodologists and intervention
developers, is entirely different. Three terms we use repeatedly are process, output, and outcome.
As used here, process refers to activities undertaken by the health system (e.g., frequency of super-
vision), output refers to observable measures of service delivery provided to the target population
(e.g., the number of individuals in the eligible population who take medication), and outcome
refers only to health, illness, or health-related behaviors of individuals who are the ultimate tar-
get of the clinical/preventive intervention. Throughout this article, we provide other consensus
definitions involving dissemination and implementation as well as statistical design terms.

Where Dissemination and Implementation Fit in the Traditional
Translational Pipeline
An updated version of the National Academy of Medicine [NAM, formerly the Institute of
Medicine (IOM)] 2009 perspective on the traditional translational pipeline appears in Figure 1.
This top-down translation approach (79) begins with basic and other preintervention research at
the lower left that can inform the development of novel clinical/preventive interventions. These
new interventions are then tested in tightly controlled efficacy trials to assess their impact un-
der ideal conditions. A highly trained research team would typically deliver this program to a
homogeneous group of subjects with careful monitoring and supervision to ensure high fidelity
in this efficacy stage. Efficacy trials can answer only questions of whether a clinical/preventive
intervention could work under rigorous conditions; therefore, such a program or practice that

Rea
l-wo

rld 
rele

van
ce

Implementation

Exploration

Adoption/preparation

Sustainment

Local knowledge

Generalized knowledge

Could a
program work

Does a
program work

Making a
program work

E!ectiveness
studies

E"cacy
studies

Dissemination and
implementation studies*

Preintervention

Time
*These dissemination and implementation stages include systematic monitoring, evaluation, and adaptation as required.

Figure 1
Traditional translational pipeline from preintervention, efficacy, effectiveness, and dissemination and
implementation studies.
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LESSONS FROM THE 
“OLD” TO INFORM THE 

“NEW”
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FIDELITY



BALANCING INTERVENTION AND 
IMPLEMENTATION FIDELITY

Primary goal of implementation is to implement interventions to achieve 
positive clinical outcomes. To do so, must understand what makes:

An intervention work
­The key ingredients for achieving clinical outcomes 
­Often interventions designed for targeted populations

An implementation work
­The key ingredients for achieving implementation outcomes 
­Often implementations designed for targeted contexts



BALANCING INTERVENTION FIDELITY 
AND IMPLEMENTATION CONTEXT



DECREASE INTERVENTION ADAPTATION 
WITH HIGH IMPLEMENTATION FIDELITY

Implementation Fidelity

Intervention Adaptation



STAGES OF IMPLEMENTATION COMPLETION
HTTPS://WWW.OSLC.ORG/SIC/

For other practice specific SIC information, scoring, and analysis, please contact Lisa Saldana: lisas@oslc.org 

BSFT - STAGES OF IMPLEMENTATION COMPLETION 
 

Site ID: __ __ __ 

Implementation Initiated By:  State = 1, County = 2, Agency = 3, Other = 4 
Funding Stream:    Medicaid = 1, Private Insurance = 2, Grant = 3, Other = 4 
Region:     Domestic = 1, International = 2  
     Location Name: ____________________________ 

 
Stage 1 – Engagement  

 
Activity Date 

1_a Date of program availability/BSFT model presentation _ _ / _ _ / _ _ 
1_b Date of email or phone call to request information by site _ _ / _ _ / _ _ 
1_c Date receipt of scope of work _ _ / _ _ / _ _ 
1_d Date response to scope of work occurs _ _ / _ _ / _ _ 
1_e Date phone call scheduled _ _ / _ _ / _ _ 
1_f Date receipt of cost schedule _ _ / _ _ / _ _ 
1_g Date conference call held _ _ / _ _ / _ _ 

1_x Did site discontinue their implementation process in this 
stage? If yes, please indicate the date 
(declined to consider implementation) 

_ _ / _ _ / _ _ 

Note  

 

 

 
 Stage 1 Complete � 

 

Stage 2 – Consideration of Feasibility  Activity Date 

2_a Date clarification of cost schedule _ _ / _ _ / _ _ 
2_b Date clarification of therapist and staffing requirements _ _ / _ _ / _ _ 
2_c Date of feasibility call #1 _ _ / _ _ / _ _ 
2_d Date of feasibility call #2 _ _ / _ _ / _ _ 
2_e Date of review referral pipeline _ _ / _ _ / _ _ 
2_f Date of identification of funding source _ _ / _ _ / _ _ 

2_x Did site discontinue their implementation process in this 
stage? If yes, please indicate the date 

 

_ _ / _ _ / _ _ 

Note  

 

 
 Stage 2 Complete � 

  

https://www.oslc.org/sic/


STAGES OF IMPLEMENTATION 
COMPLETION®

Follow the Stages of Implementation Completion



UNIVERSAL SIC- 46 ITEMS ACROSS 8 STAGES
(IMPLEMENTATION PROCESS FIDELITY)



STAKEHOLDER ENGAGEMENT IS EMBEDDED IN 
IMPLEMENTATION AND ESSENTIAL ACROSS LEVELS
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Multi-Leveled 
Stakeholder 

Engagement is a 
Mechanism of Action 

Regardless of 
Intervention Being 

Scaled-Up



CASE EXAMPLE
Families Actively Improving Relationships



PLAN FOR IMPLEMENTATION STARTING 
WITH INTERVENTION DEVELOPMENT

FAIR is a complex, multi-faceted intervention

Flexible Scheduling

Non-traditional treatment sessions

Engagement of traditionally difficult-to-engage families

Involves partnerships with ODHS systems 

Collaboration with community service providers

Collaboration with resource building opportunities – Essential for Cont. Mgt.

Mental 
Health

AncillarySubstance 
Use

Parenting

ENGAGEMENT

ENGAGEMENT

Families Actively Improving Relationships





Funding
Contracting with Medicaid for Reimbursement

Mileage Estimates
Credentialing/Licensing/Staffing Needs

Securing FAIR Store Donations for Contingency Management 



PRE-IMPLEMENTATION STAKEHOLDER 
ENGAGEMENT (SIC STAGE 1)

FAIR = Multi-l
eveled 

Parallel Process



SYSTEM LEVEL: ENGAGEMENT

System – State ODHS



System – State ODHS

SYSTEM LEVEL: ENGAGEMENT



System – State ODHS

COUNTY LEVEL: ENGAGEMENT

System – County ODHS



System – State ODHS

COUNTY LEVEL: ENGAGEMENT

System – County ODHS

Provider Clinics



COUNTY-PROVIDER LEVEL: 
FEASIBILITY ASSESSMENT (SIC STAGE 2)

System – County ODHS

System – State ODHS

Provider Clinics



PROVIDER-COUNTY LEVEL: READINESS 
PLANNING (SIC STAGE 3)

System – County ODHS

System – State ODHS

Provider Clinics



TRACKING PRE-IMPLEMENTATION 
ACROSS COUNTIES





COST OF IMPLEMENTING NEW 
STRATEGIES (COINS)



COINS

§ Use the SIC as a cost mapping 
template

§ Includes direct and indirect costs
§ Assessment of actual receipts 

(e.g., travel)
§ Assessment of hours
§ Conversion of salaries to Bureau 

of Labor Statistics
§ Assessment of fixed EBP fees

For other practice specific SIC information, scoring, and analysis, please contact Lisa Saldana: lisas@oslc.org 

BSFT - STAGES OF IMPLEMENTATION COMPLETION 
 

Site ID: __ __ __ 

Implementation Initiated By:  State = 1, County = 2, Agency = 3, Other = 4 
Funding Stream:    Medicaid = 1, Private Insurance = 2, Grant = 3, Other = 4 
Region:     Domestic = 1, International = 2  
     Location Name: ____________________________ 

 
Stage 1 – Engagement  

 
Activity Date 

1_a Date of program availability/BSFT model presentation _ _ / _ _ / _ _ 
1_b Date of email or phone call to request information by site _ _ / _ _ / _ _ 
1_c Date receipt of scope of work _ _ / _ _ / _ _ 
1_d Date response to scope of work occurs _ _ / _ _ / _ _ 
1_e Date phone call scheduled _ _ / _ _ / _ _ 
1_f Date receipt of cost schedule _ _ / _ _ / _ _ 
1_g Date conference call held _ _ / _ _ / _ _ 

1_x Did site discontinue their implementation process in this 
stage? If yes, please indicate the date 
(declined to consider implementation) 

_ _ / _ _ / _ _ 

Note  

 

 

 
 Stage 1 Complete � 

 

Stage 2 – Consideration of Feasibility  Activity Date 

2_a Date clarification of cost schedule _ _ / _ _ / _ _ 
2_b Date clarification of therapist and staffing requirements _ _ / _ _ / _ _ 
2_c Date of feasibility call #1 _ _ / _ _ / _ _ 
2_d Date of feasibility call #2 _ _ / _ _ / _ _ 
2_e Date of review referral pipeline _ _ / _ _ / _ _ 
2_f Date of identification of funding source _ _ / _ _ / _ _ 

2_x Did site discontinue their implementation process in this 
stage? If yes, please indicate the date 

 

_ _ / _ _ / _ _ 

Note  

 

 
 Stage 2 Complete � 

  



WEIGHING TIME VERSUS DIRECT 
DOLLARS



CHALLENGE FOR PREVENTION

Families Actively Improving Relationships

PRE-
Families Actively Improving Relationships



TAKE HOMES
§ Scale-Up within the child welfare system should consider the stressed context 
§ Fidelity to the implementation process can help prepare for this context 

while also developing the infrastructure to maintain fidelity to the 
intervention

§ Stakeholder engagement, across multiple system levels, is an essential 
implementation strategy to fully embed an intervention within a child 
welfare system

§ Resources needed to implement an intervention need to consider all 
implementation costs, including personnel hours, to full prepare the system 
for a sustainable plan

§ Scale-Up of prevention offers additional challenges when operating in 
systems that are responsive to crisis



SIC TEAM
Jason Chapman, PhD Co- I Analyst
Mark Campbell, MS Research Economist 
Holle Schaper, MS Statistician Coordinator
Caroline Dennis, MPH Adaptation Specialist 
Courtenay Padgett, MS Project Coordinator
Wambũi Young, PhD Data Manager
Vanessa Ewen Data Manager and Programmer
Shelley Guideray Research Assistant/User Testing
Dylan Wong, BA Research Assistant
Jason Prideaux Programmer
Patricia Chamberlain, PhD* Co-I
John Landsverk, PhD* Co-I

Early Career Scientists: Gracelyn Cruden, PhD 
Zoe Alley, PhD

Off-Site Investigative Team:  Sonja Schoenwald, PhD*
*Inactive grant David Bradford, PhD 

Larry Palinkas, PhD* 
Greg Aarons, PhD*

For other practice specific SIC information, scoring, and analysis, please contact Lisa Saldana: lisas@oslc.org 
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Stage 2 – Consideration of Feasibility  Activity Date 

2_a Date clarification of cost schedule _ _ / _ _ / _ _ 
2_b Date clarification of therapist and staffing requirements _ _ / _ _ / _ _ 
2_c Date of feasibility call #1 _ _ / _ _ / _ _ 
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2_e Date of review referral pipeline _ _ / _ _ / _ _ 
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 Stage 2 Complete � 

  



FAIR TEAM
Lisa Saldana, PhD PI

Jason Chapman, PhD Co-I Analyst

Ryan Singh, PhD Co-I Field Coordinator

Gracelyn Cruden, PhD Co-I Systems Scientist

John Radich, MSW Co-I Community Partner

Mark Campbell, MS Research Economist

Holle Schaper, MS Statistician 

Zoe Alley, PhD Postdoct Analyst

Jeff Peterson, PhD Data Manager

Courtenay Padgett, MS Coordinator

Kimberly Walker Assessor

Caroline Dennis, MPH Editorial Lead

Shelley Crawford Coder

Katherine Barros Graphics

Aubry Dunaway Admin Support

Rachel Troyer Billing Support

Jordan Schaefer-Limbach Clinical Trainer

Emile Rutherford, MA Clinical Support

Arwen Maas-DeSpain Clinical Materials

Mary Laws Parenting Trainer

Maria Bybee Lead Resource Builder 

Families Actively Improving Relationships



R3 TEAMLisa Saldana, PhD PI and Developer
Patti Chamberlain, PhD Co-I and Co-Developer
Jason Chapman, PhD Data Analyst
Ryan Singh, PhD Post-Doctoral Fellow
Holle Schaper, MS Statistician 
Courtenay Padgett, MS Project Coordinator
Wambui Young, PhD Data Manager
Mark Campbell, MS Assessment Coordinator 
Maria Bybee Microsocial Coder Supervisor 
Shelley Guidrey Microsocial Coder 
Jennifer Shackelford Microsocial Coder 
Ben Grieger FIDO Programmer and User Support
Jason Prideaux FIDO Programmer

Naamith Heiblum, PhD Implementation Coordinator
Debbie Snow Coach & Trainer
Maria Bybee Coach & Trainer
Courtney Haight, PhD Coach & Coder
Carly Veith, LMFT Coach & Trainer
Courtney Haight, PhD Coach & Trainer 
Carol Warren, LCSW Coach & Trainer 
Trina McCartney Trainer

 


