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ABSTRACT

Objective: To evaluate the comparative effectiveness of external facilitation (EF) vs. 

external + internal facilitation (EF/IF), on uptake of a collaborative care model (CCM) in 

community practices that were slower to implement under low-level implementation 

support

Study setting: Primary data were collected from 43 community practices in Michigan 

and Colorado at baseline and for 12 months following randomization

Study design: Sites that failed to meet a pre-established implementation benchmark 

after six months of low-level implementation support were randomized to add either EF 

or EF/IF support for up to 12 months. Key outcomes were change in number of patients 

receiving the CCM and number of patients receiving a clinically significant dose of the 

CCM. Moderators analyses further examined whether comparative effectiveness was 

dependent on pre-randomization uptake, number of providers trained or practice size. 

Facilitation log data was used for exploratory follow-up analyses.  

Data collection: Sites reported monthly on number of patients that had received the 

CCM. Facilitation logs were completed by study EF and site IFs and shared with the 

study team. 

Principal findings: N=21 sites were randomized to EF and 22 to EF/IF. Overall, EF/IF 

practices saw more uptake than EF sites after 12 months (ΔEF/IF-EF = 4.4 patients, 95% 

CI=1.87-6.87). Moderators analyses, however, revealed that it was only sites with no 

pre-randomization uptake of the CCM (non-adopter sites) that saw significantly more 

benefit from EF/IF (ΔEF/IF-EF = 9.2 patients, 95% CI: 5.72, 12.63). For sites with pre-

randomization uptake (adopter sites), EF/IF offered no additional benefit (ΔEF/IF-EF = -0.9; 

95% CI: -4.40, 2.60). Providers trained and size were not significant moderators. 
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Conclusions: Although stepping up to the more intensive EF/IF did outperform EF 

overall, its benefit was limited to sites that failed to deliver any CCM under the low-level 

strategy. Once one or more providers were delivering the CCM, additional on-site 

personnel did not appear to add value to the implementation effort. 

KEYWORDS

Implementation, health behavior change, depression, facilitation, collaborative care 

models

WHAT THIS STUDY ADDS

Section 1:

 Implementation strategies, or theory-based tools and processes that help address 

barriers to evidence-based practice adoption, can be effective but vary significantly 

in cost, intensity and burden. 

 Facilitation is a flexible and often effective implementation strategy that can be 

delivered in several ways, including: using an external facilitator (EF) who helps with 

strategic thinking about site barriers; or combining EF with support for an on-the-

ground internal facilitator (EF/IF) who also helps align the evidence-based practice 

with site values and priorities. Although support for an internal facilitator increases 

the cost of facilitation, few studies have yet to compare the effects of EF vs. EF/IF on 

evidence-based practice uptake. 

Section 2:

 On average, sites that were slower to implement an evidence-based collaborative 

chronic care model that were stepped up to receive external + internal facilitation 

saw slightly more uptake than sites stepped up to external facilitation alone.
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 Moderation analyses showed that the benefit of EF/IF over EF was most substantial 

for sites that had no early adoption of a collaborative chronic care model; sites with 

any adoption fared equally well under EF or EF/IF. 

INTRODUCTION

Implementation scientists generally acknowledge that, in many settings, passive, 

low-level implementation support, such as manualization and training, will not suffice 

supporting adoption of mental health evidence-based practices (EBPs).1–3 However, 

little work to-date has examined the best way to step up support for sites that are slower 

to implement under low-intensity, low-cost implementation support. This knowledge gap 

is particularly salient for smaller, community-based practices which are often under-

resourced and facing numerous, heterogeneous barriers to adoption of new EBPs,4–11 

yet nonetheless see the vast majority of behavioral healthcare patients.11 

Collaborative chronic care models (CCMs) have faced numerous barriers to 

widespread community implementation in spite of strong evidence that they improve 

physical and mental health outcomes for persons with mental disorders.12 CCMs, which 

provide proactive care in a medical home environment, including patient self-

management support, guideline support, and care management,12,13 are especially 

warranted for mood disorders (depression, bipolar disorder) given their association with 

substantial morbidity, mortality, and healthcare costs.14,15 Continued failure to adopt 

CCMs in community practices leads to adverse public health impacts, notably increased 

medical costs and patient impairment, morbidity and mortality.13,16–18 

Implementation strategies are theory-based methods or techniques designed to 

mitigate barriers to EBP adoption, implementation, and sustainability.19 Implementation 

strategies can enhance adoption of EBPs like CCMs, but can also vary significantly in 

their cost and intensity,20–22 and evidence of their comparative effectiveness on uptake 

is limited, especially within smaller, community-based settings.1,11 Passive strategies 

(e.g., EBP manualization, short-term training) are inexpensive and easily scalable, but 

are not likely to be effective in addressing all organizational barriers to uptake,1 and 

practices may require more intensive support. More intensive strategies, however, may 
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impose cost or other burdens on practices that could further encumber implementation 

efforts. 

Facilitation, or interactive strategic thinking support for providers to encourage 

uptake of evidence-based practices (EBPs), is an implementation strategy that has 

been identified as central to successful implementation efforts.23–26 Facilitation has also  

been shown to encourage EBP uptake—including for CCMs27–29—in a variety of 

healthcare settings.25-29 Facilitation is a flexible strategy wherein a facilitator with 

expertise in the EBP and organizational change works with providers implementing the 

EBP to address organizational and strategic barriers to EBP adoption, including 

competing priorities, leadership support, and/or resource deficits.26,30–32 

Within this flexible framework, however, different models of facilitation, of varying 

intensities, have been operationalized.25–27,31,33,34,35,36 External Facilitation (EF) relies on 

a facilitator that is external to the site and provides expert support and mentoring on 

both the EBP and strategic thinking. EF combined with Internal Facilitation (EF/IF) 

further adds protected time for an on-site clinical manager to help align EBP activities 

with site priorities. Relative to EF alone, EF/IF is thought to better embed the EBP into 

clinical practice by combining external strategic support with on-the-ground credibility 

and direct access to leadership.32 Adding IF, however, also adds burden, with respect to 

cost and need for identifying, training, and repurposing personnel.34 Thus, there are 

open questions as to whether the added effort (and expense) of EF/IF results in higher 

uptake. 

This question is particularly salient for practices that are slower to implement, or 

have failed to meet implementation benchmarks under lower-level implementation 

support and require more intensive implementation support to achieve EBP 

implementation. Relative to EF alone, EF/IF may be necessary to overcome entrenched 

barriers. However, sites that have had limited success in implementing the EBP may 

also view IF as adding further burden to an implementation effort already misaligned 

with practice or provider needs.37 This may be particularly true for practices that have 

had trouble engaging with the implementation effort—e.g., getting providers to attend 

training or having any EBP adoption—for whom identifying and garnering support for an 

IF may be difficult.38 Differences in practice size may also affect the effectiveness of 
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EF/IF over EF, as larger community-based practices may require dedicated on-the-

ground support to overcome bureaucratic barriers and/or navigate larger administrative 

networks. 

We examined these questions using data from the Adaptive Implementation of 

Effective Programs Trial (ADEPT). ADEPT, full details for which are available 

elsewhere,34 was a clustered non-responder sequential multiple assignment 

randomized trial (SMART)39–41 designed to determine the best way to step up 

implementation support for community-based practices that were slower to adopt a 

CCM, Life Goals (LG), under low-level implementation support (slower implementers). 

As a secondary outcome of ADEPT, we analyzed the comparative effectiveness of 

stepping slower-implementer practices up to EF vs. EF/IF on practice-level delivery of 

LG over 12 months. We also examined whether this comparative effectiveness was 

moderated by practice size or measures of early engagement, via number of providers 

trained in LG and/or prior adoption under the low-level strategy. After analyses were 

completed, we also used task tracking data from the study EF and site-identified IFs to 

explore potential mechanisms. 

Hypothesis 1 

Prior to analysis, we hypothesized that slower-implementer sites initially randomized to 

receive EF/IF would show more uptake of the Life Goals CCM after 12 months than 

sites randomized to EF. 

Hypothesis 2

We also hypothesized that, relative to EF alone, EF/IF would work best at slower-

implementer sites that were larger, and at sites that showed more early engagement 

and/or early adoption under the lower-level support.

METHODS
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Full details of the ADEPT study design have been published previously,34 and the 

full study design is available as Appendix Figure 1. ADEPT was designed to develop 

an adaptive sequence of implementation strategies for encouraging uptake of LG for 

treating patients with depression at community-based mental health and primary care 

clinics in Michigan or Colorado. Sites were eligible to participate if they had at least 100 

unique patients diagnosed with depression (see Appendix Table A for list of ICD-10 

codes included) and could designate at least one provider with a background in mental 

health that could deliver individual or group LG sessions. 

The study primary outcomes, patient-level change in mental health quality of life 

and depression symptoms, were published previously.33 Those analyses, however, only 

included ADEPT sites that had identified at least one patient (N=27). Analyses 

presented here also include a further N=16 sites that were randomized as part of 

ADEPT but had not identified patients, for a total of N=43 sites. The study was approved 

by local institutional review boards and prospectively registered at clinicaltrials.gov. 

The Life Goals Collaborative Care Model Intervention

ADEPT was designed to encourage delivery of Life Goals (LG), an evidence-

based CCM, by existing community-based providers. LG focuses on three core 

components central to effective CCMs: patient self-management, clinical information 

systems, and care management,12,13 and has been shown effective at improving 

physical and mental health outcomes for patients with bipolar and other depressive 

disorders in several randomized trials.42–47 

The ADEPT LG program provided sites with a manualized program of 

psychosocial sessions and self-management tools customizable to patient needs. The 

LG self-management program comprised six sessions, to be delivered in groups or to 

individuals, lasting 50-90 minutes each. LG patients completed an “Introduction” module 

first and a “Managing Your Care” session last; the four remaining sessions were chosen 

among a number of available mental health and wellness topics, including depression, 

anxiety, mania, physical activity, sleep, and substance abuse (Appendix Table 1). LG-

trained providers, who were predominantly clinical social workers, were encouraged to 

tailor content delivery to individual and/or group needs. ADEPT sites were also provided 
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with manualized implementation support for patient care management and provider 

decision support, including a template for tracking patient progress and a guide to 

common medications used for mood disorders; however, ADEPT’s primary 

implementation target was encouraging delivery of LG sessions to patients in need.  

Study Design and Implementation Strategies

Run-in phase 

ADEPT was designed to compare the effectiveness of two augmentations to 

initial, low-level implementation support for sites that had not met pre-specified 

implementation benchmarks after the six-month run-in period. During this run-in phase, 

sites received support informed by Replicating Effective Programs (REP). REP, based 

on the Centers for Disease Control’s Research-to-Practice framework,48–50 is derived 

from Social Learning Theory51 and Rogers’ Diffusion of Innovation models.52 For 

ADEPT, REP provided sites with an LG manual, secure access to a website with LG 

materials, a one-day didactic training for providers and supervisors that covered LG 

content and delivery in both individual and group formats, and information on 

customizing program delivery (e.g., tailoring modules to patient needs), and program 

advertising.1,50,53 Technical assistance was also provided through quarterly newsletters, 

regular conference calls, and monthly progress reports. As part of the implementation 

effort, sites were asked to report two metrics of implementation progress to the technical 

assistant each month: (1) the number of patients that had completed any LG sessions; 

and (2) the number of patients that had completed a clinically significant dose of LG, 

defined as 3 sessions. 

Identification and randomization of “slower-implementer” sites for trial participation 

After six months of support under REP, sites’ LG implementation was evaluated. 

Sites reporting LG delivery to 10 patients with 50% completing 3 or more sessions 

were considered early implementers and did not enter the trial. Sites that failed to reach 

at least one of these benchmarks—e.g., delivered LG to <10 patients or <50% of 

patients received a clinically significant dose—were considered slower implementers 

and entered the trial. This cutoff was determined based on prior work that showed that 
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sites that had not reached this level of implementation under low-level support after six 

months were unlikely to achieve meaningful implementation with fidelity (i.e., to 

adequate dose) without additional support.33,54,55 

At month six, slower-implementer sites were then randomized to step up their 

support by adding either EF only or EF/IF. Randomization was stratified by state 

(Colorado vs. Michigan), practice type (primary care or mental health), and site-

averaged patient mental health quality of life (measured by the SF-12;56 three 

categories: low [<40]; high [≥40]; no patients listed). The study analyst used SAS to 

generate stratified permuted-block random allocation lists, and the study EF 

communicated intervention assignment during initial outreach. 

Facilitation Strategies : External Facilitation vs. External+Internal Facilitation

All slower-implementer sites received support from the study EF, a licensed clinical 

social worker that received training through the Behavioral Health QUERI 

implementation facilitation program31,57 and had extensive experience delivering mental 

health EBPs in clinical settings. The EF, who was study-funded, mentored sites in 

addressing barriers to EBP adoption through a minimum of 12 semi-structured biweekly 

calls with each site. Appendix Table 3 provides an overview of the general EF and 

EF/IF facilitation processes, as well as the different operationalized implementation 

strategies20 that facilitators might use during each phase.  

Sites that stepped up immediately to EF/IF supplemented EF with protected time 

for a clinical manager identified by the site to serve as IF, or the on-the-ground liaison 

for the EF, addressing implementation barriers or needs and helping to entrench site 

adoption of LG by, for example, aligning LG with provider and/or leadership 

priorities.31,31,58 Sites randomized to EF/IF were offered $5500 for each six month period 

of EF/IF (up to $11,000 total) to protect time for the IF to work on LG implementation. 

This amount was based on previous research that estimated per-site costs of deploying 

IF.59 IF identification started at training, with providers asked to identify one or more 

individuals at their site that could generally “get things done.” The EF then worked with 

sites to select and train the IF. IFs were expected to participate in biweekly calls with the 
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EF for a minimum of 12 weeks in addition to performing their on-site implementation 

duties. 

Facilitation tracking data

Due to concerns about cost and burden on the smaller community practices 

being studied, a formal process evaluation was not conducted as part of the ADEPT 

study. However, as part of their study duties, facilitators (EF and site IFs) were asked to 

track the time and content of their facilitation work using a short tracking form that asked 

for the date, contact type (phone call, email, etc.), time spent, other personnel involved, 

and primary activity type for each facilitation task (Appendix Figure 2). Activity type 

was coded as one of 10 standardized categories developed for tracking facilitator 

duties.34.  EF files also recorded whether and when sites opted to discontinue facilitation, 

ending all EF (and, as applicable, IF) tasks.

ANALYSES

Our intent-to-treat analytical sample included all slower-implementer sites 

randomized after the six-month run-in phase. Descriptive statistics and bivariate 

analyses compared characteristics for sites stepped up to EF and EF/IF. Mixed-effects 

models were used to compare slow-implementer sites randomized to the initial EF 

augmentation vs. EF/IF on longitudinal change in site-level number of patients receiving 

any LG and the number of patients that received 3 LG sessions in the 12 months post-

randomization. These outcomes were reported by sites monthly from the start of the 

run-in period through 12 months post-randomization. When months were not reported, 

prior month’s numbers were carried forward. All sites provided baseline and 12-month 

numbers. 

Main effect analyses

The primary contrast for both outcomes was the between-groups difference in 

site change over the 12-month period. The unit of analysis was the site and all 

outcomes are site-level (see Anonymous et al, 2019 for patient-level results33). Fixed 
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effects were included for the intercept, time (in months), and a group-by-time interaction, 

where group was an indicator of initial randomization to EF vs. EF/IF augmentation. 

Models also included a random effect for site and were adjusted for state, practice type, 

site-aggregated MH-QOL stratum, and site size (number of patients, logged to account 

for strong positive skew). 

Moderator analyses

Moderators analyses examined whether the comparative effectiveness of initial 

augmentation with EF vs. EF/IF varied significantly by (1) site size, as defined above; (2) 

number of providers that received LG training during the run-in period; and/or (3) 

whether sites showed any adoption of LG during the run-in phase (adopters vs. non-

adopters). Moderator models followed the same structure as above but added a three-

way interaction between the moderator of interest, group, and time, as well as any 

necessary lower-order terms. 

Exploratory facilitation analyses

Key metrics from site-level tracking files for the study EF and all site IFs were 

summarized and combined. Descriptive statistics examined variability in total time spent 

by study EF and site IFs across sites. Bivariate analyses examined how total EF and IF 

time and facilitation discontinuation differed by treatment arm and moderators of interest, 

as informed by significant model findings. 

All analyses were performed in Stata version 15.1, with criteria for statistical 

significance set at alpha = 0.05. 

RESULTS

Seventy-nine sites received support through REP for implementing LG. During 

the pre-randomization run-in phase, N=20 dropped or were deemed ineligible for 

participation, leaving N=59 sites. After the six-month run-in phase, N=16 were 

designated as early implementers, leaving N=43 slower-implementer sites to be 
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randomized for ADEPT. N=21 sites were randomized to begin EF and N=22 EF/IF (see 

Figure 1 for full study flow diagram). Sites were predominantly community mental 

health and rural, and slightly more were in Colorado than Michigan (Table 1). Median 

site size was 1000 patients (interquartile range (IQR): 400-4000). Sites trained an 

average of 2.8 providers (range: 1-8) and N=22 (51%) failed to adopt any LG in the pre-

randomization run-in period (i.e., were non-adopters). 

The study EF documented facilitation tasks for all 43 sites (median tasks=23; 

range=7-50). For N=22 EF/IF sites, N=14 (64%) successfully identified an IF and had an 

IF record at least one task (median=24; range=4-55). N=12 sites discontinued 

facilitation during the 12-month study, including N=7 EF/IF and N=5 EF; however, all 

sites remained enrolled in the study, reported study outcomes, and were included in 

analyses.

Main Effects

On average, sites delivered LG to 4.9 additional patients (3.2 patients with 3 

sessions) over the 12 months post-randomization; however, this distribution was highly 

skewed (median=0; range=0-64). N=14 (32.5%) failed to deliver LG to any patients by 

study end. 

As we hypothesized, overall, sites that stepped up immediately to EF/IF saw 

more uptake after 12 months than sites stepped up to EF. EF sites had an average 

increase of 3.2 LG patients (median: 0; range: 0-22) compared to 6.5 patients at EF/IF 

sites (median: 0.5; range: 0-64). Adjusted models predicted EF/IF resulted in an 

additional 4.37 patients receiving LG over 12 months relative to EF sites (95% CI=1.87-

6.87, p=0.001) (Figure 2). Similar results were found for change in LG patients 

receiving 3 sessions; adjusted models found EF/IF resulted in an average of 2.70 more 

patients receiving 3 sessions relative to EF sites (95% CI=0.99-4.48, p=0.002) (Figure 

3). Full model results are shown in Appendix Table 4. 

Moderator analyses

Moderator analyses, however, confirmed our hypotheses that the comparative 

benefit of EF/IF over EF differed by site characteristics, but not in the expected direction. 
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Rather, sites that had not delivered any LG under REP during the run-in phase (non-

adopter sites) saw significantly more benefit from EF/IF over EF than sites that had 

delivered LG (adopter sites). For non-adopter sites, EF/IF resulted in, on average, an 

additional 11 patients receiving LG after 12 months compared to 1.8 additional patients 

under EF, a difference of 9.2 patients (95% CI: 5.72, 12.63; p<0.001) (Figure 4, Panel 

A). At adopter sites, however, EF resulted in an average increase of 4.2 LG patients, 

compared to 3.3 patients under EF/IF, or an advantage of 0.9 more patients for EF (95% 

CI: -4.40, 2.60; p=0.62) (Figure 4, Panel B). Similar results were found for change in 

LG patients receiving 3 sessions. For non-adopter sites, EF/IF yielded, on average, 6.1 

more patients than EF after 12 months while for adopter sites EF yield 0.9 more patients 

than EF/IF sites. 

Neither providers trained nor site size were significant moderators of either 

outcome. Full moderator model results are shown in Appendix Tables 5A-C. 

Sensitivity analyses

One EF/IF site saw much higher uptake during the 12-month period, offering LG 

to an additional 64 patients by the end of the study (vs. an average of 3.5 additional 

patients for all other sites). As this site was also a non-adopter, we re-ran main effect 

and adopter/non-adopter moderation models excluding this site to test whether it was 

driving all results. All models retained significant (though smaller magnitude) end-of-

study differences in predicted uptake. 

Exploratory facilitation analyses

EF recorded a median of 5.4 hours at EF sites and 5.1 hours at EF/IF sites 

(p=0.88), and time spent did not differ significantly by adopter status (p=0.88). 

Facilitation discontinuation patterns, however, did vary by adopter status. Although 

overall more EF/IF sites discontinued facilitation, among non-adopters discontinuation 

was more prevalent at EF (4/10) than EF/IF sites (3/12). Adopter sites, however, saw 

more facilitation discontinuation at EF/IF sites (4/10) than EF sites (1/11). 
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IF logs revealed that non-adopter EF/IF sites were more likely to successfully 

identify an IF (8/12) than adopter sites (5/10). Once identified, IFs at non-adopter sites 

also logged more facilitation time (8.3 hours) than at adopter sites (5.2 hours). 

DISCUSSION

These secondary analyses of the ADEPT study sought out to examine, for sites 

that were not able to successfully implement the Life Goals CCM under low-level 

implementation support, whether augmenting this support with more intensive and 

expensive EF/IF resulted in more LG delivery after 12 months than augmentation with 

less expensive and intensive EF alone. In line with our first hypothesis, main effect 

analyses revealed that EF/IF did outperform EF for both outcomes of interest. However, 

these differences were not large, with EF/IF yielding just over four additional patients 

receiving any LG (three receiving a clinically significant dose) over 12 months, for an 

additional cost of $11,000 per site, which raises questions about taking EF/IF to full 

scale. 

Our moderator analyses, however, helped to pinpoint which slow-implementer 

sites most benefitted from stepping up to EF/IF vs. EF. In particular, we found that sites 

that failed to deliver any LG during the pre-randomization run-in phase (non-adopter 

sites) improved significantly more under EF/IF than EF; at adopter sites, where one or 

more providers had delivered LG, however, there was no evidence of a difference in 

outcomes, on average, of EF/IF over EF alone. 

These findings build on our prior patient-level findings which showed that, 

contrary to hypotheses, patients at slow-implementer sites randomized to augment with 

EF saw significantly more improvement in their mental health quality of life and 

depression scores than patients at sites randomized to EF/IF. Analyses presented here, 

however, include an additional N=16 sites that were randomized as part of ADEPT but 

did not identify patients and thus could not be included in patient-level analyses. N=13 

(81%) of these sites were also non-adopters, which likely explains the different main 

effect findings of these two analyses.    
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Early Adoption as a Moderator of Implementation Strategy Effectiveness 

Facilitation has been an effective and oft-used implementation strategy, 

especially for CCMs. While specific mechanisms of facilitation effectiveness are still 

largely unknown,26,60 facilitation is thought to be effective because facilitators have a 

diverse array of skills that allow for flexibility in accommodating site needs as they 

change over time and encouraging organizational learning.30,60,61 With few notable 

exceptions,62–64 however, few studies have compared the effectiveness of different 

forms of facilitation, or examined whether this comparative effectiveness is moderated 

by organizational characteristics or earlier implementation progress. Our results, 

however, suggested that sites that were further along in the implementation process 

benefitted differently—and, in fact, less—from more intensive EF/IF than sites that were 

further behind. Indeed, it was only for sites that had not seen any LG adoption that we 

found evidence of a positive effect of EF/IF over EF alone. 

Of course, the more interesting question is why these differences emerged; while 

our process data for this study was limited, facilitation tracking data suggested some 

potential mechanisms, particularly for our adopter/non-adopter moderation finding that 

ran contrary to our hypothesis that sites with more early engagement or adoption would 

benefit more from the more intensive EF/IF augmentation. Acknowledging the additional 

burden of identifying and supporting an IF, as well as prior evidence that IF can be 

difficult to scale up with fidelity,33,62 we hypothesized that sites that had any LG adoption 

might have more program buy-in and be more willing to trade off the additional burden 

for increased program adoption. Rather, our exploratory findings suggested the 

opposite—adopter sites were more likely to end engagement with facilitation under 

EF/IF and also had less success identifying an IF then non-adopter sites. This suggests 

the additional burden of IF may have been viewed differently by adopter vs. non-adopter 

sites, and that perhaps adopter sites—where one or more providers were delivering the 

intervention—viewed the addition of new, non-provider personnel spearheading further 

adoption as unnecessary. From an organizational perspective, adding an IF to liaise for 

an EBP that providers may have already had ownership of may have even spurred role 

conflict or ambiguity,65–67 especially if providers delivering LG were already filling 
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designated IF roles, such as advocating for LG with leadership. Alternatively, given that 

these were slower-implementer sites, pre-randomization use at these sites could also 

indicate that providers had tried LG and found it to be a poor fit, in which case sites may 

have seen little benefit in taking on the burden of identifying an IF, or even continuing 

the facilitation process. While our limited data could not confirm these mechanisms, 

higher rates of facilitation discontinuation and lower IF activity at adopter sites are 

suggestive.  Conversely, at non-adopter sites, where providers had not delivered LG, 

facilitation data suggested adding an IF may have protected against dropout; non-

adopter IFs also logged nearly 60% more IF time than adopter IFs. These findings 

suggest that at non-adopter sites, offering support for an IF may have resulted in newly-

invested personnel who could revive interest and/or coalesce new support for LG, even 

six months following its initial introduction.        

Limitations

This study had several important limitations. Most notably, LG uptake outcomes 

were site reported and may be subject to reporting bias; however, as outcomes were 

collected by the technical assistant unrelated to EF or IF, bias is unlikely to be 

associated with treatment. Second, we lacked data on LG implementation fidelity 

beyond patient receipt of a clinically significant dose; we also did not collect outcomes 

related to the implementation of the clinical decision support or care management 

components of LG. Third, given the lack of harmonized data collection systems across 

our community-based sites as well as concerns about study burden, collection of 

organizational or formal process evaluation data, including characteristics of site IFs, as 

applicable, was limited. As such, it is possible that the adopter/non-adopter moderation 

effect is proxying for other unmeasured differences, such as leadership engagement or 

organizational climate, or for barriers to adoption that were better addressed by IF. 

Finally, the facilitation task data used in our exploratory analyses was also self-reported 

by study and site facilitators and may also be subject to reporting bias.
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When Was EF/IF Better for Slower Implementers?

Given the multitude and complexity of factors influencing EBP implementation, 

implementation efforts have frequently employed more complex implementation 

strategies, or assumed that multi-faceted forms of implementation support were 

necessary for success, in spite of their added cost and burden.68–71 In line with other 

studies showing that more complex implementation interventions are not necessarily 

more effective,62,68 our study found that, for sites that were slower to implement under 

low-level implementation support, stepping up to the more intensive strategy (EF/IF) 

was not always more effective than stepping up to a lower-intensity strategy (EF). 

Rather, evidence of additional effectiveness was only found for those sites that showed 

no adoption of the EBP during the run-in period; at sites where providers were or had 

already delivered LG, no evidence of a benefit was found. This suggests that, in a 

resource-constrained environment that aims to step-up support for sites that are slower 

to implement, sites with no prior EBP adoption should be prioritized to step up to EF/IF, 

while sites with prior adoption could receive either EF or EF/IF.  

These findings suggest that offering more intensive implementation support may 

only be more effective when it aligns with current implementation progress and barriers 

to implementation, and when the potential benefits of the additional resources proffered 

are neither duplicative of existing efforts (e.g., providers already implementing the EBP) 

nor offset by the additional burden of implementing that support. Of course, our study 

only speaks to the comparative effectiveness of EF/IF vs. EF for slower-implementer 

sites; it is quite possible—and indeed, our study provides some preliminary support for 

the idea—that had EF/IF been introduced earlier for sites, it may have led to a different 

outcome.  

As the number, intensity, and cost of implementation strategies continue to grow, 

implementation scientists and practitioners have increasing opportunities to tailor 

implementation strategy provision to current site needs, including current 

implementation success or engagement. Understanding how dynamic implementation 

efforts may alter the mechanisms or effectiveness of potential implementation strategies 

offers a promising and exciting opportunity for furthering both implementation science 

and success. Further work should explore how the support offered by different 
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implementation strategies—and particularly perceived potential benefit and/or burden--

may be viewed differently by different sites at different stages of the implementation 

process, and further understanding as to when more intensive support is likely to also 

be more effective support. 
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Table 1. Descriptive statistics for sites, overall and by treatment

Overall (N=43) EF (N=21) EF/IF (N=22) p-value

Demographics

Michigan (vs. Colorado) 17 (40%) 8 (38%) 9 (41%) 0.850

Community Mental 

Health (vs. Primary 

Care)

37 (86%) 18 (86%) 19 (86%) 0.951

Number of patients 

(Mean, SD)

3891 (15124) 6301 (21500) 1589 (2418) 0.313

Rural (vs. 

urban/suburban)

24 (56%) 10 (48%) 14 (64%) 0.290

Pre-randomization (baseline) implementation outcomes

Number of providers 

trained

(Mean, SD)

2.8 (1.6) 2.38 (1.02) 3.23 (3.54) 0.087

Number of patients 3.05 (4.61) 3.33 (5.37) 2.77 (3.85) 0.695
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receiving Life Goals 

(Mean, SD)

Number of patients 

receiving 3 sessions of 

Life Goals (Mean, SD) 

1.63 (2.48) 1.62 (2.31) 1.64 (2.68) 0.982

Adopter sites (vs. non-

adopters)

21 (49%) 11 (52%) 10 (45%) 0.650

End of study implementation outcomes

Number of patients 

receiving any Life Goals 

(Mean, SD)

7.93 (11.40) 6.52 (8.61) 9.27 (13.62) N/A

Number of patients 

receiving 3 sessions of 

Life Goals (Mean, SD) 

4.86 (7.46) 3.81 (4.74) 5.86 (9.37) N/A

Note: EF=External Facilitation; EF/IF = External + Internal Facilitation; SD = standard deviation. Adopter 

status refers to whether site reported delivering Life Goals to ≥1 patient prior to randomization. 

Figure 1. Full study flow diagram 

Note: EF = External Facilitation; EF/IF = External + Internal Facilitation. All analyses examined the N=43 

sites that were deemed slower implementers after the six-month run-in period and randomized to either 

EF or EF/IF, shown in boxes with dark outline

Figure 2. Longitudinal change in site reports of number of patients receiving any 

Life Goals, by treatment arm (Site N=43) 

Note: EF = External Facilitation; EF/IF = External + Internal Facilitation. Site-level data on patient receipt 

of Life Goals reported monthly by each site; predictions and raw data shown for months 0, 3, 6, 9, and 12 

after randomization. 

Figure 3. Longitudinal change in site reports of number of patients receiving ≥3 

Life Goals sessions, by treatment arm (Site N=43)A
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Note: EF = External Facilitation; EF/IF = External + Internal Facilitation. Site-level data on patient receipt 

of Life Goals reported monthly by each site; predictions and raw data shown for months 0, 3, 6, 9, and 12 

after randomization.

Figure 4. Longitudinal change in site reports of number of patients receiving any 

Life Goals sessions, by treatment arm and adopter status (Site N=43)

Note: EF = External Facilitation; EF/IF = External + Internal Facilitation. Site-level data on patient receipt 

of Life Goals reported monthly by each site; predictions and raw data shown for months 0, 3, 6, 9, and 12 

after randomization. Adopter status refers to whether site reported delivering Life Goals to ≥1 patient prior 

to randomization. 
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