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How to use this Guide

Who is this guide for?
The purpose of this Implementation Guide 
is primarily to support those involved in the 
development and implementation of National 
Clinical Guidelines, for planning implementation 
activities. Throughout this guide we refer to 
‘guidelines’ as the intervention for implementation. 
However, it will also be of interest to those 
involved in the development and implementation 
of other evidence-based interventions, such as 
clinical practice guidance; policies, procedures, 
protocols and guidelines (PPPGs), and audit 
recommendations.

Throughout this Guide, we refer to ‘Guideline Groups’. This refers to both the initial Guideline 
Development Group and the post-publication implementation team(s). There will be some 
overlap between the initial Guideline Development Group and the implementation team(s). 
The implementation team is generally a national team, but additional local teams can also be 
established as required. The implementation team(s) take the guideline forward through the 
implementation stages, in partnership with the wider health service organisation.

When will it be used?
This Implementation Guide provides the theory, steps and tools for each stage of implementation. 
Whilst it is recommended that the Implementation Guide be used from the outset in guideline 
development, existing Guideline Development Groups will also find the various tools useful, 
regardless of what stage of development they are at.

What needs to be included in the guideline?
NCEC Guidelines already include a plan for implementation. New Guideline Development Groups 
will be expected to include the following implementation components in their submission for 
Quality Assurance and in the final published guideline:

•	 Logic model (one page)
•	 Implementation plan (actions, timeframe, persons responsible, expected outcomes)

Templates and worked examples for these are included in this guide.
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This Implementation Guide provides readers with:
ü	Context for the importance of Implementation Science in successfully implementing clinical 

guidelines
ü	An outline of Implementation Science theory and an introduction to key concepts
ü	Key elements common to implementation frameworks
ü	A package of information, tools and resources to facilitate discussions, thinking, and planning 

for implementation at various stages of the guideline development and implementation 
process.

This Guide builds on information delivered by the Centre 
for Effective Services for the National Clinical Effectiveness 
Committee (NCEC) in the Department of Health at 
a two-day Introductory Training in Implementation 
Science and a series of three additional workshops on 
specific implementation topics delivered to healthcare 
practitioners, healthcare staff and other stakeholders. 
However, it is designed in such a way that it can be read 
and used by stakeholders who were not at these events 
or who have a broader scope.

The first section of this Guide is intended as a source of evidence for why implementation of 
clinical guidelines is an important and useful topic. Following that, there is a brief overview of the 
main theories and concepts put forward in Implementation Science. This will serve as a useful 
introduction for those who are new to Implementation Science, or as a refresher for those who are 
familiar with the discipline and/or who have attended relevant training sessions and workshops. 
References are provided with hyperlinks at the end of this Guide, where available, and there is also 
a list of further resources, for those who would like to read further.

The remaining sections provide information, tools and resources for the most relevant and 
important implementation considerations throughout guideline development and implementation. 
Implementation stages are discussed in some detail in this Guide, and it is especially helpful to 
identify which stage a guideline/project is at in the implementation process. Implementation 
planning is also discussed in detail in this Guide and a template for creating an implementation plan 
is included in Tool 4.

However, it is important to note that “implementing research evidence is not just a matter of 
following procedural steps” [2, p.4]. Accordingly, this Guide is not a step-by-step guide or checklist 
for implementing clinical guidelines. Rather, it provides a package of information, tools and 
resources to help guide discussions, thinking and planning around implementation. It will be up to 
Guideline Development Groups, implementation teams and other relevant stakeholders to identify 
implementation activities, given the context in which they are implementing and the nature of 
what is being implemented. Naturally, these will vary on a case-by-case basis, and we believe that 
this Guide will become increasingly useful as people gain experience and knowledge of both the 
theory of Implementation Science and the practice of implementing in the real world.

Clinical Guidelines are 
‘systematically developed 
statements, based on a thorough 
evaluation of the evidence, to 
assist practitioner and service 
users’ decisions about appropriate 
healthcare for specific clinical 
circumstances across the entire 
clinical system’ [1].



5Implementation Guide and Toolkit for National Clinical Guidelines

Implementation of Clinical Guidelines
In Ireland, clinical guidelines that meet specific prioritisation and quality-assurance criteria set 
forth by the NCEC are endorsed by the Minister for Health and are titled ‘NCEC National Clinical 
Guidelines’. This is in line with evidence indicating that the quality assurance and evaluation 
processes used in developing clinical guidelines internationally has improved since the 1990s [3].

However, there is little international evidence of 
consistent improvements in the dissemination, 
implementation and clinical use of clinical guidelines. 
For example, studies have shown that up to 50% of 
patients can fail to receive clinical interventions in 
accordance with the best clinical evidence and latest 
clinical guidelines [4, 5].

Guidelines have often been found to contain a 
large volume of clinical information, and have been described variously as ‘cumbersome’ [6] and 
‘unmanageable’ [7]. This has left those using the guidelines “frustrated with the vast number of 
guidelines and uncertain about how to implement them” [8, p.1]. Even when clinicians are aware 
of and in agreement with clinical guidelines, adoption and adherence can be low, and clinicians 
indicate a desire for more guidance and support to implement them [9].

Not only is this a sub-optimal return on considerable investment of public money [10], it also 
indicates a significant loss in potential health gains for patients and populations [5]. In Ireland, this 
is a driving factor behind the production of this Guide and the increasing focus on implementation 
of clinical guidelines.

There is an opportunity for guideline developers and stakeholders to do more to translate clinical 
guidelines into usable materials for practitioners with little time and resources. “Merely circulating 
guidelines or other documents to health professionals has only a small effect on practice” [3, 
p.276] – health professionals also require dissemination and implementation activities, tools and 
resources that will help to maximise usage of guidelines [10]. Guidelines should be presented in 
a manner that is clear, precise and usable, for example in summary documents, ‘Plain English’ 
versions, or point-of care checklists and forms [11].

The importance of dedicating time and resources to implementation of clinical guidelines is being 
increasingly recognised, and the NCEC has included consideration of implementation issues as part 
of prioritisation and quality assurance processes for National Clinical Guidelines.

Prioritisation occurs at the beginning of the guideline development process. Key aspects of 
implementation which are assessed by the NCEC during the guideline prioritisation stage include 
[12, p.12]: 

•	 What is the feasibility of implementation of the clinical guideline?  
•	 What are the facilitators to the guideline application?  
•	 Are there any significant barriers to implementation of the clinical guideline?  
•	 What is the resource impact for implementation of the clinical guideline? 
•	 How acceptable will the clinical guideline be to relevant stakeholders (consumers and 

clinicians)? 

Implementation involves the carrying 
out of specific planned, intentional 
activities undertaken with the aim of 
making evidence-informed policies and 
practices work better for people. It can 
be thought of as the ‘how’ as well as 
the ‘what’.



6 Implementation Guide and Toolkit for National Clinical Guidelines

•	 Did the Guideline Development Group include individuals from all the relevant professional 
groups, methodological experts and intended users, for example healthcare professionals, 
hospital managers etc.?  

•	 Is there a degree of urgency for implementation of the clinical guideline?  
•	 What is the likelihood of the clinical guideline implementation strategy being successful?
•	 How accessible will the clinical guideline be?

Key aspects of implementation which are assessed during the NCEC quality assurance process form 
part of the ‘Applicability’ domain of the Appraisal of Guidelines for Research and Evaluation (AGREE 
II) tool [13], namely:

•	 The guideline describes facilitators and barriers to its application
•	 The guideline provides advice and/or tools on how the recommendations can be put into 

practice
•	 The potential resource implications of applying the recommendations have been considered
•	 The guideline presents monitoring and/or auditing criteria.

This guide and the tools are available on the Department of Health NCEC website:
http://health.gov.ie/national-patient-safety-office/ncec/

Other resources relating to National Clinical Guidelines, National Clinical Audit and Clinical 
Practice Guidance are also available on the Department of Health NCEC website linked above. 
This includes resources on guideline prioritisation and quality assurance processes, such as the:

•	 Preliminary Prioritisation Process for National Clinical Guidelines
•	 National Quality Assurance Criteria for Clinical Guidelines
•	 Guideline Developers Manual.

Training materials, including videos and e-learning are available on the Department of Health 
National Patient Safety Office Learning Zone: https://health.gov.ie/national-patient-safety-
office/ncec/resources-and-learning/

http://health.gov.ie/national-patient-safety-office/ncec/
https://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/
https://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/


Introduction to  
Implementation Science
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Introduction to Implementation Science

What is Implementation Science?
Implementation focuses on operationalising a plan – it is about ‘How’ something will be carried out, 
as well as ‘What’ will be carried out [14]. It is both an art and a science, harnessing knowledge from 
academic research and practice wisdom, with the aim of successfully incorporating interventions 
into typical service settings, in order to improve outcomes for service users (children, adults, 
families, communities and society) [15]. 

Diffusion
letting it happen

Dissemination
helping it happen

Implementation
making it happen

Implementation is conceptually distinct 
from diffusion and dissemination. Diffusion 
is a passive process, described as ‘letting it 
happen’, meaning the intervention follows an 
unpredictable, unprogrammed, emergent and 
self-organising path. Dissemination is a more 
active, negotiated and influenced means of 
delivering an intervention (‘helping it happen’). 
Implementation is the most active form of 
delivering interventions – it involves ‘making it 
happen’, through scientific, orderly, planned and 
managed activities [16].

Implementation Science is the formal study of methods and factors that influence how successfully 
specific interventions are incorporated into service settings, leading to improved outcomes.

Implementation Science is linked to and builds on a number of related disciplines including 
Improvement Science, Quality Improvement, Project Management, Change Management, 
Knowledge Translation and Organisational Development. 

It is worth noting what Implementation Science is not:
û	A magic formula – Implementation Science is not the answer to all Implementation problems 

and will not guarantee the success of clinical guidelines. There are a myriad of factors affecting 
implementation success, and sometimes it may not be possible or feasible to address them all.

û	A mystical and inaccessible language – while some Implementation Science literature can 
contain jargon, it builds on ‘common sense’ and knowledge from a range of related disciplines.

û	A way of proving an evidence-based intervention – Implementation Science will not prove 
whether an intervention is effective or not and using Implementation Science will not turn a 
bad intervention into a good one.

Interventions are any evidence-informed 
policy, practice, service or programme 
being implemented, be it a change to 
an existing policy, practice, service or 
programme, or a new intervention. 

In this Guide, we use intervention to refer 
to specific recommendations contained 
within National Clinical Guidelines, Clinical 
Practice Guidance (PPPGs) and National 
Clinical Audit.
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As a field of study, Implementation Science has grown in popularity over the last decade, and there 
is now a considerable body of research from a wide range of sectors indicating some of the most 
important factors in determining whether implementation will be successful or not. Implementation 
is a not a challenge unique to the health sector. Rather, it is a universal phenomenon, and lessons 
in Implementation Science have been obtained from fields as disparate as education and training; 
manufacturing and engineering; agriculture and forestry; business and information technology; 
and more.
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Having an effective intervention is just one part (albeit an important one) of getting to positive 
outcomes. Implementation Science helps us to identify the effective implementation methods and 
enabling contexts that form the remaining parts of the equation and improve the likelihood of 
reaching the intended outcomes [15].

Implementation Frameworks
Implementation frameworks provide a conceptual model 
of implementation, serving to describe specific steps in the 
planning and execution of implementation, and highlighting 
potential pitfalls.

The past decade has seen an increase in the number of 
frameworks appearing in Implementation Science research. 
In 2012, the count was at more than 60 frameworks [17]; in 
2017, it was 100 or more [18]. These frameworks differ in 
terms of assumptions, aims, context (policy, practice, etc.), 
and sectors (public health, child welfare, etc.).

•	 Websites such as the ‘Dissemination & Implementation Models in Health Research & 
Practice’ are now being created to help researchers, policymakers and practitioners determine 
which framework, or elements of a particular framework, will be most relevant for their 
implementation problem.

	 To access this website, click here: http://www.dissemination-implementation.org/

•	 For those interested in reading further, the Centre for Effective Services has created a short 
document summarising several implementation frameworks with links for further reading.

	 To access the Summary of Implementation Science Frameworks, click here or see Appendix A.

The terms theory, model and 
framework are often used 
interchangeably.

For a detailed description of 
these terms, with particular 
relevance to Implementation 
Science, see Nilsen, 2015 [19] 

http://www.dissemination-implementation.org/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4406164/
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While Implementation Science is producing growing evidence of generalisable lessons for more 
effective implementation, the evidence for any individual implementation framework is limited. 
There is also significant overlap among many of the frameworks. As a result, there is a growing 
emphasis on combining and improving existing frameworks, and on using the most relevant 
elements of any one or more frameworks given a specific context. 

The remainder of this section will focus on some of the core elements of Implementation Science. 
These core elements are:

Implementation Stages

Enablers and Barriers

Context for Implementation

Implementation Strategies

Implementation Stages
Implementation frameworks almost unanimously conceptualise the implementation of any 
intervention as passing through a given number of stages. The number of stages varies between 
frameworks (usually 3-5), as does the names provided for each of the stages.

Key messages from Implementation Stages:
•	 You cannot skip any stage of implementation. Each stage requires stakeholders’ time and 

attention.
•	 Implementation takes time; estimates vary from 2-4 years to 7-10 years, depending on scale 

and complexity. Rushing through stages or working a particularly large number of hours in a 
short time does not adequately compensate for this need.

•	 The stages are not linear. Many of the activities overlap, and you may need to re-visit or 
bring forward tasks from other stages as necessary.

•	 There are a range of tools available to help Guideline Groups navigate each stage. These are 
signposted throughout the remainder of this Guide.
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The four-stage model below is one way to visualise the implementation process of clinical 
guidelines:

Stage 2: Planning & Resourcing

Here the foundation is laid for 
effective implementation.

Key activities at this stage 
include: 
•	 Assessing implementation 

readiness
•	 Assessing enablers and 

barriers for implementation
•	 Developing an 

implementation plan
•	 Establishing implementation 

team(s) and infrastructure for 
implementation

•	 Developing leadership for 
implementation 

•	 Designing monitoring, 
evaluation and feedback 
systems

•	 Determining and delivering 
staff training, capacity 
building and support 
requirements

•	 Planning for guideline 
sustainability

Stage 4: Full Implementation

The guideline is fully operational 
and integrated, used 
consistently, and supported by 
structures and resources.

Key activities at this stage 
include: 
•	 Evaluating implementation 

outcomes, service outcomes 
and client outcomes

•	 Engaging in continuous 
improvement cycles to 
enhance quality

Stage 1: Exploring & Preparing

Here the needs of stakeholders are assessed, the reason/rationale for developing the 
guideline is clarified, and the scope of the guideline is determined.

Key activities at this stage include: 
•	 Stakeholder engagement planning
•	 Assessing needs and the evidence base for a guideline
•	 Defining key clinical questions to be addressed 
•	 Assessing the fit, feasibility and implementability of potential recommendations
•	 Specifying outcomes which the guideline seeks to achieve
•	 Developing a Theory of Change and Logic Model

Stage 3: Implementing & Operationalising

Here the guideline is implemented for the first time.

Key activities at this stage include: 
•	 Maintaining ongoing communication, explaining why the guideline is necessary and 

securing continued buy-in
•	 Providing ongoing professional development opportunities and support for staff 

implementing guidelines
•	 Ongoing monitoring of implementation outcomes, service outcomes and client outcomes
•	 Using data and feedback mechanisms to inform ongoing improvements
•	 Adapting implementation plans for local settings, where appropriate

1. Exploring  
& Preparing

4. Full 
Implementation

2. Planning 
& Resourcing

3. Implementing & 
Operationalising
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Assessing Implementation Stage
It is very useful for Guideline Groups to assess what stage of implementation their guideline 
is at. This allows groups to get a sense of how far along the implementation process they are, 
and consider the most appropriate activities for them, given their stage. Strictly speaking, this 
assessment could occur at any stage of guideline development and implementation, but is 
particularly useful in stages 1 and 2, for the purposes of planning and resourcing.

The Implementation Stages – Key Activities Tool outlines the four stages of implementation and 
provides examples of key activities at each stage. It also provides a template for stakeholders to 
analyse their own progress on the key activities suggested, as well as any additional actions they 
identify specifically for their intervention(s).

Click here to access the tool on the Centre for Effective Services’ website:
http://effectiveservices.org/resources/article/implementation-stages-key-activities

Enablers and Barriers
Implementation Science has highlighted a number of factors which increase the probability of 
any intervention being successfully implemented. The diagram below indicates ten of these most 
commonly-seen factors and indicates at which stage of implementation they require most attention. 
These factors are given a variety of names in the literature, including drivers and facilitators, but for 
simplicity, this Guide will refer to them as implementation ‘enablers’.

Implementation Enablers Stages of Implementation
1. 

Exploring & 
Preparing

2. 
Planning & 
Resourcing

3. 
Implementing & 
Operationalising

4. 
Full 

Implementation
Stakeholder consultation and buy-in
Leadership
Resources
Implementation plan
Implementation team
Staff capacity
Organisational support
Supportive organisational culture
Communication
Monitoring and evaluation
Data informed improvement cycles

Implementation Enablers by Stage of Implementation [14]

Research has also pointed to a number of factors which hinder the implementation process. These 
are known as implementation ‘barriers’. These include alignment problems with funding cycles, 
resistance to change and vested interests. Taking steps to avoid or overcome these barriers, where 
possible, at an early stage of implementation is very important for successful implementation.

http://effectiveservices.org/resources/article/implementation-stages-key-activities
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Context for Implementation
Implementation Science indicates the importance of 
the context in which interventions are implemented 
and used [19]. Examples of factors that influence 
context include: 

•	 Providers’ perceptions of an intervention
•	 Patients’ needs
•	 Relationships, networks and communications
•	 Structural characteristics of the environment
•	 Local and national policies
•	 Culture.

By nature, implementation is inseparable from context. This means that contextual influences 
explain a lot of the variation in implementation success [19]. For example, if an intervention 
requires the purchase of new equipment, but the external context means funding is not readily 
available, the chances of successful implementation are reduced.

As such, it is important to take context into account and design guidelines so that they can leverage 
favourable contextual factors and overcome unfavourable ones. This can be difficult, as contextual 
factors are often changeable and transient.

However, context can also be influenced and malleable to change [21]. Implementation enablers 
such as a sympathetic culture; strong leadership; staff support such as coaching and mentoring; and 
well-designed feedback and evaluation mechanisms, can all help to influence context in a positive 
way.

Context can be described as ‘the set of 
circumstances or unique factors that 
surround a particular implementation 
effort’. This can refer to both the wider, 
systemic context, as well as the specific 
setting in which a specific intervention 
will be implemented [20]. 
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Strategies for Implementation
For some time, there has been evidence that tailored implementation strategies improve 
implementation success [22]. Implementation Science is now identifying what strategies and 
activities may be used to target specific enablers and barriers of implementation. These strategies 
can be either top-down or bottom-up:

Top-Down Implementation Strategies Bottom-Up Implementation Strategies
A linear approach where strategies are led 
from a central source.

A decentralised approach where strategies 
are initiated by stakeholders at community/
local level.

Examples:
•	 Distribute educational materials
•	 Conduct ongoing training
•	 Mandate change

Examples: 
•	 Capture and share local knowledge
•	 Organise clinician implementation 

team meetings

The recent Expert Recommendations for Implementing 
Change (ERIC) project has sought to gather together 
implementation strategies commonly used by those trying 
to successfully implement an intervention [23]. This can 
be used by implementers as a ‘menu’ of options, whereby 
they can choose strategies and activities based on what 
would be most suitable and effective in their specific 
context.

Unfortunately, there is currently little evidence on how to systematically choose strategies [24], so 
an element of trial and error should be expected and tolerated.

Click here to access the 
Expert Recommendations for 
Implementing Change list of 73 
implementation strategies [23, 
pp. 8-10]. 



Stage 1: 
Exploring and Preparing
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Stage 1: Exploring and Preparing

In stage 1 of implementation, the needs of stakeholders are assessed, the reason/rationale for 
developing the guideline is clarified, and the scope of the guideline is determined. It involves 
exploring the context in which implementation will take place, and the range of possible actions 
that will suit this context. For guideline development, this stage typically involves deciding on the 
range of clinical questions to be included in the guideline, i.e. the scope of the guideline. Specific 
activities to be carried out in this stage are:

•	 Stakeholder engagement planning
•	 Assessing needs and the evidence base 
•	 Assessing the fit, feasibility and implementability of potential recommendations
•	 Specifying outcomes which the guideline seeks to achieve
•	 Developing a Theory of Change and Logic Model.

It is worth remembering that while these activities are most suitable during stage 1, they may still 
be useful for Guideline Groups at other stages of implementation.

The key tools that can be used during this first stage of implementation are:
•	 Stakeholder engagement tool
•	 Hexagon tool for assessing the readiness to implement
•	 Logic model template.

Stakeholder Engagement Planning
In the development, implementation and evaluation of 
guidelines, the involvement of stakeholders:

•	 Helps create awareness
•	 Generates buy-in
•	 Identifies and acknowledges any resistance
•	 Aids in the assessment of need, fit, feasibility, capacity 

and readiness.

The pyramid shown overleaf indicates four potential levels of engagement with stakeholders. 
Guideline Groups should consider at which level to engage with key stakeholders. The upper levels 
of the pyramid are more likely to achieve true levels of engagement, whereby stakeholders feel 
adequately consulted and are willing to buy-in to the intervention. However, the upper levels of the 
pyramid also have a higher resource requirement in terms of effort and cost.

Stakeholders are anyone who 
is affected by or is involved 
in the development of and 
delivery of guidelines/projects. 
They include patients, public, 
clinicians, managers, professional 
bodies, unions, educators and 
policymakers.
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Collaborate 
Two-way engagement with joint learning, decision-making and actions;  

partner in the process

Involve 
Two-way engagement with limits to their responsibility;  

they are part of the process.

Consult 
More limited part of the process – involved, but role is limited – stakeholders are asked 

questions and they respond

Inform 
Using pull communication (information is made available and onus is on stakeholder to find 

it) or push communication (information is actively broadcasted to stakeholders)

Levels of Stakeholder Engagement. From Centre for Effective Services, 2017 [25]

Eff
or

t
N

um
bers

It is also important to recognise that, when implementing guidelines, groups of stakeholders may 
be very diverse, depending on specific local contexts. This means that Guideline Groups may focus 
on high-level stakeholders, and detailed stakeholder engagement planning may be more effective 
at a local level.

The Stakeholder Engagement Tool, developed by the Centre for Effective Services, helps those 
implementing a policy or programme to plan for and manage the process of engaging with key 
stakeholders. It sets out tasks and questions for stakeholder identification, analysis and mapping. 
It also provides a template and checklist to help develop a stakeholder engagement plan. 

Click here to access the Stakeholder Engagement Tool on the Centre for Effective Services website: 
http://effectiveservices.org/resources/article/stakeholder-engagement-tool

Public Involvement
The NCEC has published a Framework and Toolkit for Public Involvement in Clinical Effectiveness 
Processes in 2018, which is available on the NCEC website: http://health.gov.ie/national-patient-
safety-office/ncec/public-involvement-framework/. The term ‘public’ includes a wide range and 
variety of individuals, as well as groups and/or organisations. These include people who use, or 
have used health care services, carers and family members, parents, organisations who represent 
patients, patient support groups, charities that represent specific health conditions, individuals 
with an interest in a topic, and members of the general public [26].

The public are partners in the use of clinical guidelines. Their involvement at all stages of the 
planning and development process is integral to the feasibility, needs assessment and sustainability 
of the intervention. Public involvement in clinical effectiveness processes strengthens public 
participation in healthcare decision-making and brings public knowledge and experience to these 
processes.

http://effectiveservices.org/resources/article/stakeholder-engagement-tool
http://health.gov.ie/national-patient-safety-office/ncec/public-involvement-framework/
http://health.gov.ie/national-patient-safety-office/ncec/public-involvement-framework/
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The NCEC Framework and Toolkit for Public Involvement in 
Clinical Effectiveness Processes outlines the practices that may be 
undertaken to involve the public in clinical effectiveness processes 
and includes the NCEC values for public involvement, which apply 
to engagement with all stakeholders:

•	 Dignity and respect
•	 Support
•	 Transparency and openness
•	 Learning and responsiveness
•	 Inclusivity, fairness and diversity
•	 Sustainability
•	 Collaboration and partnership.

Needs Assessment
Prior to guideline development and implementation, a needs 
assessment should be carried out to identify the gap between 
what is currently in place and what is desirable to have in place, 
in addition to any variation in practice. These gaps should be 
assessed at multiple levels (patient, provider, organisation, 
system). Needs should also be assessed from the perspective 
of the stakeholders (both individuals and organisations) who 
will be directly involved in implementation.

	 “Clearly, improving the health and wellbeing of patients is the mission of all healthcare entities, 
and many calls have gone out for organisations to be more patient centred… Consideration of 
patients’ needs and resources must be integral to any implementation that seeks to improve 
patient outcomes” [20, p.7].

The basic questions to be answered by a needs assessment are [27]:
•	 What are the gaps? 
•	 What is causing them?
•	 What can we do to fix it?

A needs assessment should come very early in the guideline development and implementation 
process, and it is sometimes considered a pre-implementation activity or a necessary first step.

The Hexagon Tool is a planning tool used to conduct a needs assessment and evaluate 
implementation readiness for interventions during the initial stages of implementation. It helps 
guideline developers and implementers to broadly consider six factors that help to determine levels 
of need and indicate where initial implementation efforts would be most impactful. The six factors 
are: Need; Fit; Resource Availability; Evidence; Intervention Readiness; and Capacity to Implement.

The Hexagon Tool is also a very useful way for Guideline Groups to begin considering outcomes and 
can be considered as an introductory exercise in developing a logic model.

To access the Hexagon Tool, click here or see Tool 1.

A Needs assessment clarifies 
the extent to which needs, as 
well as barriers and facilitators 
to meet those needs, are 
accurately known and 
prioritised by an organisation 
or group of people.
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Identifying Outcomes
Implementation outcomes are changes resulting from 
deliberate and purposive actions to implement new 
treatments, practices, and services. They are distinct from 
service outcomes and patient/client outcomes, and they serve 
three main purposes: 

a)	 They are indicators of implementation success 
b)	 They highlight implementation processes 
c)	 They can serve as intermediate outcomes for desired 

service or client outcomes which may follow (because an 
intervention is unlikely to be effective unless implemented 
well).

The diagram below presents a taxonomy of implementation outcomes, service outcomes and client 
outcomes. This is followed by further details on implementation outcomes. 

Implementation 
Outcomes

Acceptability
Adoption

Appropriateness
Costs

Feasibility
Fidelity

Penetration
Sustainability

Service
Outcomes

Efficiency
Safety

Effectiveness
Equity

Patient-centeredness
Timeliness

Client
Outcomes

Satisfaction
Function

Symptomatology

Taxonomy of Outcomes. From Proctor et al., 2010 [28]

Outcomes are intended 
or unintended changes 
that occur as a result of 
implementing interventions. 
These changes can occur 
at the level of individuals, 
groups, organisations or 
population, and can occur in 
the short-, medium- or long-
term.
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Implementation 
Outcome

Description Other terms

Acceptability The perception among stakeholders that 
an intervention is agreeable, palatable or 
satisfactory.

Content; comfort; 
credibility

Adoption The initial decision to employ an intervention. Uptake; utilisation; 
intention to try

Appropriateness The perceived fit, relevance or compatibility of 
an intervention.

Perceived fit; 
compatibility; suitability; 
practicability

Feasibility The extent to which an intervention may be 
carried out within a given setting.

Actual fit; suitability 
for everyday use; 
practicability

Fidelity The degree to which an intervention was 
delivered as described.

Delivered as intended; 
adherence; integrity; 
quality of delivery

Cost The cost impact of the implementation 
activities; both due to the cost of delivering 
an intervention, and the complexity of the 
implementation.

Cost-effectiveness; cost-
benefit; marginal cost

Penetration The integration of an intervention into a service 
setting and its sub-systems.

Institutionalisation; 
spread; service access

Sustainability The extent to which an intervention is 
institutionalised within a service’s ongoing 
operations.

Maintenance; 
continuation; durability; 
incorporation; 
integration

Tips for identifying desired outcomes: 
•	 A range of outcomes relating to implementation, service delivery and clients should be 

considered. 
•	 Identify which outcomes are achievable in the short-term, and which are more medium- or 

long-term outcomes.
•	 For clinical guidelines, well thought-out and articulated outcomes are usefully included in a 

logic model, forming one of the first steps in a logic model’s development. Before going straight 
to the logic model, the Hexagon Tool (Tool 1) helps to start thinking about desired outcomes.

•	 Frame and label outcomes in the correct language. They should indicate a change from a 
current position, rather than just an activity, output or decision. The diagram overleaf provides 
some examples of incorrectly labelled outcomes and how they can be more appropriately 
framed.
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Standardisation of charts

Teamwork

E-learning programme mandatory

Charts are standardised nationally.

Enhanced teamwork across 
healthcare teams.

E-learning programme incorporated 
into mandatory training requirements.

Developing a Logic Model 
The potential usefulness of guidelines should 
be determined with reference to a clearly 
articulated description of how they will bring 
about a change. A Theory of Change makes 
this explicit, by indicating why providing input 
X should lead to a change in outcome Z, by way 
of output Y. This theory should be evidence-
based, and trace how the inputs, outputs and 
outcomes are conceptually and practically 
linked.

Input X Output Y Outcome Z

The overall Theory of Change can be simply broken down into a series of ‘if-then’ relationships, 
whereby each step/relationship should be informed by existing evidence about how needs arise 
and how change is achieved in previous steps/relationships.

An example of a Theory of Change for the Mobilisation of Vulnerable Adults, Ontario (MOVE-ON)  
[29] study is provided below. This clearly details a number of steps and expected relationships, 
whereby investment in training and infrastructure can eventually lead to improved outcomes for 
clients and services.

Management 
and staff 
value 

mobilisation 
among 
patients

Staff are given 
the tools 
to increase 
patient 
mobility

Patients are 
assessed for 
their mobility 

needs

Staff develop 
localised 

mobilisation 
strategies

Patients 
get exercise 
during their 

hospitalisation  

↓ Loss of 
muscle strength

↓Depression

↓Delirium

↑ Rate of 
discharge

↑ Independent 
functioning

↓ Hospital 
costs

Investment in 
training and 
infrastructure

If  –  Then If  –  Then If  –  Then If  –  Then If  –  Then

Theory of Change for the Mobilisation of Vulnerable Elders, Ontario (MOVE-ON) study (created by CES based on [29])
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The series of ‘if - then’ relationships and outcomes that express the programme’s theory of change 
form the underlying basis of a Logic Model. The logic model further describes and elaborates on 
the Theory of Change, allowing stakeholders to systematically work through connections between 
the essential components of guidelines, usually on a single page.

Guidelines designed using a logic model can help to achieve 
desired results by encouraging a focus on outcomes from 
the start, making the connections explicit and ensuring that 
there is evidence to support the connections.

It is important to remember that using a logic model 
does not take away from the need for flexibility or 
responsiveness. A logic model is a statement of intent and 
develops through a live and iterative process rather than 
a one-off event. This means it can adapt to unexpected 
events, take advantage of emerging opportunities, and be 
creative in meeting challenges.

However, too many changes, especially if these are reactive, can undermine the value of the logic 
model. Therefore, a logic model, particularly if very complex, is best seen as a high-level statement 
which requires a separate, and more detailed, implementation plan (to be developed in stage 2).

Monitoring and Evaluation

Situation 
Analysis Inputs Activities/ 

Outputs
Short-term 
Outcomes

Evidence

Long-term 
Outcomes

The basic outline of a logic model is shown above. It should be completed by Guideline Groups in 
the following sequence of steps:

1.	 Situation Analysis: Consider the context and what the opportunities, problems and needs 
in relation to the guideline are. The information contained in this box can draw heavily on 
the needs assessment. Answering the following questions will help to describe the current 
situation:
•	 Why is the guideline needed?
•	 What is the situation and issue(s)?
•	 What are the needs of population and target groups?
•	 What are the strengths and weaknesses of current provision?
•	 Where are the gaps?

Benefits of using a Logic Model:
•	 Provides coherence across 

complex tasks
•	 Helps differentiate between 

‘what we do’ (outputs) and 
‘results/changes’ (outcomes)

•	 Keeps focus on shared goals
•	 Improves evaluation and what 

variables get measured
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•	 What do we need to improve?
•	 What are the socio-economic influences?

2.	 Outcomes: As described above, those responsible for development and implementation of 
guidelines should ask what specific changes are desired in the short-, medium- and long-term. 
These can include changes in knowledge, behaviour, practice, decision-making, policies, social 
action, condition, status etc. Long-term outcomes are the desired end-result, and short-term 
outcomes may or may not be cumulative steps or contributions to the long-term outcomes.

3.	 Outputs/Activities: These are key areas of work that will help to achieve the desired outcomes. 
They include specific targets (e.g., numbers of people trained or qualified, resources, reports, 
new processes and structures), as well as clear statements about:
•	 What will be done? (types of activities)
•	 Who will be reached? (clients, providers, beneficiaries, other agencies)
•	 Where it will happen?
•	 When and how often how it will happen?
•	 How it will happen?

	 It is useful to be as clear as possible about your thinking regarding the choice of activities and 
include specific targets for numbers to be reached and frequency of activities, where possible.

4.	 Inputs: This involves being clear about what resources are needed to carry out the activities/
outputs identified. As such, inputs essentially enable outputs. Examples of resources that 
can be employed include staff, equipment, buildings, technology, information systems, and 
support structures. The limited nature of resources means it is important to try to leverage 
or re-organise existing resources as much as possible and include any additional costs in the 
guideline’s Budget Impact Analysis and economic evaluation. If costs are considered unrealistic 
or not cost effective, then the activities/outputs section may have to be revisited and revised 
accordingly.

5.	 Monitoring and Evaluation: This involves assessing the extent to which an intervention is 
working towards the outcomes stated. In the logic model, it is important to consider how 
information will be collected, interpreted and reported. It is also important to consider targets, 
metrics, and Key Performance Indicators (KPIs), as well as baselines and benchmarks, which 
can provide signs of progress.

	 More than other sections of the logic model, the monitoring and evaluation section should 
be high-level, with specific concerns about data and methodology dealt with in detail during 
planning for Monitoring and Evaluation, which is covered in more detail in later sections of this 
Guide.

6.	 Evidence: This should underpin all aspects of the logic model and involves taking data and 
evidence from research, audit, experience, policy, consultation, and ongoing monitoring and 
evaluation processes to:
•	 Inform understanding of problems
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•	 Identify desired outcomes, and how they may be effectively achieved
•	 Devising ways of monitoring and evaluating progress.

	 It is important to consider multiple forms of evidence here, including peer-reviewed research, 
independent reports, case studies, grey literature, audit data and practice wisdom. Information 
contained in the logic model can be underpinned by any of these forms of evidence, if the 
evidence is of high quality. 

Tips for developing a logic model: 
•	 While a logic model should be read from left to right once completed, it is mostly developed 

from right to left, beginning with outcomes (after completing the situation analysis) and 
working back through activities/outputs and inputs.

•	 Though it is often difficult to be precise, being as concrete as possible, in terms of figures and 
targets listed, is better for planning, implementation, accountability and evaluation purposes.

•	 Outcomes inserted into a logic model can be clearly grouped by whether they are related to 
implementation outcomes, service outcomes or client outcomes.

•	 List any anticipated inputs and discuss any issues arising. If you are intending to work 
in partnership, for example, what would you need to consider in terms of planning or 
implementation?

•	 Work already done on the Hexagon Tool and outcomes can form the basis for development 
of a logic model.

To access a blank version of the Logic Model Tool, which Guideline Groups can edit and fill in for 
their own guidelines, click here or see Tool 2.

When an intervention is particularly complex, it may be useful for Guideline Groups to create a 
series of logic models. This may help to break down the overall logic model into a more manageable, 
clear, concise and relevant way for those responsible for implementing specific recommendations 
or working in specific contexts. Logic models can be broken down in the following ways:

1.	 Multiple logic models, with each pertaining to a different element of the intervention. This 
may be particularly helpful in the case of clinical guidelines, which often contain a multitude of 
different recommendations that are not always easy to group together.

2.	 Nested Logic Models, with each being applicable at different levels of service delivery (e.g. 
national, hospital, service). This may help to increase clarity at each level, as well as allowing 
guideline groups to tailor and adapt the level of detail included in each logic model.
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Macro level, e.g. National

Institution level, e.g. Hospital

Unit level, e.g. Service

The following page contains a worked example of a logic model, created by the Guideline 
Development Group responsible for the update of the National Clinical Guideline No. 6: Sepsis 
Management in 2018.
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Stage 2: Planning and Resourcing
In stage 2 of implementation, the foundation is laid for effective implementation. This stage 
involves planning for implementation in more detail, anticipating potential implementation issues, 
costing the implementation plan and submitting the Budget Impact Assessment as part of the 
annual service planning process. Specific activities to be carried out in this stage are:

•	 Assessing implementation readiness
•	 Assessing enablers and barriers
•	 Implementation planning
•	 Expanding the initial Guideline Development Group to include implementation team(s) and 

develop infrastructure for implementation
•	 Developing leadership for implementation
•	 Monitoring and evaluation planning
•	 Training and capacity building
•	 Sustainability planning.

It is worth remembering that while these activities are most suitable during stage 2, they may still 
be useful for Guideline Groups at other stages of implementation.

The key tools that should be used during this second stage of implementation are:
•	 Implementation enablers and barriers assessment tool (Tool 3)
•	 Implementation plan template (Tool 4)
•	 Monitoring and evaluation of implementing National Clinical Guidelines – Planning Tool (Tool 

5).

Assessing Implementation Readiness
Evidence shows that attempts to implement new 
interventions often fail because those leading the 
implementation fail to establish sufficient readiness for 
the change [30].

Implementation readiness in healthcare settings is 
dependent on a number of key factors: [20, 31, 32]

•	 Psychological and behavioural readiness in individuals, teams and organisations – staff should 
be individually and collectively primed, motivated, and technically capable of executing change.

•	 General organisational/structural capacity to successfully implement any innovation – existing 
staff, ICT infrastructure, human resources and procedures etc. 

•	 Organisational/structural capacity that is intervention-specific – specific training, resources 
and policies etc.

•	 Leadership engagement – leaders can create readiness by consulting all stakeholders in the 
decision-making process, by giving clear direction on the change, and by acknowledging and 
validating any concerns.

•	 Securing access to resources needed to implement guidelines – the implementation plan must 
be costed, and a Budget Impact Assessment carried out, to be submitted through the service 
planning process.

Implementation Readiness refers 
to the extent to which organisations 
and individuals are both ‘willing’ to, 
and ‘capable’ of, implementing any 
specific intervention [32].
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Assessing and understanding implementation readiness can help identify barriers and facilitators to 
change and inform implementation planning. However, readiness at one stage of implementation 
does not ensure readiness for the next. This means that assessing readiness is an ongoing and 
iterative process, that should consider new challenges and address them as they arise [32]. This 
requires feedback and input from stakeholders at local levels to get an accurate picture of changing 
contexts and circumstances.

Resources and strategies to help assess and build implementation readiness:
•	 The Hexagon Tool is useful for assessing needs and readiness, and implementation planning:  

Click here or see Tool 1

•	 Normalization Process Theory (NPT):
o	 Toolkit for thinking through potential implementation problems:
	 http://www.normalizationprocess.org/npt-toolkit/
o	 Murray et al. (2010) paper, titled ‘Normalisation Process Theory: A framework for 

developing, evaluating and implementing complex interventions’, which outlines four 
components of readiness, and a list of questions for implementers that are relevant to 
each component:

	 http://www.lenus.ie/hse/handle/10147/142753

•	 The Checklist to Assess Organizational Readiness (CARI) created by Barwick (2011) 
addresses eight different factors relating to readiness in organisations:

	 http://www.effectiveservices.org/resources/article/checklist-to-assess-organisation-
readiness

•	 Other resources and measures for assessing implementation readiness are available and 
listed on the California Evidence-Based Clearinghouse website: 

	 http://www.cebc4cw.org/implementing-programs/tools/measures/

http://www.normalizationprocess.org/npt-toolkit/
http://www.lenus.ie/hse/handle/10147/142753
http://www.effectiveservices.org/resources/article/checklist-to-assess-organisation-readiness
http://www.effectiveservices.org/resources/article/checklist-to-assess-organisation-readiness
http://www.cebc4cw.org/implementing-programs/tools/measures/
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Assessing Enablers and Barriers

Implementation Enablers

Stakeholder 
consultation and 
buy-in

Involving clinicians, the public, patients, administrators and policymakers, 
among others, as early as possible and throughout the development and 
implementation process has several benefits: it helps create awareness; it 
generates continued buy-in; it identifies and acknowledges any resistance; 
and it aids in the assessment of need, fit, feasibility, capacity and 
readiness. The NCEC Public Involvement Framework [26] includes tools to 
assist involving the public in clinical effectiveness processes.

Leadership Having at least one champion improves the likelihood of implementation 
success [22]. Champions are early adopters of change, providing vision 
and support to individual staff and the organisation as a whole.

Resources It is important to have an accurate calculation (as part of a Budget Impact 
Analysis) of the costs and cost effectiveness of designing, implementing 
and delivering a guideline. Once cost has been determined, securing 
appropriate resources, where necessary, through the service planning 
process is required for successful implementation. Tools to assist with 
Budget Impact Assessment and Economic Evaluation are available on the 
NCEC website: http://health.gov.ie/national-patient-safety-office/ncec/
resources-and-learning/ncec-processes-and-templates/

Implementation 
teams

Implementation teams oversee and attend to moving guidelines through 
the stages of implementation. These teams make use of active strategies 
to drive successful implementation and should be made up of members 
from a range of disciplinary backgrounds with specific expertise in relevant 
interventions or in implementing change. There may be significant overlap 
in membership between the original Guideline Development Group and 
the Implementation Team(s). In addition to a national implementation 
team, further implementation teams may also be established to drive 
implementation in specific settings.

Implementation 
plan

Allowing time for planning how guidelines will be implemented is crucial 
in ensuring successful outcomes. By involving multiple stakeholders 
in planning at an early stage of the implementation process, potential 
hurdles can be more easily anticipated and overcome. It also increases 
accountability among relevant stakeholders. An implementation 
plan includes the specific actions to implement the guideline 
recommendations, details of who is responsible, timelines for delivery and 
outcome measurements.

Staff capacity Those who are responsible for the implementation of a specific 
intervention must have the capacity to deliver it. Therefore, developing 
and keeping this capacity is pivotal in ensuring desired outcomes are 
achieved. Staff capacity can be attained through: carefully allocating 
staff; delivering quality training; and providing ongoing support, such as 
coaching and mentoring.

http://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/ncec-processes-and-templates/
http://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/ncec-processes-and-templates/
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Implementation Enablers

Organisational 
support

Supportive organisational structures, systems, policies and procedures 
that align with and support guidelines are important for successful 
implementation. Examples include: procedures for internal governance 
and decision-making; and human resources to manage resistance to 
change.

Supportive 
organisational 
culture

Organisational culture includes the norms, values and beliefs that exist 
and govern behaviour within an organisation. It is necessary to create a 
supportive culture so that specific interventions can successfully become 
embedded in the organisation through: champions communicating a 
strong vision for change; supporting positive role models; and ongoing 
training and support.

Communication Ongoing and open communication with and between staff is crucial in 
successful implementation for several reasons: it helps motivate staff and 
overcome resistance; provides a mechanism for feedback and dealing with 
concerns; and helps to build trust and morale.

Monitoring and 
evaluation

Collecting and interpreting information about implementation and other 
key outcomes is essential in determining whether guidelines are being 
successfully implemented. This information helps to inform future actions 
and increase efficiency.

Learning from 
experience

The use of data and information to improve both specific interventions 
and the guideline implementation process is vital for implementation 
success. Doing this effectively helps to identify ‘quick wins’, build credibility 
and support, and enables continuous improvement cycles.

Implementation Barriers

External 
environment

The external environment can reduce implementation success if existing 
structures are not in line with guidelines. For example, short policy and 
funding cycles may interfere with the implementation process by making it 
more difficult to secure long-term engagement and buy-in.

Resistance to 
change

Resistance to change from those delivering specific interventions can 
undermine implementation efforts and reduce the probability of success. 
Resistance is commonly generated if: stakeholders feel they have not 
been consulted; changes are implemented before stakeholders are ready; 
implementation is perceived as occurring through coercion or control from 
leadership; the organisational culture is not aligned with the guideline; or 
appropriate governance structures to support guideline implementation 
are not put in place.

Vested interests Vested interests of staff, managers, lobby groups, and other professional 
bodies may interfere with the implementation process if they are 
incongruent with the guidelines. This can occur through stakeholders 
blocking the implementation process or altering it in a new, less productive 
direction.
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Implementation Enablers and Barriers: Assessment Tool
The Centre for Effective Services has created a bespoke tool for stakeholders involved in designing 
and implementing clinical guidelines and other policies, procedures, protocols and guidelines 
(PPPGs), to assess enablers and barriers. This tool is based on the Consolidated Framework for 
Implementation Research and the Behaviour Change Wheel. The tool generates consideration of 
structural and psychological enablers and barriers to implementation in a health context.

To access the tool, click here or see Tool 3.

Implementation Planning
Allowing adequate and appropriate time for planning how clinical guidelines will be implemented 
is a crucial implementation enabler. Devising an implementation plan enables those driving the 
change to map out the implementation process and provide a course of action for any challenges. 
Research shows that implementation is likely to be more successful if this planning is done 
concurrently with the development of guidelines, rather than after they have been developed [9].

The following steps help to prepare the implementation plan and should be retained by those 
developing/implementing guidelines: 

•	 Assessment of implementation readiness
•	 Development of a one-page logic model, including situation analysis, inputs, activities/outputs 

and outcomes 
•	 Assessment of enablers and barriers
•	 Identification of specific behaviour change or change in current practice required (i.e. who 

needs to do what differently in order for this recommendation to be implemented?)
•	 Clearly documenting baseline/current status and any assumptions being made
•	 Including any additional resources required in the Budget Impact Assessment. 

A comprehensive Implementation Plan should [8]:
ü	Detail the implementation objectives
ü	Outline tasks and activities necessary for implementation
ü	Identify who is responsible for the delivery of activities 
ü	Outline time-frames and milestones
ü	Consider risks and strategies to manage these risks
ü	Identify monitoring and reporting processes.

It is important that implementation planning should include public involvement and engagement 
with multiple stakeholders to secure buy-in and ensure that the plan considers multiple viewpoints. 
The plan should also remain live throughout the implementation process and be revisited and 
revised regularly throughout all implementation stages.

An implementation plan must be included in published NCEC guidelines. The template provides an 
example of a tool that can be used for implementation planning, prompting Guideline Groups to lay 
out the implementation tasks (in the form of specific actions); which guideline recommendation(s) 
these tasks refer to; which group/unit/organisation has lead responsibility for the task; an indicative 
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timeframe for completion; and some detail on expected outcomes and how they will be verified or 
measured. It can also include implementation enablers and barriers, some of which will be common 
to multiple recommendations.

Guideline 
recommendation 
or number(s)

Implementation 
enablers/
barriers/gaps 

Action/
intervention/task 
to implement 
recommendation 

Lead 
responsibility for 
delivery of the 
action 

Timeframe for 
completion

Expected 
outcome and 
verification Year 1 Year 2 Year 3

           

           

           

           

           

           

Implementation Planning Tools
•	 The above template is contained in an Implementation Planning Tool (Tool 4). Completed 

NCEC guidelines must include an implementation plan. The tool also helps stakeholders to 
consider implementation team processes; dissemination and communication strategies; 
and development of specific implementation tools and resources.

	 To access the Implementation Planning Tool, click here or see Tool 4

•	 The following pages contain a worked example of an implementation plan completed by the 
Ovarian Cancer Guideline Development Group.

•	 Click here to access a Gagliardi et al. (2015) paper ‘Developing a checklist for Guideline 
Implementation Planning’ which contains a useful checklist to help stakeholders consider 
different aspects of implementation planning for clinical guidelines [9, pp. 5-6].

https://implementationscience.biomedcentral.com/articles/10.1186/s13012-015-0205-5
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Establishing Implementation Teams
Implementation teams are groups of stakeholders 
that oversee and attend to moving guidelines through 
the stages of implementation. They are established 
to make it happen, i.e. actively use strategies and 
supports to facilitate implementation.

Implementation teams are typically made up of 3-12 
people, and the composition of the group is extremely 
important. It is possible to repurpose existing 
Guideline Development Groups when forming a post-
publication implementation team, but the following 
points should be considered:

•	 Diversity – does the team have an appropriate balance of perspectives, training and expertise, 
experience, relationships and priorities?

•	 Decision-making authority – the implementation team should contain members who have 
their own decision-making authority or have direct access to decision-making authority, so 
that decisions can be made in a timely manner

•	 Knowledge – the implementation team should contain members who have expert knowledge 
of specific interventions contained within guidelines, data use, implementation, and systems 
change.

It is important that there is some degree of overlap in membership between Guideline Development 
Groups and implementation teams, as implementation needs to be considered throughout all 
stages of guideline development. It is recommended that there is an ‘Implementation Lead’ on the 
Guideline Development Group from the beginning, to ensure that guideline recommendations are 
implementable and to coordinate the development of the implementation plan.

It is worth noting that one implementation 
team may not be sufficient to implement 
guidelines at a national level. In this case, 
it might be appropriate to establish an 
infrastructure of linked implementation 
teams to encourage greater integration and 
coherence in large systems. Teams can operate 
at different levels (e.g. national, hospital 
group, individual hospital, community) or 
teams can work to implement different 
recommendations contained in clinical 
guidelines.

Key implementation team functions: 
ü	Move guidelines through the stages of 

implementation 
ü	Ensure fidelity to interventions contained 

within guidelines
ü	Identify barriers and find solutions where needed
ü	Identify enablers and leverage them if possible
ü	Ensure Budget Impact Assessment is submitted to the service planning process 
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ü	Put implementation infrastructure in place
ü	Engage with stakeholders and communities 
ü	Build cross-sector collaboration to ensure service partners are aligned with new ways of 

working
ü	Work with other teams to monitor progress 
ü	Use data to make decisions and support implementation capacity
ü	Ensure decisions are purposeful and planned

Developing Leadership for Implementation
There is broad consensus on the importance of leadership for effective implementation. This is due 
to the potential for leadership to inspire and motivate staff to adopt and sustain the attitudes and 
behavioural changes necessary for effective implementation [33].

Research linking leadership and the quality of healthcare indicates a need for a collective network 
of leaders, including practitioners at all levels, distributed throughout the healthcare systems [34] 
and public involvement. This may require distribution and decentralisation of leadership power to 
wherever expertise, capability and motivation sit in the system.

Creating an organisational culture where leaders flourish has benefits for both staff and the leaders 
themselves:

•	 If leaders and implementers create positive, supportive environments for all practitioners, 
those practitioners then create caring, supportive environments for patients

•	 Where there is a culture of collective leadership, practitioners are likely to intervene to solve 
problems, to ensure quality of care and to promote responsible, safe innovation.

The following table provides examples of different leadership activities which can support 
implementation [35]:

Relations-oriented 
behaviours

Change-oriented behaviours Task-oriented behaviours

•	 Communicate with 
practitioners about clinical 
issues

•	 Recognise efforts to change
•	 Provide reminders
•	 Encourage and support 

collaboration with 
specialists and inter-
professionals

•	 Support change visibly and 
symbolically

•	 Demonstrate commitment 
to change

•	 Reinforce vision and goals 
of change

•	 Understand difficulties with 
change

•	 Advocate for change 
internally and externally

•	 Advocate for additional 
resources or reorganisation 
of existing resources 
internally and externally

•	 Conduct regular leadership 
meetings

•	 Clarify roles and 
responsibilities

•	 Monitor performance and 
outcomes

•	 Modify care-plans and 
documentation

•	 Procure resources, 
education, training and 
policies to reflect change

While individual members of Guideline Groups may not be in high-level leadership positions 
themselves, they can seek to influence those who are, and be champions for the guidelines 
themselves. 
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Monitoring and Evaluation Planning
National Clinical Guidelines endorsed by the Minister for Health are mandated for implementation in 
the Irish health system. Accordingly, the NCEC guideline development process requires monitoring 
and audit criteria, including Key Performance Indicators (KPIs), to be included in each guideline.

•	 Monitoring is the routine and systematic collection of information against a plan. It makes use 
of existing data and information about inputs, outputs and outcomes, or about outside factors 
affecting the organisation or project, to inform improvement.

•	 Evaluation is a planned investigation of a project, programme, or policy used to answer specific 
questions, often related to design, implementation, and results (cause and effect).

•	 Clinical or Healthcare Audit is a process to improve patient care and outcomes involving a 
documented, structured and systematic review and evaluation, against clinical standards, or 
clinical guidelines, and, where necessary, actions to improve clinical care. 

	 Clinical audit is part of the clinical governance agenda and is intended to provide the evidence 
for assuring the quality of clinical care and helping to bring about improvements where 
necessary.

	 Clinical audit is a cyclical process, recognised as having the following elements:
•	 a commitment to quality improvement and learning
•	 measurement – measuring a specific element of clinical practice
•	 comparison – comparing results with an accepted benchmark, these are national or 

international standards, or clinical guidelines
•	 evaluation and action – reflecting the outcome of audit and where indicated, changing 

practice accordingly (sometimes referred to as ‘closing the loop’).

Information and tools to help guideline developers think about monitoring and audit criteria are 
available from: 

•	 The National Clinical Effectiveness Committee guideline development manual
	 http://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/ncec-

processes-and-templates/

•	 The National Clinical Effectiveness Committee website 
	 http://health.gov.ie/national-patient-safety-office/ncec/

•	 The HSE Quality Improvement Division website https://www.hse.ie/eng/about/who/qid/
measurementquality/clinical-audit/ 

For implementation to be measured accurately, all three of the above mechanisms may be used 
with different levels of emphasis, depending on the context. There is no single measurement type 
that comprehensively measures all elements of implementation, and a hybrid methodology may be 
required. Currently, implementation of NCEC National Clinical Guidelines is monitored through the 
HSE Performance Assurance Reports, compliance with the National Standards for Safer Better 
Healthcare and alignment with the clinical indemnity scheme [36].

The purpose of this section is not to focus on methodologies or KPIs for monitoring, evaluation and 
audit. Instead, the remainder of this section will focus on planning for monitoring and evaluation, 
particularly when considering how to monitor whether the guideline has been successfully 
implemented. Accordingly, the table overleaf provides a series of prompts and questions that 
guideline groups can use to guide planning for monitoring, evaluation and audit.

http://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/ncec-processes-and-templates/
http://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/ncec-processes-and-templates/
http://health.gov.ie/national-patient-safety-office/ncec/
https://www.hse.ie/eng/about/who/qid/measurementquality/clinical-audit/
https://www.hse.ie/eng/about/who/qid/measurementquality/clinical-audit/
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Planning for Monitoring and Evaluation – Prompts and Questions

1.	 What is the purpose(s) of our 
evaluation?  
Why do we want to do it?

•	 Is it about effectiveness, efficiency, economy, 
relevance, implementation, process and/or impact?

•	 Is it about population change or performance 
accountability?

2.	 What is the evaluation question(s)? 
What will we monitor and 
evaluate? 

•	 What is the theory of change underpinning the 
guidelines or specific interventions to be evaluated?

•	 From the logic model for the guideline, what will be 
prioritised for monitoring and evaluation?

3.	 Who will use the learning from the 
evaluation? How can we involve 
them from the start?

•	 What indicators will we use to address different 
audiences?

•	 What methods will we use in the evaluation to 
involve key stakeholders?

4.	 What resources and expertise do 
we have for our evaluation? What 
resources do we have/will we need, 
including outside support? 

•	 What is the budget for the evaluation?
•	 What are our experiences of evaluation?
•	 What are our skills and what are the gaps that need 

to be filled?

5.	 What is our plan for 
operationalising the evaluation 
(tasks, responsibilities, timescales 
etc.)? How will we do it? When will 
we do it?

•	 Who will manage and coordinate the evaluation?
•	 How long will it take? Do we have a schedule of 

activities?

6.	 What are the main challenges? 
Who will do it, and do they have 
the right skills?

•	 What staff will be involved and what training is 
required?

•	 How will we secure active participation, 
engagement, motivation?

7.	 What is our plan to disseminate 
and use our learning from the 
evaluation? What will we do with 
the information we get?

•	 Who will write up the findings and help with 
interpretation?

•	 What other strategies are needed to disseminate 
and share learning with different stakeholders?

•	 How will the findings be used to inform quality 
improvements?

Monitoring and Evaluation of Implementation: Planning Tool 
The Centre for Effective Services has created a bespoke tool to help Guideline Groups to think 
about and plan for monitoring and evaluation of the implementation process. This tool should 
be used at an early stage of guideline development to ensure that monitoring and evaluation are 
embedded into the implementation process.

To access the Monitoring and Evaluation of Implementation Planning Tool, click here or see Tool 5.

Involving relevant stakeholders is a crucial part of the monitoring and evaluation process – they 
should be consulted with at all stages of developing and implementing clinical guidelines. This 
is to ensure that specific responsibilities of all those involved can be clarified and agreed before 
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monitoring and evaluation commences, and that the added burden of collecting and recording data 
is feasible and manageable. To determine which stakeholders should be involved in the monitoring 
and evaluation of clinical guidelines, it is important to establish [37]:

1.	 Who is involved in the delivery of the care or service?
2.	 Who is in receipt of, uses or benefits from the care or service?
3.	 Who has the authority to support implementation of any identified changes? 

Indicators
It is also important to consider what indicators can be feasibly and accurately used to monitor and 
evaluate implementation outcomes. To ensure that efforts to collect data are streamlined and that 
the data is relevant, these indicators should be action-focused, important, measurable and simple. 

Action-Focused 
Must be used to inform future 

actions

Measurable 
Collecting and analyzing the 

information must be possible with 
methods and resources available

Important 
As with outcomes, only measure 

what matters

Simple 
The language must be accessible, 

clear and concise

A number of Quality and Patient Safety Performance Indicators that measure implementation and 
the impact of National Clinical Guidelines already exist and are specified in the HSE Service Plan: 
https://www.hse.ie/eng/services/publications/serviceplans/national-service-plan-2018.pdf.

When deciding how to monitor and evaluate implementation of clinical guidelines, existing 
indicators and data collection mechanisms should be used where available. Other useful types 
of data collection methods may also already be in place, such as patient satisfaction/patient 
experience surveys, evaluation, quality indicators, audit and research.

The HSE Measurement for Improvement Team combines expertise in quality improvement, 
statistical analysis and qualitative research with clinical experience. The team provides a number 
of useful tools and resources on their website, as well as training and advice on how to analyse 
and present information gathered from monitoring and evaluation processes.

To access the tools, resources, training and advice, see the HSE Measurement for 
Improvement Team website: https://www.hse.ie/eng/about/who/qid/measurementquality/
measurementimprovement/measurement-for-improvement-team.html

Additional information and tools for clinical audit are available in the following documents:
•	 A Practical Guide to Clinical Audit (HSE) https://www.hse.ie/eng/about/who/qid/

measurementquality/clinical-audit/

•	 Improvement Knowledge and Skills Guide (HSE) 
	 https://www.hse.ie/eng/about/who/qid/improvement-knowledge-and-skillsguide/

https://www.hse.ie/eng/services/publications/serviceplans/national-service-plan-2018.pdf
https://www.hse.ie/eng/about/who/qid/measurementquality/measurementimprovement/measurement-for-improvement-team.html
https://www.hse.ie/eng/about/who/qid/measurementquality/measurementimprovement/measurement-for-improvement-team.html
https://www.hse.ie/eng/about/who/qid/measurementquality/clinical-audit/
https://www.hse.ie/eng/about/who/qid/measurementquality/clinical-audit/
https://www.hse.ie/eng/about/who/qid/improvement-knowledge-and-skillsguide/
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Training and Capacity Building
One of the most important factors in building leadership in an organisation or setting is building 
and maintaining staff capacity. One aspect of this; coaching and mentoring – is covered in detail 
in stage 3. There are also several other key mechanisms to build staff capacity for implementation 
[22]: 

•	 Assignment/recruitment of staff
•	 Training

When planning for implementation, Guideline Groups should seek to highlight the staff training 
and capacity-building needs that are associated with the guideline. While not necessarily expected 
to design these procedures and processes, it is important that these groups consider how they may 
be developed. Again, internally available resources should be leveraged, where possible, and any 
additional resources required should be included in the guideline’s Budget Impact Analysis.

Assignment/recruitment of staff
Staff who will be involved in implementing clinical guidelines should have the appropriate skills and 
knowledge to do so, or the ability to learn these. Effective assignment/recruitment of staff requires 
specifying what the required skills and abilities for the specific intervention are; the development 
of methods for identifying these skills and abilities in practitioners; and criteria for selecting 
practitioners with those skills and abilities. These aspects should be included in job descriptions, 
staff induction and continuous professional development.

Training
Staff should be facilitated to develop their knowledge, experience and skills of specific interventions 
through effective and timely training. Training programmes should provide knowledge related 
to the theory and underlying principles and values of the intervention; introduce the key 
components of practices; and provide opportunities to practice new skills and receive feedback in 
a safe, supportive environment. The content and format of training may vary depending on the 
intervention and should be developed with the needs of staff and patients in mind.

Sustainability Planning
Guidelines aimed at improving 
healthcare need to be sustained 
for improved outcomes to be 
maintained. Essentially, sustainability 
means that one year or longer after 
implementation, at a minimum, the 
situation has not reverted to the 
old way of working, or old level of 
performance.

For interventions contained within guidelines to be sustainable, they should be able to withstand 
challenges and variation, evolve alongside other changes and continue to improve over time. There 
is a tension between needing to maintain ‘fidelity’ to a specific intervention and needing to evolve 
in a changing healthcare context. Changes to implementation plans may need to be made so that 
an intervention can continue to be used in practice and maintain the benefits for patients and 
communities.

The United Kingdom’s National Health Service defines 
sustainability as achieved when ‘not only have the 
process and outcome changed, but the thinking and 
attitudes behind them are fundamentally altered and 
the systems surrounding them are transformed as well. 
In other words, the change has become an integrated 
or mainstream way of working rather than something 
“added on”’ [38, p.6].
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To maximise the potential for sustainability, sustainability planning should commence near the 
beginning of the guideline development and implementation process. However, it is useful at all 
stages of implementation, and sustainability plans should be revisited at several different points 
so that sustainability can be monitored over time. Through continuously assessing and identifying 
potential barriers to sustainability, strategies can be put in place to anticipate and address potential 
implementation problems.

The following table outlines some key questions to consider in relation to different elements of 
sustainability [38, 39]:

Key elements of 
Sustainability

Questions

Planning for 
sustainability

•	 Is sustainability planning an active component of all stages of 
implementation?

•	 Can existing services integrate a specified intervention?

Credibility of the 
evidence

•	 Are benefits to service users, staff and organisations visible?
•	 Is there evidence that this type of change has been achieved 

elsewhere?

Seeking commitment 
and support

•	 What leaders/managers support the implementation of guidelines?
•	 Are the guidelines congruent with other policy objectives/contexts at 

the time/future?

Engagement and 
partnerships

•	 Is there evidence that appropriate and influential stakeholders, 
including the public, are accepting/supportive of guidelines?

Programme 
champions

•	 Are there local ‘champions’ to promote the value of guidelines and is 
interest likely to be ongoing?

Fit with organisation •	 Are guidelines contributing to the overall organisational aims? 
•	 Is ‘fit’ assessed in an ongoing manner?

Building capacity – 
organisational and 
community

•	 Are staff involved in the implementation of guidelines?
•	 Is there a capacity-building infrastructure to ensure the skills 

necessary to continue implementation will exist/remain?

Infrastructure for 
sustainability

•	 Have crucial elements of guidelines been embedded into policies and 
procedures?

•	 Are new requirements built into job descriptions?

Adaptability •	 Do structures and policies allow some flexibility and evolution, as 
required, to maintain and improve outcomes?

Evaluation •	 Are outcomes measured to determine continued benefit?
•	 Is evidence used to develop and improve guidelines?
•	 Are there feedback mechanisms in place to communicate results and 

initiate action?

Funding •	 Is funding available to support implementation to a level that effects 
are maintained (or increased)?

•	 What existing resources can be leveraged or reorganised to support 
implementation?

Policy/economic 
environment

•	 What changes are occurring in the policy and economic environment 
that may have an impact on guideline implementation?
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Sustainability Planning Tool
The United Kingdom’s National Health Service has produced a Sustainability: Model and Guide, 
which acts as a diagnostic tool to help plan for sustainability and monitor progress over time, 
and as a guide offering practical advice on how to maximise success at sustaining change.

It identifies a range of factors that influence 
sustainability, including:
•	 Credibility of the benefits of an intervention
•	 Effectiveness of the system to monitor 

progress and measure change
•	 Staff involvement and training to sustain 

the process
•	 Senior and clinical leadership engagement 

and support
•	 Alignment with organisational strategic 

aims and culture. 

Guideline Groups are not necessarily expected to design these systems and processes. 
Instead, they should aim to signal the importance of these factors, identify needs, cost the 
implementation process, and influence high-level decision-makers where possible. This point 
may be particularly relevant for stakeholders and implementers at a more local level.

Click here to access the NHS Sustainability Model and Guide: https://improvement.nhs.uk/
resources/Sustainability-model-and-guide/

https://improvement.nhs.uk/resources/Sustainability-model-and-guide/
https://improvement.nhs.uk/resources/Sustainability-model-and-guide/


Stage 3: 
Implementing and Operationalising
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Stage 3: Implementing and Operationalising
In stage 3 of implementation, guidelines are implemented in clinical and healthcare settings 
for the first time. Essentially, guidelines are put into practice by practitioners and organisational 
supports and functions begin to operate to help implementation. Guidelines will be signed off at 
this point, however, stakeholders can continue to be influential in their implementation through 
highlighting needs, taking up membership of implementation teams, and acting as champions for 
the guidelines.

Specific activities to be carried out in this stage are:
•	 Maintaining communication with stakeholders and securing continued buy-in
•	 Providing professional development opportunities and support, such as coaching and 

mentoring
•	 Ongoing monitoring of implementation outcomes, service outcomes and client outcomes
•	 Using data and feedback mechanisms to inform ongoing improvements
•	 Adapting implementation plans for local settings where appropriate.

It is worth remembering that while the activities highlighted are most suitable during stage 3, they 
may still be useful for Guideline Groups at other stages of implementation.

Maintaining Communication 
Ongoing communication between implementation teams, practitioners, champions, public 
representatives, and all other relevant stakeholders is an important enabler of implementation for 
several reasons:

•	 Communicating a vision for change helps to motivate staff and overcome resistance to change
•	 Communication provides an important mechanism for obtaining feedback
•	 Open communication helps to build trust and teamwork between various stakeholders, teams 

and organisations responsible for implementation.

Both formal and informal communication are important, with networking and ‘water cooler’ 
conversations having as much potential to change individual behaviour as formal broadcasts. The 
following strategies relating to communication can all contribute to more effective implementation 
[20]: 
ü	Assimilating new staff and making them feel welcome
ü	Fostering peer collaboration and open feedback and review across hierarchical levels
ü	Clear communication of guidelines’ purpose and goals
ü	Use of champions to encourage cohesion between staff and positive informal communication 

about guidelines.
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Coaching and Mentoring
Evidence suggests that training alone 
is insufficient to change the skills of 
professionals. A meta-analysis of research in 
education showed that with training alone, 
only 5-10% used the new practice; this 
increased to 80-90% when supplemented 
with coaching [40]. Accordingly, coaching and 
mentoring are increasingly being used as a 
method of supporting and building capacity 
among professionals.

Building quick and accurate use of new skills and behaviours in the real world is challenging. 
Coaching and mentoring offer additional benefits to traditional training approaches and provide 
opportunities for staff to receive support and assistance in the development of skills aligned with 
specific interventions. Benefits include [41, 42]:

•	 Helping staff to adjust to and implement change 
•	 Decreasing frustration by focusing on helping staff meet performance goals and reducing 

burnout
•	 Motivating and helping staff to build fluency and accuracy with effective skills
•	 Providing time to problem-solve, rehearse, and get feedback about how to use practices 
•	 Strengthen staff capacity to integrate new practices and to learn from experience 
•	 Ensuring implementation fidelity
•	 Increasing self-confidence and enhancing professional networks.

Coaching and Mentoring Tools and Resources
•	 For an evidence review produced by Centre for Effective Services on what works in coaching 

and mentoring, click here: 
	 http://effectiveservices.org/resources/article/coaching-and-mentoring-an-access-

evidence-report

•	 For a one-page infographic produced by the Centre for Effective Services that highlights the 
differences between coaching and mentoring, click here: 

	 http://effectiveservices.org/resources/article/coaching-and-mentoring-table

•	 The NCEC website has resources and advice for Guideline Groups, including videos from 
stakeholders who have experience of the guideline development process:

	 http://health.gov.ie/national-patient-safety-office/ncec/ 

Coaching is a formal, typically short-term, 
arrangement between a coach and an individual 
focused on developing work-related skills or 
behaviours.

Mentoring is a formal or informal arrangement, 
which typically involves an ongoing relationship 
of support for significant transitions in 
knowledge, thinking and skills [42].

http://effectiveservices.org/resources/article/coaching-and-mentoring-an-access-evidence-report
http://effectiveservices.org/resources/article/coaching-and-mentoring-an-access-evidence-report
http://effectiveservices.org/resources/article/coaching-and-mentoring-table
http://health.gov.ie/national-patient-safety-office/ncec/
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Networks
Networks seek to deepen knowledge and expertise of their members and the group as a whole 
by interacting with each other on an ongoing basis. Networks among groupings of individuals, 
organisations and/or agencies can take many forms and serve different purposes. Two such 
examples include:

•	 Knowledge Networks – These lead to accumulation, augmentation and exchange of tacit 
knowledge and improved skills required for implementing specific interventions

•	 Communities of Practice – These aim to solve specific problems by forming self-selected, 
informal groups linked by shared experience, passions or goals. 

Ongoing Monitoring of Outcomes
Based on the planning for monitoring and evaluation 
conducted during stage 2, implementation teams 
should look to engage in ongoing monitoring of 
implementation outcomes, service outcomes and 
client outcomes.

At this point, Guideline Groups are likely to have 
identified outcomes, KPIs and audit measures as part 
of guideline development. Using this information 
and revisiting documents developed during stages 
1 and 2, (such as the logic model, implementation 
plan, enablers and barriers assessment, and the 
monitoring and evaluation plan) implementation 
teams can therefore seek out and obtain any emerging 
information about these outcomes.

At this stage of implementation, monitoring is formative in nature – it provides an indication of 
whether guidelines are functioning and being implemented as planned, an indication of what is 
working well or not well, and how changes can be made to inform improvement.

It is also important to get an early sense of any changes in service outcomes and client outcomes 
– if the changes are positive, these can be used to generate increased buy-in and support from 
patients, public, healthcare staff, management and policy-makers.

Resources to support ongoing monitoring of outcomes
•	 A guidebook produced by the National Resource Centre in the US for ‘Strengthening Non-

profits: A Capacity Builder’s Library’ aims to help stakeholders understand the concepts, uses 
and limitations of measuring outcomes. While this resource is not designed specifically for 
healthcare settings, it provides useful information for stakeholders involved in monitoring 
guidelines.

	 To access ‘Strengthening Non-profits: A Capacity Builder’s Library’, click here: http://www.
strengtheningnonprofits.org/resources/guidebooks/MeasuringOutcomes.pdf

Benefits of ongoing monitoring of 
outcomes:

•	 Increase accountability
•	 Identify and deliver ‘early wins’
•	 Learn about activities and 

results
•	 Promote reflection
•	 Identify strengths and 

weaknesses
•	 Ultimately, inform future actions 

and improve practice

http://www.strengtheningnonprofits.org/resources/guidebooks/MeasuringOutcomes.pdf
http://www.strengtheningnonprofits.org/resources/guidebooks/MeasuringOutcomes.pdf
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Data-Based Decision Making
Guideline Groups should use processes for collecting 
and analysing different types of data to guide decisions 
towards improvement of clinical guideline processes 
and outcomes on an ongoing basis. This data can come 
from multiple sources, including both standard audit 
procedures and specific efforts to monitor and evaluate 
implementation of clinical guidelines. 

Some questions related to implementation that this data can provide answers to include:
•	 Are the projected outcomes laid out in the implementation plan being met?
•	 Are the indicators highlighted in the implementation plan providing useful information?
•	 Are guidelines being implemented with fidelity?
•	 Have any risks emerged?

For meaningful decisions and actions to arise out of this monitoring process: 
ü	Data relating to guidelines must be collected
ü	Data must be measured, analysed and reported accurately
ü	Appropriate reporting and review mechanisms must be in place to determine whether desired 

outcomes are being achieved
ü	Decisions for action must be clearly informed and linked to the data and other evidence.

Data should also be used to support effective feedback loops across multiple system levels. 
“Without effective feedback loops within and across levels of an organizational system, effective 
innovations are often changed to fit the existing systems, as opposed to existing systems changing 
to support effective innovations” [43, p.8]. Continuous quality improvement relies on gathering 
and assessing feedback and communication between various stakeholders in the implementation 
process. This helps to connect policy to practice and promote reflection that can lead to barriers 
being identified and addressed on a continuous basis. Therefore, systems should be put in place 
that ensure stakeholder experiences are being fed back to guideline groups and decision-makers 
and play a role in their data-based decision-making processes. It would also be helpful for guideline 
groups to consider if, and how, this feedback could be usefully shared throughout the Irish 
healthcare system and beyond.

Adapting Implementation Plans for Local Settings
Implementation requires management of many interacting elements in the internal and external 
environments. This means that all implementation plans contain a degree of tension between 
maintaining fidelity to an intervention’s design and needing to consider and adapt implementation 
plans to local context and conditions. In reality, due to natural variation in real world contexts, it is 
almost impossible to apply an implementation plan with 100% fidelity.

The Dynamic Sustainability Framework [45] challenges the notion that interventions can be 
designed and tested in a single form that will be applicable across all healthcare settings and 
populations over time. It argues that the characteristics of settings in which interventions are being 
delivered are constantly evolving, including human and capital resources, information systems, 
organisational culture, climate and structure, and processes for training and supervision of staff. 
The success of sustaining an intervention is therefore dependent on its ongoing fit within a setting.

Data-Based Decision Making: using 
processes for collecting and analysing 
different types of data to guide 
decisions towards improvement 
of processes and outcomes on an 
ongoing basis.
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Ongoing adaptation of implementation plans with a primary focus on fit between guidelines 
and practice settings may therefore be required. This will then lead to ongoing improvement in 
healthcare service delivery and outcomes. Dynamic sustainability can therefore be thought of as 
the process of managing and supporting the evolution of guidelines over time within a changing 
context.

Researchers have argued that there are two separate categories of implementation activities [20]:
	 Core components – these are essential and indispensable elements of the implementation 

plan, which cannot be changed without undermining effectiveness. All core components must 
be delivered with total fidelity.

	 Adaptable periphery – these are elements of the implementation plan which may be tailored 
to local settings. Guideline groups may be able to make evidence-based decisions on how 
best to adapt elements of their implementation plan to the context, without undermining the 
integrity of the intervention.

Evidence-based healthcare/Evidence-based Practice (EBP) is comprised of three factors: best available 
evidence, clinical expertise and patient values. Accordingly, specific clinical recommendations may  
not be appropriate in all cases and it may be necessary to deviate from the guideline. In these 
individual cases, the healthcare practitioner records this decision in the patient’s chart.

Guideline Groups may work with healthcare professionals and other relevant stakeholders in local 
settings to help define which elements of an implementation plan may be appropriate to adapt for 
local settings. Clinical judgement in any such decisions must be clearly documented.

Best available 
evidence

Clinical
expertise

Patient
values

EBP

Evidence-based Practice



Stage 4:
Full Implementation
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Stage 4: Full Implementation
In stage 4 of implementation, guidelines are fully operational and integrated, used consistently, 
and embedded in structures. This means that skills and activities are sustained throughout the 
health system, policies and procedures are fully in place to support changes, and outcomes are 
ready to be evaluated. The majority of the specific implementation tasks will be completed at 
this point, meaning that the important tasks for stakeholders will be to show that guidelines are 
working and to look at how processes and outcomes can be continuously improved.

Specific activities for implementing clinical guidelines at this stage include: 
•	 Evaluating implementation outcomes, service outcomes and client outcomes
•	 Engaging in continuous improvement cycles to produce more efficient and effective guidelines

Evaluation
Upon reaching full implementation, guidelines should be fully operational and integrated into 
routine practice, i.e. the standard way in which services carry out their work. This means that all 
implementation outcomes, service outcomes and client outcomes are ready to be evaluated. This 
differs from ongoing monitoring as it is largely summative in nature, providing evidence of whether 
guidelines are having the desired impact on outcomes.

Appropriate reporting and review mechanisms, such as KPIs and audit, should have been planned 
at earlier stages of implementation, and, at this point, must be fully in place to determine whether 
desired outcomes are being met. Having accurate data to demonstrate whether the guideline is 
being implemented and intended outcomes are being produced is of paramount importance.

Client outcomes, service outcomes and implementation outcomes should all be evaluated. Some 
service-focused stakeholders may show most interest in whether guidelines are achieving the 
results they anticipate and desire. However, it is critical that time and resources are dedicated to 
gathering and analysing data on all aspects of the implementation process in order to make the 
necessary adjustments to meet local, contextual conditions and in order to understand how the 
quality of implementation affects outcomes [43].

•	 Returning to the Monitoring and Evaluation of Implementation Planning Tool (Tool 5)  
to review implementation outcomes may be useful at this point. This tool was created 
by the Centre for Effective Services to help Guideline Groups to think about and plan for 
monitoring and evaluation of the implementation process. While this tool should initially 
be used at an early stage of guideline development to ensure that monitoring and evaluation 
are embedded into the implementation process, it is beneficial to return to the tool when 
evaluating implementation at later stages of implementation.

	 To access the Monitoring and Evaluation of Implementation: Planning Tool, click here or see 
Tool 5.

•	 The HSE Website provides information, tools and resources that encourage the accurate 
collection, analysis and reporting of monitoring, evaluation and clinical audit data: https://
www.hse.ie/eng/about/who/qid/measurementquality/ 

https://www.hse.ie/eng/about/who/qid/measurementquality/
https://www.hse.ie/eng/about/who/qid/measurementquality/
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Continuous Improvement Cycles
Reflecting on emerging evidence on outcomes and implementation provides opportunities to learn 
from experience and inform future implementation. If guidelines are not being implemented as 
intended or are being used as intended but not producing desired outcomes, improvement cycles 
can be used to support continued improvement and change. This will have the benefit of:
ü	Enabling Guideline Groups to engage both themselves and leadership in using data to support 

implementation capacity, fidelity, and patient outcomes.
ü	Ensuring decisions are data-based, purposeful and planned, rather than opportunistic and 

reactionary.

Continuous Improvement Cycles
A commonly used method is the Plan-Do-Study-Act Cycle (PDSA), which has four phases:

1.	 Plan: use data to identify barriers and 
challenges and specify the plan to address 
them, as well as measures to monitor 
progress

2.	 Do: carry out the plan to address 
challenges

3.	 Study: use measures identified during 
the planning phase to assess and track 
progress 

4.	 Act: make changes to the next iteration of 
the plan to improve implementation.

To access the HSE ‘Model for Improvement: Guidance Note on Key Concepts’, which contains 
useful information on using the PDSA method, click here: https://www.hse.ie/eng/about/
who/qid/nationalsafetyprogrammes/pressureulcerszero/model-for-improvement-guidance-
document.pdf

The HSE has also published ‘Improving our Services - A users guide to managing change in 
the Health Service Executive’. https://www.hse.ie/eng/staff/resources/hrstrategiesreports/
improving-our-services,-a-guide-to-managing-change-in-the-the-hse---oct-2008.pdf

It is important to recognise that by undertaking continuous improvement cycles, Guideline Groups 
and other stakeholders will not be able to solve all challenges. Implementation is a lengthy process 
that should not be rushed, and continued support is needed from leadership, management, or other 
key partners in the health system to address barriers to implementation. Ongoing communication, 
therefore, continues to be necessary at this stage of implementation, so that management and 
policy makers are equipped with the information and confidence needed to change the system so 
that desired outcomes can be achieved.

Implementation Research: In 2018, the Centre for Implementation and Improvement Science in 
Kings College London published the Implementation Science Research Development (ImpRes) 
Tool. This tool provides a step-by-step approach to designing implementation research. ImpRes 
encourages research teams to design robust implementation research by clearly articulating the 
implementation aims that the research seeks to address, understanding the activities associated 
with each implementation stage, and selecting an appropriate study design.
http://www.kingsimprovementscience.org/ImpRes

https://www.hse.ie/eng/about/who/qid/nationalsafetyprogrammes/pressureulcerszero/model-for-improvement-guidance-document.pdf
https://www.hse.ie/eng/about/who/qid/nationalsafetyprogrammes/pressureulcerszero/model-for-improvement-guidance-document.pdf
https://www.hse.ie/eng/about/who/qid/nationalsafetyprogrammes/pressureulcerszero/model-for-improvement-guidance-document.pdf
https://www.hse.ie/eng/staff/resources/hrstrategiesreports/improving-our-services,-a-guide-to-managing-change-in-the-the-hse---oct-2008.pdf
https://www.hse.ie/eng/staff/resources/hrstrategiesreports/improving-our-services,-a-guide-to-managing-change-in-the-the-hse---oct-2008.pdf
http://http://www.kingsimprovementscience.org/ImpRes
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Glossary
Note: Many of the terms included in this glossary have been adapted from the National 
Implementation Research Network (NIRN) online glossary: https://nirn.fpg.unc.edu/learn-
implementation/glossary. 

Adaptable Periphery: elements of an implementation plan which may be tailored to local settings 
without undermining the integrity of the intervention itself.

Barriers: factors which hinder the implementation process and reduce the probability of successful 
implementation.

Capacity: the ability or power to do, understand or absorb something. This can apply to an 
individual, a team, an organisation or a whole system.

Clinical/healthcare Audit: a process to improve patient care and outcomes involving a documented, 
structured and systematic review and evaluation, against clinical standards, or clinical guidelines, 
and, where necessary, actions to improve clinical care.

Clinical Guidelines: systematically developed statements, based on a thorough evaluation of 
the evidence, to assist practitioner and service users’ decisions about appropriate healthcare for 
specific clinical circumstances across the entire clinical system.

Coaching: a formal, typically short-term, arrangement between a coach and an individual focused 
on developing work-related skills or behaviours.

Community: a group of people living in a particular area or having characteristics in common (e.g., 
city, neighborhood, organisation, service agency, business, professional association); the larger 
socio-political-cultural context in which an implementation programme is intended to operate.

Consultation: the action or process of formally discussing something with a stakeholder – generally 
asking the stakeholder a relevant question and receiving an answer to that question.

Context: the set of circumstances or unique factors that surround a particular implementation 
effort. This can refer to both the wider, systemic context, as well as the specific setting in which a 
specific intervention will be implemented.

Continuous Improvement Cycles: ongoing use of emerging data and evidence on outcomes and 
implementation of guidelines, and using that information to learn from experience, inform future 
implementation and improve outcomes. Progress is, therefore, achieved in an incremental manner 
over time.

Core Components: essential and indispensable elements of implementation, which cannot be 
changed without undermining the intervention. All core components must be delivered with total 
fidelity.

Data-Based Decision Making: using processes for collecting and analysing different types of data to 
guide decisions towards improvement processes and outcomes on an ongoing basis.

https://nirn.fpg.unc.edu/learn-implementation/glossary
https://nirn.fpg.unc.edu/learn-implementation/glossary
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Diffusion: the process by which an innovation is communicated through certain channels over time 
among the members of a social system. The spread of ideas is generally a passive process, following 
an unpredictable, unprogrammed, emergent and self-organising path.

Dissemination: an active, negotiated and influenced means of distributing information about 
guidelines.

Enablers: factors which increase the probability of successful implementation.

Evaluation: a planned investigation of a project, programme, or policy used to answer specific 
questions, often related to design, implementation, and results (cause and effect).

Evidence-Based Interventions: practices, programmes, policies, strategies or other activities that 
have been empirically shown through research and evaluation processes to improve outcomes to 
some degree.

Fidelity: delivering an evidence-based intervention exactly as set out and intended by those who 
developed it.

Framework: a structure, overview, outline, system or plan consisting of various descriptive 
categories, e.g. concepts, constructs or variables, and the relations between them that are 
presumed to account for a phenomenon. Frameworks do not provide explanations; they only 
describe empirical phenomena by fitting them into a set of categories.

Implementation: the carrying out of specific planned, intentional activities undertaken with the 
aim of making evidence-informed policies and practices work better for people. It can be thought 
of as the ‘how’ as well as the ‘what’.

Implementation Plan: a list of key activities, responsibilities, assumptions, resource requirements, 
risks and other information required to achieve the desired outcomes from guidelines.

Implementation Readiness: the extent to which organisations and individuals are both ‘willing’ to, 
and ‘capable’ of, implementing any specific intervention.

Implementation Science: the formal study of methods and factors that influence how successfully 
specific interventions are incorporated into service settings, leading to improved outcomes.

Implementation Team: a group of stakeholders that oversees and attends to moving guidelines 
through the stages of implementation. They actively use strategies and supports to facilitate 
implementation.

Intervention: any evidence-informed policy, practice, service or programme being implemented, 
be it a change to an existing policy, practice, service or programme, or a new intervention.

Leadership: the action of leading a group of people, or the ability to do this. This does not just 
apply to leading a whole organisation or system – leadership can take multiple forms and can occur 
at any level of an organisation or system.

Logic Model: a graphical depiction of an intervention’s Theory of Change, describing connections 
between the intervention’s context, inputs, outputs, and outcomes. It also provides some 
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information on evidence underpinning the intervention and the monitoring and evaluation 
processes attached to it.

Mentoring: a formal or informal arrangement which typically involves an ongoing relationship of 
support for significant transitions in knowledge, thinking and skills.

Model: a deliberate simplification of a phenomenon or a specific aspect of a phenomenon. Models 
are intended to be descriptive and need not be completely accurate representations of reality to 
have value.

Monitoring: the routine and systematic collection of information against a plan. It makes use of 
existing data and information about inputs, outputs, outcomes, or about outside factors affecting 
the organisation or project, to inform improvement.

Needs Assessment: a process which clarifies the extent to which needs, as well as barriers and 
facilitators to meet those needs, are accurately known and prioritised by an organisation or group 
of people.

Outcomes: intended or unintended changes that occur as a result of implementing interventions. 
These changes can occur at the level of individuals, groups, organisations or population, and can 
occur in the short-, medium- or long-term.

Organisational Culture: the norms, values and beliefs that exist and govern behaviour within an 
organisation.

Resources: a stock or supply of money, materials, staff, and other assets that can be drawn on by a 
person or organisation in order to effectively implement guidelines.

Stakeholders: anyone who is affected by or is involved in the development and delivery of 
guidelines, including patients, public, clinicians, managers, professional bodies, unions, educators, 
and policy-makers.

Sustainability: guidelines can be considered to be sustainable when not only have the process and 
outcome changed, but the thinking and attitudes behind them are fundamentally altered and the 
systems surrounding them are transformed as well. In other words, the intervention has become 
an integrated or mainstream way of working rather than something ‘added on’.

Theory: a set of analytical principles or statements designed to structure our observation, 
understanding and explanation of the world. A ‘good theory’ provides a clear explanation of how 
and why specific relationships lead to specific events.
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Additional Implementation Websites and Resources

Centre for Effective Services implementation resources
http://www.effectiveservices.org/resources/tag/implementation

Dissemination and implementation models in health research and practice – interactive website
http://www.dissemination-implementation.org/

European Implementation Collaborative (EIC) implementation resources 
http://www.implementation.eu/resources

Guidelines International Network (GIN)
http://www.g-i-n.net/home

Kings College London – Centre for Implementation Science 
https://www.kcl.ac.uk/ioppn/depts/hspr/research/cis/index.aspx

National Implementation Research Network (NIRN) (US) resource hub
http://implementation.fpg.unc.edu/

National Patient Safety Office Learning Zone (including videos and slides from the Centre for 
Effective Services’ 2-Day Introduction to Implementation Science Training)
https://health.gov.ie/national-patient-safety-office/ncec/resources-and-learning/

Scottish Intercollegiate Guidelines Network (SIGN)
http://www.sign.ac.uk/

Trinity College Dublin Postgraduate Certificate in Implementation Science
https://www.tcd.ie/medicine/public_health_primary_care/postgraduate/cis/index.php

University College London, Centre for Behaviour Change
http://www.ucl.ac.uk/behaviour-change

Bauer, M.S., Damschroder, L., Hagerdorn, H., Smith, J., & Kilbourne, A.M. (2015). An introduction 
to implementation science for the non-specialist. BMC Psychology, 3, pp. 32-43. Retrieved from: 
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ahead. Zeitschrift fȕr Psychologie, 222, 4-11. Retrieved from: https://www.researchgate.net/
publication/259962369_Implementation_Science_A_Brief_Overview_and_a_Look_Ahead

Peters, D. H., Tran, N.T., Adam, T. (2013). Implementation research in health: A practical guide. 
Geneva: World Health Organization. Retrieved from: http://who.int/alliance-hpsr/alliancehpsr_
irpguide.pdf

Rabin, B. A., Brownson, R. C., Haire-Joshu, D., Kreuter, M. W., & Weaver, N. L. (2008). A glossary for 
dissemination and implementation research in health. Journal of Public Health Management and 
Practice, 14(2), 117-123. Retrieved from: http://chipcontent.chip.uconn.edu/chipweb/documents/
DI/Rabin_etal_2008.pdf
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Appendix A – Summary of Implementation Science Frameworks

Tool 1.	 The Hexagon Tool 

Tool 2.	 Logic Model 

Tool 3. 	 Implementation Enablers and Barriers: Assessment Tool 

Tool 4.	 Implementation Planning Tool 

Tool 5.	 Monitoring and Evaluating Implementation: Planning 
Tool

Copies of the individual tools are also available to download from the NCEC website
https://health.gov.ie/national-patient-safety-office/ncec/

https://health.gov.ie/national-patient-safety-office/ncec/
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Appendix A – Summary of Implementation Science Frameworks

1. Active Implementation Framework
Description
Associated with the National Implementation Research Network (NIRN) in the US, the Active 
Implementation Framework emerged from a synthesis of the implementation literature.1

Key Features
Framed around four ‘key ingredients’ for 
active implementation: 

1.	 It takes time – stages of 
implementation 

2.	 It takes a village – implementation 
teams

3.	 It takes support – competency, 
organisational and leadership supports

4.	 It takes communication – feedback 
loops

Link
Active Implementation Hub: http://implementation.fpg.unc.edu/

2. Consolidated Framework for Implementation Research (CFIR) 

Description
This framework combines common elements from multiple implementation theories, offering 
consistent terminology. It places an emphasis on adapting interventions to fit the setting where 
they will be implemented, and continuous improvement of implementation throughout the 
process.2

Key Features
Five major domains:

1.	 Intervention characteristics
2.	 Outer setting
3.	 Inner setting
4.	 Individual characteristics of the implementers
5.	 The process of implementation

Each is broken down into component parts, enabling detailed analysis.

Link
http://www.cfirguide.org/

http://implementation.fpg.unc.edu/
http://www.cfirguide.org/
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3. Promoting Action on Implementation Research in Health (PARiHS)
Description
This framework is designed to aid in implementing research into practice. It focuses on organisational 
change, rather than individual change, noting that organisations with transformational leaders, 
elements of learning organisations, and evaluation mechanisms have the most success.3

Key Features
Three factors determine research use:

•	 Robust Evidence – research; clinical experience; patient preferences; local information
•	 Receptive Context – culture; leadership; evaluation
•	 Facilitation of Change – respect; credibility; empathy; clarity; flexible; consistent

All three are equally important, meaning that the context in which evidence is being used, and the 
way it is introduced, has as much to do with implementation as the quality of the evidence.

Link
Summary of the framework: http://www.nccmt.ca/resources/search/85

4. RE-AIM (Reach Effectiveness Adoption Implementation Maintenance)
Description
This is a comprehensive framework designed for evaluation of public health, health promotion and 
community-based interventions. It allows for policy, environmental and individual level components 
to be evaluated with measures suited to their setting, goals and purpose.

Key Features
The framework is made of five major elements for evaluating implementation:

•	 Reach
•	 Effectiveness
•	 Adoption
•	 Implementation
•	 Maintenance

Link
http://re-aim.org/

http://www.nccmt.ca/resources/search/85
http://re-aim.org/
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5. Normalisation Process Theory
Description
This theory and its associated tools primarily target researchers who are designing complex 
interventions. Rather than focusing on the process for implementation, as many other frameworks 
do, it aims to ensure that there is good potential for implementation due to the design of the 
intervention. The tools encourage the creation of interventions which are capable of widespread 
implementation and can easily be normalised into routine practice.4

Key Features
There is a dynamic relationship between four major elements:

•	 Coherence – meaning and sense-making by participants
•	 Cognitive Participation – commitment and engagement by participants
•	 Collective Action – the work participants do to make the intervention function
•	 Reflexive Monitoring – participants appraise the intervention

Link
Tools available at: http://www.normalizationprocess.org/

6. COM-B
Description
A model of behaviour  
change used to identify  
what is needed to attain  
the desired behaviour at  
individual, practitioner or  
organisational level.

Key Features
This model posits that behaviour occurs as an  
interaction between three conditions:

•	 Capability – Psychological or physical ability  
to enact behaviour

•	 Motivation – Reflective and automatic  
mechanisms that activate or inhibit behaviour

•	 Opportunity – Physical and social  
environment that enables the behaviour

The Behaviour Change Wheel5 shows how these conditions may be affected by certain 
interventions, and how policy decisions may impact on these interventions. This allows you to:

•	 Identify behaviours that need to change
•	 Understand these behaviours
•	 Consider a range of effective strategies

Link
http://www.behaviourchangewheel.com/

http://www.normalizationprocess.org/
http://www.behaviourchangewheel.com/
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7. IHI Framework for Leadership for Improvement
Description
Developed by the Institute for Healthcare Improvement (IHI), this framework organises leadership 
processes that focus the organisation and senior leaders on improvement6.

Key Features
Primary uses:

•	 Provides an organising structure to understand how the activities of healthcare leaders 
contributes to transformation and improvement

•	 Assessment and improvement of organisations
•	 Guide the design of leadership development programmes

IHI Framework for Leadership for Improvement

Link http://www.ihi.org/resources/Pages/Tools/IHIFrameworkforLeadershipforImprovement.aspx

References
[1]	 Fixsen, D.L., Naoom, S.F., Blasé, K.A., Friedman, R.M., Wallace, F. (2005). Implementation 

Research: A synthesis of the literature (FMHI #231). Tampa, FL: University of South Florida, Louis 
de la Parte Florida Mental Health Institute, The National Implementation Research Network.

[2]	 Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. (2009). 
Fostering implementation of health services research findings into practice: A consolidated 
framework for advancing implementation science. Implementation Science, 4(1), p. 50.

[3]	 Rycroft-Malone, J. (2004). The PARiHS Framework – A framework for guiding the implementation 
of evidence-based practice. Journal of Nursing Care Quality, 19(4), pp. 297-304.

[4]	 Murray, E., Treweek, S., Pope, C., MacFarlane, A., Ballini, L., Dowrick, C., Finch, T., Kennedy, 
A., Mair, F., O’Donnell, C., Nio Ong, B., Rapley, T., Rogers, A., & May, C. (2010). Normalisation 
process theory: A framework for developing, evaluating and implementing complex 
interventions. BMC Medicine, 8(63), pp. 1-11.

[5]	 Michie, S., van Stralan M., West R. (2011). The behaviour change wheel: A new method for 
characterising and designing behaviour change interventions. Implementation Science, 6(1), p. 42.

[6]	 Reinertsen, J.L., Bisognano, M., & Pugh, M.D. (2008). Seven Leadership Leverage Points for 
Organization-Level Improvement in Health Care (Second Edition). IHI Innovation Series white 
paper. Cambridge, MA: Institute for Healthcare Improvement. Available on www.IHI.org

3. Bulld Will
•	Plan for Improvement
•	Set Aims / Allocate Resources
•	Measure System Performance
•	Provide Encouragement
•	Make Financial Linkages
•	Learn Subject Matter
•	Work on the Larger System

4. Generate Ideas
•	Read and Scan Widely, Learn 
from Other Industries and 
Disciplines

•	Benchmark to Find Ideas
•	Listen to Customers
•	Invest In Research and 
Development

•	Manage Knowledge
•	Understand Organization as a 
System

5. Execute Change
•	Use Model for Improvement 
for Design and Redesign

•	Review and Gulde Key 
Initiatives

•	Spread Ideas
•	Communicate Results
•	Sustain Improved Levels of 
Performance

1. Set Direction: Mission, Vision, and Strategy
Make the status quo uncomfortable	 Make the future attractive

2. Establish the Foundation
•	Reframe Operating Values
•	Build Improvement Capability

•	Prepare Personally
•	Choose and Align the Senior 

Team

•	Build Relationships
•	Develop Future Leaders

²PUSH ²PULL

http://www.ihi.org/resources/Pages/Tools/IHIFrameworkforLeadershipforImprovement.aspx
www.IHI.org
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Tool 1 – The Hexagon Tool

•	Identify the needs of service users and 
communities through consultation, 
research and analysis of data

•	Assess what interventions are likely to 
address the identified needs

•	Identify if the setting has the 
necessary capacity to absorb 
and sustain the intervention 
(e.g. staff with required 
qualifications, leadership, 
finance, and structures)

•	Assess the level of buy-in for 
the intervention

•	Examine if the intervention is 
clearly defined and has been 
used in multiple settings

•	Establish whether the 
expertise in the intervention is 
available and accessible

•	Assess if the intervention 
fits with current initiatives, 
structures and values

•	Examine its fit with local and 
national policies and priorities

•	Identify necessary resources:
–	 Technology/data systems
–	 Staffing
–	 Training, coaching and 

supervision
–	 Physical infrastructure
–	 Administrative and system 

supports
•	Assess what additional 
resources are required for 
implementation

•	Consult and assess the evidence in relation 
to the intervention on what works, in what 
contexts, and with whom

•	Assess the evidence on implementation 
and cost

Need

Evidence

Intervention 
Readiness

Capacity to 
Implement

Resource 
Availability

Fit

Intervention:

The Hexagon Tool can be used as a planning tool to evaluate potential evidence-based guideline 
recommendations during the Exploration Stage of implementation.

Please rate the following aspects of implementation readiness in accordance with your 
guideline (tick the appropriate box):

High Med Low

Need

Fit

Resource Availability

Evidence

Intervention Readiness

Capacity to Implement

Adapted from the National Implementation Research Network (NIRN) Hexagon Tool by the 
Centre for Effective Services, with permission from NIRN. Original version available at: https://
implementation.fpg.unc.edu/sites/implementation.fpg.unc.edu/files/resources/NIRN-
HexagonDiscussionandAnalysisTool2018_FINAL.pdf

This tool is available on NCEC website:
https://health.gov.ie/national-patient-safety-office/ncec/

https://implementation.fpg.unc.edu/sites/implementation.fpg.unc.edu/files/resources/NIRN-HexagonDiscussionandAnalysisTool2018_FINAL.pdf
https://implementation.fpg.unc.edu/sites/implementation.fpg.unc.edu/files/resources/NIRN-HexagonDiscussionandAnalysisTool2018_FINAL.pdf
https://implementation.fpg.unc.edu/sites/implementation.fpg.unc.edu/files/resources/NIRN-HexagonDiscussionandAnalysisTool2018_FINAL.pdf
https://health.gov.ie/national-patient-safety-office/ncec/


73Implementation Guide and Toolkit for National Clinical Guidelines

Tool 2 – Logic Model

Monitoring and Evaluation

Situation 
Analysis Inputs Activities/ 

Outputs
Short-term 
Outcomes

Evidence

Long-term 
Outcomes

The basic outline of a logic model is shown above and a blank, editable version is provided on the 
following page. It should be completed by Guideline Groups in the following sequence of steps:

1.	 Situation Analysis
2.	 Short-Term and Long-Term Outcomes
3.	 Activities/Outputs
4.	 Inputs
5.	 Monitoring and Evaluation
6.	 Evidence underpinning all aspects of the Logic Model

Guidance for completing each specific section of the logic model is provided in the text of the 
Implementation Guide. The following tips and hints should also help Guideline Groups to fill in a 
logic model for their guideline:

•	 While a logic model should be read from left to right once completed, it is mostly developed 
from right to left, beginning with outcomes (after completing the situation analysis) and 
working back through activities/outputs and inputs.

•	 Though it is often difficult to be precise, being as concrete as possible, in terms of figures and 
targets listed, is better for planning, implementation, accountability and evaluation purposes.

•	 Outcomes inserted into a logic model can be clearly grouped by whether they are related to 
implementation outcomes, service outcomes or client outcomes.

•	 List any anticipated inputs and discuss any issues arising. If you are intending to work 
in partnership, for example, what would you need to consider in terms of planning or 
implementation?

•	 Work already done on the Hexagon Tool and outcomes can form the basis for development 
of a logic model.

This tool is available on NCEC website:
https://health.gov.ie/national-patient-safety-office/ncec/

https://health.gov.ie/national-patient-safety-office/ncec/


74 Implementation Guide and Toolkit for National Clinical Guidelines

M
on

ito
rin

g 
an

d 
Ev

al
ua

tio
n

Si
tu

ati
on

 A
na

ly
si

s
In

pu
ts

Ac
tiv

iti
es

/O
ut

pu
ts

(w
ha

t w
e 

do
)

Sh
or

t-t
er

m
 O

ut
co

m
es

(r
es

ul
ts

/c
ha

ng
es

)

Im
pl
em

en
ta
tio

n 
O
ut
co
m
es

Se
rv
ic
e 
O
ut
co
m
es

Cl
ie
nt
 O
ut
co
m
es

Ev
id

en
ce

Lo
ng

-te
rm

 O
ut

co
m

es
(r

es
ul

ts
/c

ha
ng

es
)

Im
pl
em

en
ta
tio

n 
O
ut
co
m
es

Se
rv
ic
e 
O
ut
co
m
es

Cl
ie
nt
 O
ut
co
m
es

Lo
gi

c 
M

od
el

 T
em

pl
at

e 
– 

N
ati

on
al

 C
lin

ic
al

 G
ui

de
lin

es



75Implementation Guide and Toolkit for National Clinical Guidelines

Tool 3 – Implementation Enablers and Barriers: Assessment Tool

Introduction to the Implementation Enablers and Barriers Assessment Tool
A wide range of factors influence whether implementation is successful. Assessing and 
understanding these factors can help to identify barriers and facilitators to change and inform 
implementation planning. This assessment tool provides an overview of key factors that influence 
implementation and assists people in assessing these. It also helps with identifying opportunities to 
strengthen implementation. 

The factors influencing implementation are organised around the four areas presented in the 
graphic: 

This tool builds on two theoretical frameworks: 
•	 The Consolidated Framework for Implementation Research (CFIR) (Damschroder et al., 2009)[1] 

and 
•	 The Behaviour Change Wheel (Michie et al., 2011)[2].

1. Intervention Characteristics
•	 Source of intervention
•	 Evidence strength and quality
•	 Relative advantage
•	 Trialability
•	 Complexity
•	 Design quality
•	 Cost

2. Outer setting
•	 Patient needs and resources
•	 Cosmopolitanism (external 

networks and relationships)
•	 Peer pressure
•	 External policies and incentives

3. Inner Setting
•	 Structural characteristics
•	 Networks and communications
•	 Culture
•	 Implementation climate
•	 Readiness for implementation

4. Characteristics of Individuals
•	 Capacity - physical and 

psychological
•	 Motivation

Implementation 
Influences (enablers 

& barriers)

This tool is available on NCEC website:
https://health.gov.ie/national-patient-safety-office/ncec/

https://health.gov.ie/national-patient-safety-office/ncec/
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This tool can be completed for individual recommendations within National Clinical Guidelines, or 
for a guideline/project as a whole. It can also be used to assess enablers and barriers at various 
levels, such as at a national level or in a particular healthcare setting.

In completing this tool, you should focus on factors that are most relevant and salient to your 
guideline and its stage of implementation. For example, you may wish to focus on factors that 
will be most fruitful to address. We recommend that you choose between five to seven factors to 
assess and at least one factor from each of the four areas. Use the table below to select the factors 
you are focusing on by ticking (ü) in the relevant boxes

FACTORS INFLUENCING IMPLEMENTATION Tick (ü)

1. Intervention characteristics

a)	 Intervention source

b)	 Evidence strength and quality

c)	 Relative advantage

d)	 Trialability

e)	 Complexity

f)	 Design quality

g)	 Cost

2. Outer setting

a)	 Patient needs and resources

b)	 Cosmopolitanism (networks and relationships)

c)	 Peer pressure

d)	 External policies and incentives

3. Inner Setting

a)	 Structural characteristics

b)	 Networks and communications

c)	 Culture

d)	 Implementation climate

e)	 Readiness for Implementation

4. Characteristics of Individuals

a)	 Capacity - physical and psychological

b)	 Motivation
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Guidance and Definitions for Implementation Enablers and Barriers Assessment Tool

1.	 Intervention Characteristics 
The characteristics of the intervention being implemented.

Intervention source Legitimacy and credibility of the intervention source

Evidence strength 
and quality 

Quality and validity of the evidence indicating that the intervention will 
achieve desired outcomes

Relative advantage Intervention has more advantage than another alternative

Trialability Ability to test the intervention on a small scale in the organisation and to 
be able to reverse course (undo implementation) if warranted

Complexity Difficulty of implementation, reflected by duration, scope, radicalness, 
disruptiveness, centrality, number of steps required to implement

Design quality and 
packaging

Excellence in how the intervention is bundled, presented and assembled, 
including what online supports are available

Cost Costs of the intervention itself and costs associated with implementing 
the intervention, including investment, supply and opportunity costs

2. Outer Setting
The economic, political, social and cultural context within which an organisation resides.

Patient needs and 
resources

Extent to which patient needs, as well as barriers and facilitators to meet 
those needs, are accurately known and prioritised

Cosmopolitanism The quality and extent of relationships and networks with other external 
organisations (social capital)

Peer pressure Competitive pressure to implement an intervention, mainly from outside 
professionals/services/organisations who have already implemented the 
intervention

External policies and 
incentives

External strategies to spread interventions, including policy and 
regulations, external mandates, recommendations and guidelines, 
collaboratives, public or benchmarking reporting

3. Inner Setting 
Structural, political and cultural context through which an implementation process will proceed 

Structural 
characteristics

Social architecture, age, maturity, size, staff turnover of an organisation

Networks and 
communications

Nature and quality of social networks, and formal and informal 
communications within an organisation (e.g. teamwork)

Culture Norms, values and basic assumptions of an organisation
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Implementation 
climate

Tension [perceived need] for change 
Compatibility – innovation fit with existing systems
Relative priority within the organisation
Organisational incentives and rewards
Goals communicated, and feedback taken
Learning climate of trying new methods, reflecting, learning

Readiness for 
implementation 

Leadership engagement
Available resources for implementation
Access to information and knowledge about how to implement the 
intervention

4. Characteristics of Individuals  
Knowledge, beliefs and skills that individuals need in order to carry out the implementation 
process. May also refer to a team or unit

Knowledge and 
beliefs about the 
intervention

Individual beliefs that the intervention will be successful in their setting, 
given existing evidence and plans

Self-efficacy Individual belief in their own, and their colleagues’, ability to implement 
the innovation 

Individual stage of 
change

The phase an individual is in, according to Rogers’/Prochaska’s Stages of 
Change, they progress towards skilled, enthusiastic and sustained use of 
the intervention

Individual 
identification with 
organisation

How individuals perceive the organisation, their relationship with it and 
the degree of commitment to the organisation

Other personal 
attributes

Including tolerance of ambiguity, intellectual ability, motivation, values, 
competence, and learning style
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Tool 4 – Implementation Planning Tool 
Implementation is a key requirement for Guideline Groups and completed published guidelines 
must include an implementation plan. Groups should fill out the template provided on the following 
page, listing specific actions that are required for implementation, and linking them to: guideline 
recommendations (a number of recommendations can be grouped together, where appropriate); 
who is ultimately responsible for leading the action; the expected timeframe for completion; 
and the measure/indicator that will be used to verify that the recommendation has been fully 
implemented. These are described in greater detail below.

Explanatory notes for implementation plan 
•	 Guideline recommendation/number: This refers to the specific guideline recommendation(s) 

which the action/intervention aims to achieve. One action may address several  
recommendations, e.g. training programme or additional staff. Ensure all guideline 
recommendations are included in the implementation plan. 

•	 Barriers and enablers: Identify the barriers and enablers for implementing this  
recommendation. Completing the ‘Implementation Enablers and Barriers: Assessment Tool’ 
in Tool 3 will help you to complete this section. Note that some barriers and enablers will 
be common to multiple recommendations. Consider capability, opportunity and motivation, 
which influence behaviour.

•	 Action/intervention/task to implement recommendation: This is the specific high-level 
action, intervention or task which is needed to implement the guideline recommendation(s). 
Determine the actions, interventions or tasks that are effective and best suited to address the 
identified needs and barriers. The actions, interventions or tasks should specify the change 
required to current practice, i.e. who needs to do what differently for this recommendation to 
be implemented effectively. 

•	 Lead responsibility for delivery of the action/intervention/task: Many actions, interventions 
or tasks are carried out by multidisciplinary teams and multiple stakeholders. This column 
should be used to specify the lead group/unit/organisation responsible for implementing the 
action/intervention/task. Ensuring that these stakeholders are on your Guideline Group from 
the beginning will help to ensure that the guideline recommendations are implementable. 

•	 Timeframe for completion: Specify the timeframe you expect for full implementation of this 
action, intervention or task within the three years following publication. For additional detail, 
the quarter (Q1, Q2, Q3, or Q4) can also be added. It is useful to spread these out over the 
3 years. Some interventions may be dependent on additional funding and can be denoted as 
such. The guideline is updated after 3 years, with a new implementation plan.  

•	 Expected outcome and verification: Specify the expected outcome and how you will verify or 
measure it, i.e. how will you know when the recommendation has been fully implemented? How 
will you know if the expected outcome has been achieved?  Use existing data/measurement 
sources where available.

•	 Allowing adequate and appropriate time for planning how clinical guidelines will be 
implemented is a crucial implementation enabler, enabling those who are driving the change 
to map out the implementation process and provide a course of action to address any potential 
challenges.

This tool is available on NCEC website:
https://health.gov.ie/national-patient-safety-office/ncec/

https://health.gov.ie/national-patient-safety-office/ncec/
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Tool 5 – Monitoring and Evaluating Implementation: Planning 
Tool
Introduction
This tool has been produced by the Centre for Effective Services, based on Proctor et al.’s (2011) 
taxonomy of implementation outcomes and the Reach Efficacy Adoption Implementation 
Maintenance (RE-AIM) framework (Glasgow, Vogt & Boles, 1999). It has been produced to 
help those involved in developing and implementing National Clinical Guidelines to plan for the 
monitoring and evaluation of implementation of their guideline.

It relates specifically to the eight implementation outcome areas relevant to the implementation 
of National Clinical Guidelines that are listed below. For each outcome area, the levels of analysis 
are listed, some questions regarding monitoring and evaluation, and potential data collection 
methods are listed. It is important to remember that many of the outcomes below are inter-
related. Further, some of these outcomes are more relevant for early stages of implementation 
(e.g. appropriateness) and others are more relevant for later stages of implementation (e.g. 
sustainability).

These implementation outcome areas are separate from service outcomes (e.g. efficiency, safety, 
effectiveness, equity, patient-centredness, timeliness) and client outcomes (e.g. satisfaction, 
function, symptomatology). They are also separate from service and process measures required in 
NCEC published guidelines. Implementation outcomes relate specifically to implementation of an 
intervention and are key areas for consideration in the implementation process.

This tool can be used by Guideline Groups to consider important factors in implementation of their 
guideline, and to create action plans for how to monitor and evaluate these factors. This will then 
inform the actual collection, collation, analysis and reporting of data on implementation.

Implementation Outcomes

Acceptability

Fidelity

Feasibility

Reach

Implementation 
Cost

Adoption

Effectiveness

Sustainability

This tool is available on NCEC website:
https://health.gov.ie/national-patient-safety-office/ncec/

https://health.gov.ie/national-patient-safety-office/ncec/
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