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1. Overview of the clinical problem
2. Framework and potential strategies
(TICD & ERIC)
3. Overview of Implementation Mapping
4. Walk through the mapping steps with examples
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Source: Bladder Cancer Advocacy Network: https://bcan.org/facing-bladder-cancer/bladder-cancer-types-stages-grades/



VA Risk-Aligned Surveillance Dartmouth

CARE for Bladder Cancer = == e
Low-risk
- ~1/year
—'mf“, High-risk
' - 3-4 / year

Schroeck et al., Urol. Onc, 2018
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2. Framework and potential strategies

(TICD & ERIC)

Overview of Implementation Mapping

Walk through the mapping steps with examples
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Social, Political,
and Legal Factors
Contracts
Malpractice liability
Regulations, rules,
and policies
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Powell et al. Implementation Science (2015)
DOI 10.1186/513012-015-0209-1

RESEARCH

A refined comp
results from the
Implementing (

Byron J Powell ", Thomas J Waltz?,
Monica M Matthieu®’, Enola K Pro

Table 3 ERIC discrete implementation strategy compilation (n = 73)

Strategy

Definitions

Access new funding
Alter incentive/allowance structures

Alter patient/consumer fees

Assess for readiness and identify barriers and facilitators

Audit and provide feedback

Build a coalition

Capture and share local knowledge
Centralize technical assistance

Change accreditation or membership requirements

Change liability laws

Change physical structure and equipment

Access new or existing money to facilitate the implementation
Work to incentivize the adoption and implementation of the clinical innovation

Create fee structures where patients/consumers pay less for preferred treatments
(the clinical innovation) and more for less-preferred treatments

Assess various aspects of an organization to determine its degree of readiness to
implement, barriers that may impede implementation, and strengths that can be
used in the implementation effort

Collect and summarize clinical performance data over a specified time period and give it
to clinicians and administrators to monitor, evaluate, and maodify provider behavior

Recruit and cultivate relationships with partners in the implementation effort

Capture local knowledge from implementation sites on how implementers and
clinicians made something work in their setting and then share it with other sites

Develop and use a centralized system to deliver technical assistance focused on
implementation issues

Strive to alter accreditation standards so that they require or encourage use of the
clinical innovation. Work to alter membership organization requirements so that
those who want to affiliate with the organization are encouraged or required to
use the clinical innovation

Participate in liability reform efforts that make clinicians more willing to deliver the
clinical innovation

Evaluate current configurations and adapt, as needed, the physical structure and/or
equipment (e.g., changing the layout of a room, adding equipment) to best
accommodate the targeted innovation
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3. Overview of Implementation Mapping
4. Walk through the mapping steps with examples
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Obijective: Use a systematic process to select
Implementation strategies most likely to work.

- : METHODS
- frontle.rs published: 18 June 2019
in Public Health doi: 10.3389/fpubh.2019.00158
CCCCCCCC
updates

Implementation Mapping: Using
Intervention Mapping to Develop
Implementation Strategies

Maria E. Fernandez ', Gill A. ten Hoor?, Sanne van Lieshout®, Serena A. Rodriguez ™,
Rinad S. Beidas®%, Guy Parcel’, Robert A. C. Ruiter?, Christine M. Markham' and

Gerjo Kok?



VA OVGrVieW Of Dartmouth

HEALTH

- - INSTITUTE
CARE Implementation Mapping e
| 1. Needs assessment |
: : e @,@%
2. Identify observable actions that need to be I mﬁ@
performed (performance objectives) & @@W

©
Identify what needs to be changed to accomplish * @@ ® o
performance objectives r@

| 3. Select implementation strategies

| 4. Produce implementation materials
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Facilitators and Barriers

Example

Interviews with clinicians:
“Reminders could be very

helpful”

Dartmouth

INSTITUTE

EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE



VA Step 2a: Performance Objectives D..uhouth

HEALTH
CARE

Imp. Mapping Process

Example

Necessary observable
actions to provide risk-
aligned surveillance

Clinician conducts risk
assessment and selects
appropriate frequency of
surveillance

INSTITUTE

EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE



VA Step 2a: Performance Objectives D..uhouth

HEALTH INSTITUTE

CARE e
TICD Domain Determinant Performance How we got to
Objective performance
objective
Capacity for Capable Leadership | Leader voices A quarter felt that
Organizational support for there is a lack of
Change appropriate leadership support
frequency of cystos




VA Step 2a: Performance Objectives D..uhouth

HEALTH
CARE

TICD Domain

Determinant

Performance

Objective

INSTITUTE

FOR HEALTH POLICY & CLINICAL PRACTICE

How we got to
performance
objective

Capacity for
Organizational
Change

Capable Leadership

Leader voices
support for
appropriate
frequency of cystos

A quarter felt that
there is a lack of
leadership support

Healthcare Provider

Nature of behavior

Clinician conducts
risk assessment
and then selects
appropriate
frequency of cystos

Standard process
described in many
interviews
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accomplish each
performance objective

Clinician electronically
documents risk
assessment and the
appropriate frequency of
surveillance
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Step 2b: Change Objectives
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Nature of
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Objective
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| 3. Select implementation strategies |

| 4. Produce implementation materials |

| 5. Evaluate implementation outcomes |
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strategies to unique appropriate frequency of
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Involve
patients
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and
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Information
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risk-
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the bladder
cancer and the
appropriate
frequency of
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Meetings

add templatesin |0
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Imp. Mapping Process

Example

Based on:

Scope
Time Commitment
Impact

Change record system with
EHR template:

Scope: broad

Time Commitment: moderate
Impact: high
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Conduct educational meetings
Identify and prepare champions

Remind clinicians Change record system
Tailor strategies Facilitation
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Implementation blueprint Prepare patients to
Audit and feedback be active participants
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| 4. Produce implementation materials |

| 5. Evaluate implementation outcomes |
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1. Actor 1. Champion

2. Action 2. Tech team to implement template

3. Action target 3. Providers

4. Temporality 4. Ongoing

5. Dose 5. Every encounter

6. Outcome 6. Adoption of risk-aligned surveillance

7. Justification /. Nudging

Proctor EK, Powell BJ and McMillen JC: Implementation strategies: recommendations for specifying
and reporting. Implement. Sci. 2013; 8: 1.



VA Step 4b: Implementation Materials p.roouth

HEALTH
CARE

Imp. Mapping Process

Develop Implementation
Materials

INSTITUTE

FOR HEALTH POLICY & CLINICAL PRACTICE

GEISEL SCHOOL OF MEDICINE AT DARTMOUTH

Non-Muscle Invasive Bladder Cancer Risk Stratification

Low Risk Intermediate Risk High Risk
s HG T1
LG Ta<3cm Recurrence within 1 year, LG Ta
= " : Any recurrent, HG Ta
S ,
PUNLMP Solitary LG TE? scm HG Ta, > 3cm or multifocal
— LG Ta, Multifocal
Any CIS
HG Ta=3cm ) h .
LG T4 Any BCG failure in HG patient

Any variant histology
Any LVI
Any HG prostatic urethral involvement

Y2-5 IGH Ri eillance E/—\ )

- HIGH |w%,

— ey
>Y5 i curueillance. T hame- L
e reoRaERIATE DIk Aladrar r’“::_« B i

LOW Risk Bladder Cancer —Surveillance

gate):
e der cancer diagnosts
Vnurhhﬂderanr.erhlsheendassm;d =
: . 1syour follow-up sunellance P
o Below o
+ pleasebring thistoYoUT nextappoint?

ing orbleeding
mporary DUTTE T drates
jou may have t& rself wel
Anef“h“w,es&t,w\m\nydm““"“ AR
(7his shou! : i contact 404

Surveillance

g 3 m + cytology

q 6 m + cytology

Yearly + cytology

BCG

Induction: weekly x6

Maintenance: weekly x3
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5. Evaluate implementation outcomes
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Imp. Mapping Process Example

Acceptability
Appropriateness  Interviews
Feasibility

Evaluation of
Implementation Outcomes

Fidelity
Penetration Tracking
Sustainability

Adoption Chart Review
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* Prior work: employed advisory panels

Incentives and  Professional
sssssssss

« Considered every TICD determinant = — =

sssss
Information
sssss

& every ERIC strategy |

« Data visualization




VA Discussion Points Dartmouth

HEALTH INSTITUTE
CARE FOR HEALTH POLICY & CLINICAL PRACTICE

EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

« Labor intensive

* Did not compare standard vs data-driven
Implementation Mapping

» Value: rigorous & comprehensive

Schroeck et al. Implementation Science (2022) 17:58 Implementation SCience
https://doi.org/10.1186/513012-022-01231-6

: . , ®
Data-driven approach to implementation e
mapping for the selection of implementation
strategies: a case example for risk-aligned
bladder cancer surveillance

Florian R. Schroeck!*34"®, A. Aziz Ould Ismail’, David A. Haggstrom®®”, Steven L. Sanchez’,
DeRon R. Walker® and Lisa Zubkoff®®
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