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[bookmark: _Toc233362603]PRELUDE
This Facilitator Guide accompanies the slide decks for the seven Implementation Masterclass modules. The Implementation Masterclass is designed as a follow-on program to the half-day Implementation Foundation Workshop, supporting participants in deepening their understanding and building practical capability to plan and lead implementation in real-world health settings.
This workbook is designed to support facilitators in guiding participants through a structured yet flexible approach to implementation. It is not intended to be followed as a word-for-word script. Instead, it provides scaffolding for facilitation by clarifying each module’s intent, highlighting key messages, and offering prompts to support discussion, reflection, and shared sense-making.
A defining feature of the Implementation Masterclass is the use of a single, progressively developed case study across all seven modules. This case reflects a local health service context and provides opportunities to explore how implementation decisions were made, why particular strategies were selected, and how plans were refined and adapted over time. Facilitators are encouraged to use this case as a reference point for discussion, comparison, and critical reflection.
Participants will use a separate handbook that mirrors the core content of the slides and provides space for their reflection and application. While participants are not required to bring their own clinical problem to this workshop, each module concludes with reflective prompts that encourage learners to consider how the concepts, tools, and strategies could be applied in their own setting. These reflections are intentionally designed to serve as the foundation for future mentoring, coaching, or supported implementation activities.
Across the seven Implementation Masterclass modules, facilitators play a critical role in helping participants move between content, conversation, and application, while acknowledging the complexity of healthcare systems, normalising uncertainty, and reinforcing that effective implementation often begins with small, purposeful actions that are tested, refined, and adapted over time.
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	Slide
	Slide Title
	Script
	Facilitation Tips

	0
	Implementation Masterclass:
Identify a Problem
	Welcome to the first module of the Implementation Masterclass. In this first module, we are identifying a clinical problem suitable for implementation.
	

	1
	Acknowledgement of Country
	The Queensland Government respectfully acknowledges Aboriginal and Torres Strait Islander peoples as the Traditional and Cultural Custodians of the lands on which we live and work.
Recognition is also given to the continuation of First Nations peoples’ cultures and connections to lands, waters and communities across Queensland.
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	2

	Welcome to the Implementation Masterclass

	We have designed this Masterclass series following the seven TRIP stages, to enable you to: 
· Explore a practical implementation method, and eventually. 
· Apply an efficient process to deliver and sustain improvement in your own context.
· This course will build on the Foundation Implementation Workshop, which you should already be familiar with. 
· And you should now be at the stage of considering an implementation project.
While presented sequentially, implementation is rarely a linear process. You may move backwards and forwards between stages as understanding develops. 
	[bookmark: _Hlk219120273]Key Messages
· Highlight the key focus of this module.
· Clarify learning environment.

Facilitation Tips
· Clarify expectation that participants have completed the half-day Foundation Implementation Workshop, not that they are implementing change…yet.
· Emphasise that learning does not always follow a linear sequence - participants may go back and forth between different concepts as they make sense of the TRIP process. 
· Encourage curiosity about participants’ own practice, as they deepen their familiarity and confidence with implementation practice and strategies.
· Clarify that a case study is provided for everyone to make sense of, together, and questions for personal reflection and application will be provided at the end of each module.
· Suggest, if appropriate, readiness at the end of the Masterclass for creating personal implementation projects – with the help of mentors, researchers and experienced peers. 
· Participants often jump quickly to solutions. Reinforce that implementation begins with understanding the problem before deciding what should change. 

	3
	Module 1: Identify a Problem

	We will use the TRIP framework throughout the Implementation Masterclass.
In this module, we define a clinical problem that is suitable for implementation.
And we clarify why this problem is important because this will guide all future planning.
	

	4
	Masterclass Overview

	At this stage there is no expectation of prior implementation experience, although familiarity with concepts in the Implementation Foundations workshop is required.
This will be a space to learn and discuss and explore implementation. These learning modules are intended to support you to engage in an implementation project with peers or research partners. Accordingly, this Masterclass series is most suitable for those with a potential or proposed project to draw on throughout the Masterclass. 
You may seek to engage a mentor as you’re studying this Masterclass, and you are also encouraged to discuss learnings with colleagues, to develop your practical knowledge and ideas as you learn.
	

	5
	Learning Objectives

	For this first module, our learning objective is to define a clinical problem that's suitable for implementation, and to clarify why this problem is important.
You are encouraged to set a personal learning goal for the whole masterclass. There is space to write down your learning goals in the Participant Workbook.
	[bookmark: _Hlk219121096]Key Messages
· Highlight learning objectives and module content.
· Create safe environment for engagement.
· Facilitate 10-minute discussion activity.

Facilitation Tips
· Briefly discuss the key content of this module. 
· Orient participants to specific learning objectives and allow time for them to document a personal learning goal for the whole Masterclass in their handbook.
· Ideally establish groups of 3-4 participants; with larger numbers, create smaller groups for participants to feel comfortable with their peers.
· Remind the group to listen to others with curiosity, to respect confidentiality, and to contribute authentically.
· Highlight group rules/expectations for this and all future discussions – share responsibility and time across all participants.
· After discussion, seek feedback from 2-3 participants about their reasons for attending the Masterclass now.
· Use this strategy after relevant discussions to progressively include and connect everyone – aim to gain participation from all participants.

	6
	DISCUSSION
	Discuss with a colleague, or reflect on your current role, your experience with implementation, and why you are starting this Masterclass now.
These discussions can help you frame a personal learning goal for the whole Masterclass.
	

	
	
	Workshop delivery: Facilitate as a group discussion, paired activity or individual reflection as appropriate. 
Online delivery: Invite participants to pause the video and complete the reflection activity independently.
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Purpose & Practice of Implementation

	7
	What is the purpose of implementation?
	Understanding the purpose of implementation is an important place to start.
We often think about implementation in its simple form of putting evidence into practice, applying evidence, translating evidence.
There's a lot of different verbs that we can use, but essentially the purpose of implementation is to systematically introduce, integrate and support an evidence informed intervention or an innovation into clinical practice.
Typically, we want to bring this evidence into practice to improve both patient and system outcomes. This results in a dual outcome where there are benefits to individuals – often our patients, sometimes our staff – and improved equity and efficiency of the healthcare services that we're working within.
	Key Messages
· Briefly cover what implementation is and why it’s needed.
· Distinguish purpose, value and different perspectives.

Facilitation Tips
· There is likely to be a range of timeframes across participants since they completed the Foundation Implementation Workshop.
· Encourage discussion to confirm common understanding of the purpose and practice of implementation.
· Emphasise the dynamic interaction between science and practice and highlight what might be missed if implementation is not successful.
· Participants may assume implementation is simply education or dissemination of evidence. Reinforce that implementation includes understanding context, behaviours, systems and sustainability. 


	8
	Why is implementation needed?
	To complement the “what” of implementation, it's also important to recognise why implementation is needed.
There are many examples and research articles around this; here are 4 key reasons to consider at the beginning of this Masterclass. As you start to understand and read more widely, you'll recognise there are many other reasons that implementation is needed.
The first and most obvious reason is that our effective interventions are not always adopted or sustained. This can be true for research-based intervention or an innovation with solid data about its usability and effectiveness. This is a recognised problem that leads to wastage of research. 
This is partly because research takes years to reach routine practice. There are many reasons for this, but busy clinicians don't always know where to find research.
Additionally, the guidance from research is not always able to be translated into clear local protocols, and as such, we can see a lot of variation in our existing current practices where the research is applied slightly differently.
These are just some of the key reasons that we need implementation to both: 
· understand what we are implementing into practice, and 
· ensure we have a successful process that takes us all the way through implementation towards sustainability.
	

	9
	How does implementation add value?
	It is also important to think about how implementation adds value in our current health systems where we are competing for a finite amount of workforce time, fiscal resources and capabilities.
We can use value as a format for prioritisation.
Implementation can add value for multiple people; It can add value for:
· patients, 
· families, 
· clinicians, 
· managers and 
· the health system as a whole.
Implementation adds value in terms of: 
· improved outcomes
· enhanced safety and 
· quality of care
· more equitable use of resources, and 
· more efficient practices.
	

	10
	Perspectives of implementation
	Now you understand the importance of implementation in our healthcare settings and how it is key to bringing research evidence into practice.
At this stage, it is valuable to highlight the four different perspectives of implementation that are discussed in this Masterclass.
Probably most common is the recognition of implementation as a practice area. This is where we integrate evidence into our practice.
We also discuss implementation science. This is a field of study that has developed over the last 20-30 years that explores different theories, models and strategies that support implementation. 
Implementation is currently a dynamic research area, and implementation researchers are studying which strategies and processes are most effective to get the outcomes that we want.
The third aspect is implementation as a process. This is essentially what this Masterclass offers: a process to plan, deliver and sustained evidence-informed change. The TRIP process used in this Masterclass is an important component of implementation.
And finally, we discuss implementation strategies later in this Masterclass. These include specific actions that support the process of implementation. 
These are different lenses you will learn to differentiate over time. They are interlinked, and you will hear all of them used. It is helpful to discriminate between these concepts, to distinguish how we focus on different aspects of implementation throughout this Masterclass. 
	

	11
	Connecting Science and Practice
	The best place to start is with the idea that implementation practice is the way that we connect science with our own practice.
Implementation science involves developing and providing evidence, informed theories, frameworks and strategies that support the systematic integration of research evidence into practice.
Complementary to that, implementation practice bridges the gap between what we know is going to work (or will work or has worked in a research setting) and what is actually done in your own current setting.
We span this gap using theory-informed strategies from implementation science, and applying them into the context, behaviours and systems in which we work. This is referred to as the evidence-practice gap.
The Masterclass will give you the strategies and the ‘how’ all of this happens.
	

	MORE INFORMATION

 
	Read more to re-familiarise yourself with implementation:
Implementation science: What is it and why should I care? – ScienceDirect
An introduction to implementation science for the non-specialist | BMC Psychology
Implementation science: A critical but undervalued part of the healthcare innovation ecosystem - Chan - 2022 - Health Care Science - Wiley Online Library
An interesting paper about language: 
Concept analysis of health research translation nomenclature | BMJ Open Quality see figure 2 
Listen to a podcast conversation:
An implementation scientist and a clinical nurse specialist talk about their respective journeys into using implementation with many international examples – hosted by the Swiss Learning Health System
https://youtu.be/sXS6iYIeGZw?si=Irbn9awc5uCZkjnt
Read about practice examples of implementation:
What Can Implementation Science Do for You? Key Success Stories from the Field | Journal of General Internal Medicine
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	12
	How to describe a problem
	In this first module our key task is to identify and describe an important problem.
We can consider four questions about a clinical problem. We will address the first two in this module and will unpack the 3rd and 4th questions in future modules.
We can think about a problem in terms of: 
1. where it's located, 
2. what it is you want to change, 
3. what is the evidence for the change, and 
4. who is likely to be involved in making this change.
	Key Messages
· Introduce 4 steps to describe a problem and 2 ways to get started. 
· Several options to look in more depth are suggested.

Facilitation Tips
· Explain that these 4 steps form the basis of describing a problem - this module will provide an overview of how to collate and connect information to explain why the problem is important.
· Each step will be explored in more detail and depth in following modules. 
· Often, as clinicians progressively describe their own clinical problems, they may change and develop over time.
· A simple template is available in Participant’s Workbook for them to progressively complete and/or adjust as they identify their own clinical problem - encourage them to seek out peers and/or mentors to work through this with them, either during or at the end of this Masterclass.

	13
	Two ways to get started
	There are two useful ways to identify a problem in practice.
The first is to listen for the problems. 
· We might hear at a management meeting there are clinical audits or benchmarking studies that the service is not consistently following.
· We may hear colleagues talking about how our practice is not aligned with the evidence, or an updated clinical guideline is available.
· We might hear about variations between what this service does and what another service does, and these variations can't be explained by significant differences in the setting or population.
· We might also hear about problems from clinician, consumer, patient or family complaints – for instance, something is happening somewhere else, but we're not getting it here.
A more specific way to identify a problem is to look at the evidence.
· Become aware of the clinical guidelines and any systematic reviews that have been done recently in your clinical area.
· Talk to colleagues who've attended conferences. 
· Participate in journal clubs where you actively look at the research evidence to determine where changes can be made. 
Whichever way you get started, it's important to recognise that implementation starts where you have a difference between the evidence and the practice.
	

	14
	Identify a clinical problem
	In any clinical practice, there are multiple problems that that emerge for clinicians who are curious and who want to make a difference and who want to make things better. It can be difficult to choose the right problem initially.
Here are a few guidelines to consider when thinking about whether the problem you’ve identified is suitable for implementation:
· Is it perceived as an important issue by many people?
· Do you know whether the research evidence is not being integrated? 
· Have you identified variations that are not able to be explained? 
· Are you uncertain or even sure that your practice may not be up to date with guidelines?
	

	15
	Many problems exist
	A simple way to look at things is whether you can identify an important problem. Then we can explore why this problem exists and explain why implementation is needed.
We will go through these three steps in this Masterclass. 
	

	16
	Explore challenges in current practice
	Even when clinical guidelines exist, they are not always used consistently in current practice. This is not a motivational willpower problem of the individuals working in the system; it's often influenced by other aspects of our health systems. 
While we try to do the right thing in our practice, outside of our clinical team or even our organisation, we've got big drivers of change in our healthcare system. These drivers disrupt the way we deliver clinical practice on a regular basis. In this way, these drivers of complexity, or drivers of change, can disrupt service delivery.
· We're increasing the production of research at a rate greater than we can ever apply it. 
· We are faced with – or have opportunities for – rapid digital innovation. There's a big innovation ecosystem developing around healthcare and a lot of those things are useful but are difficult to bring into practice as well. 
· We have a global problem of workforce shortages in healthcare, and the focus needs to shift from just recruiting people to retaining people.
· We have an aging population: as people get older, chronic disease becomes more prevalent. But typically, we want to stay as independent and active in our own homes and communities for as long as possible. That is causing stress on our healthcare system. 
· And across all of this, we know that in every healthcare system in the world, there is a finite number of resources. We cannot do everything we would want to do in our healthcare systems.
Note: These challenges are likely to disrupt current practice.
	Key Messages
· Challenges in the left column are likely to disrupt current practice.
· Start with locating the problem to understand the specific setting.

Facilitation Tips
· Recognise that clinical practice is responsive to external factors in the broader healthcare environment – strategic priority reports of healthcare mention one or more of these external factors as driving change in healthcare practice.
· Introduce and/or emphasise that there are complex reasons why clinicians can’t and don’t follow clinical guidelines – this will be explored further in future modules.
· Once the problem is located in a setting, it is important to be able to understand the broader conditions in the organisation that shape the problem.
· Problems rarely exist in isolation, and they are usually ‘maintained’ in daily practice routines within teams and organisations.


	17
	1. Where is the problem?
	Let's work through those four questions posed earlier, starting with identifying: Where is the problem?
Our implementation plans will depend on the context in which we are implementing this change.
It's important to start with defining the location of the problem: being specific about the hospital, the primary care clinic, the aged care facility or the community service.
	

	18
	What is shaping the problem?
	This enables us to think about what is shaping the problem.
Even when new evidence exists, not everyone can easily integrate it. This is not necessarily a personal problem; it’s often about how the work setting is keeping the current way of working in place.
The current way of working, which we might label as a problem, is shaped by the culture, the structures, the resources, and the relationships and the routines. The way we do things is made easier by these external parts of the organisation. We call this the organisational context.
	

	MORE INFORMATION
	Read more about the future of healthcare
The future of health in Australia
3 megatrends that will shape the future of health | World Economic Forum
Beyond tomorrow: Health megatrends anticipated to impact NSW and the healthcare workforce to 2040

	19
	2. What do you want to change?
	The second question I posed is about clarifying what it is you want to change.
To answer this question, it can be helpful to think about: 
· What should be happening; 
· What is (or is not) happening; and 
· When or where it's happening.
Also consider whether people’s perspectives are aligned about what is currently happening
	Key Messages
· Describe what aspect of clinical practice should change 

Facilitation Tips
· The image of the five most common of the 7Ps originates from The Center for Implementation, as an explicit description of the aspects of practice that can change.
· Provide examples of practice that is at the core of implementation projects from your own experience – they may include:
· a specific program like ‘Hospital in the Home’.
· practice updates to use new guidelines – this will be the focus of the case study.
· introducing a new or specific procedure, maybe digital or AI products.

	20
	Describe what you want to change
	This diagram from the Centre for Implementation describes different things you might want to change. 
It might be that you want to change a program, practice, procedures, a product, or medications.
It's important to define what you want to change and describe it in a way that makes sense to other people in your system so you can gather their perspectives about this change as well.
	

	MORE INFORMATION
	Read more about the 7 Ps of Implementation: 7 Ps

	21
	3. What is the evidence for change?
	We need to go through a rigorous process to understand the evidence for change, because we need to gather the evidence from a range of different sources to clarify what the change could or should look like.
This is crucial because when we're trying to bring people alongside us in the change process, we want to be able to say confidently that the change that we're arguing for, the change that we want to happen, has evidence that it works in certain settings that are similar to ours and that it has specific outcomes.
When you’re looking for what could and should be happening, look at what clinical practice guidelines in the area recommend. Look for evidence in other similar organisations.
We will address this question in more detail in a future module.
	Key Messages
· Identify a range of evidence to demonstrate that the problem is important.
· Consider who is involved in experiencing the problem.

Facilitation Tips
· Recognise that evidence is more than research and suggest that most clinicians use research as part of clinical or practice guidelines – this will be developed in the next module, so an overview is all that is required here.
· It can be challenging or unfamiliar to clinicians to consider looking for evidence in their organisations, as this is often perceived as a leadership task.
· Encourage discussion about organisational evidence they know about and/or have observed amongst their peers.
· In discussion, consider how the evidence generates a desire to do things better - this tension for change is important to recognise early.

	22
	Emphasise the importance of the problem
	We want to be able to show: 
· how the evidence aligns with strategic priorities of the organisation, 
· that our leaders agree with and support the change, 
· that we have sufficient resources to act now, 
· and that there are consequences of doing nothing – that is, if we keep doing what we’re doing now, we're actually going to get worse; we’re not going to see the improvement that we want.
It is very helpful to clarify an argument like this around the evidence as you begin to plan for implementation.
	

	23
	4. Who is involved?
	The fourth question relates to who is involved?
These are people who will help you either deliver, influence, or experience the problem.
We often call these people stakeholders, and we will investigate them in a lot more detail in a future module.
It's important at this stage to be thinking about who around you can actively shape or support the change that you are wanting to introduce.
	

	24
	Use practical tools to identify people
	Some practical tools that you might use to identify the people who are involved in this problem include process maps, clinical practice guidelines, or flow charts in your existing practice that describes what's happening. These can be useful to identify the people who are both providing and influencing care.
	

	25
	Another practical tool
	If you've had a problem that's originated in a patient complaint, it can be useful to map the patient journey. This is a way of creating a visual representation of how patients and their families experience the health services.
There is a blog in the Participant Workbook that offers an example of this, and the steps to do this. You may wish to do this with a group of patients and their family members to just get an understanding of how they experience the problem.
	

	MORE INFORMATION
	Read more about how to map a patient journey 
The Fundamentals of Patient Journey Mapping
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	26
	CASE STUDY
	We will use a case study throughout the Implementation Masterclass to explore implementation. The chosen case study implements an evidence-informed exercise program following cardiac surgery using a median sternotomy approach to surgery.
Please download the journal article, which describes the implementation plan and project in its entirety, so you can refer back to it throughout this masterclass. The DOI and article details are available on the current slide and in your Participant workbook.
	Key Messages
· Introduce the case study and set the scene for exploring the clinical problem.
· Show video of the “Keep your Move in the Tube” exercise strategy. 

Facilitation Tips
· Read the journal article, view the videos and listen to the podcast interview with Samara Phillips to familiarise yourself with the case.
· Explain that this case study will be used to illustrate the key content of each module throughout the Implementation Masterclass.
· Provide sufficient detail to familiarise participants with best rehabilitation practice.
· Refer back to the case study regularly. Participants should see the case evolve across modules rather than viewing each module as a standalone topic. 

	27
	CASE STUDY
	These YouTube videos show the particular exercise program used in this implementation project, Keep Your Move in the Tube.
These videos are designed as both patient and staff education tools.
	

	28
	CASE STUDY
	To provide a quick background to cardiac rehabilitation following median sternotomy…
Median sternotomy is the medical terminology for cutting through the bony breastbone to access the heart. 
Traditionally, patients who underwent cardiac surgery via median sternotomy were advised to restrict upper limb activity and lifting, to reduce the risk of wound breakdown and sternal instability. The pectoralis major muscle pulls directly on the sternum – this force + leverage with outstretched arm movements can cause strain on the site of the surgery. 
Current research supports a more active model of cardiac rehabilitation that involves early exercise using the ‘Keep Your Move in the Tube’ (KMIT) strategy to improve pain management, facilitate daily living activities, and optimise recovery. This strategy encourages people to keep their arms close to the body to lift, to reduce pressure on the insertion of the pectoralis muscle on the sternum. This improves movement and pain management. It facilitates daily living activities and can optimise recovery.
This research that came out before 2020 had informed international guidelines but was not being used consistently across Queensland. Accordingly, this is the clinical problem that the case study started with.
	

	MORE INFORMATION

	Read key article here 
Implementing Evidence to Inform Recovery After Cardiac Surgery via Median Sternotomy Is Feasible and Effective Using a Research Translation Framework - ScienceDirect
View Videos of “Keep your Move in the Tube” exercise strategy 
Comprehensive description Keep Your Move in the Tube https://youtu.be/e4Oz6RGfMNI
US News Report https://youtu.be/BjxYKmc3AQY
Memorial Health Service explanation https://youtu.be/kReAP-nBEbQ

	29
	DISCUSSION
(Activity 1)
	Take some time to read the article, and locate information for the following questions:
1. Where is the problem?
2. What do you want to change?
3. Who is involved?
4. What is the evidence for change?
Discuss with a colleague or use your Participant Workbook to record your responses.
	Key Messages
· Highlight inconsistency in best Practice
· Facilitate 10-minute discussion activity
· Summarise the case study clinical problem 

Facilitation Tips
· Encourage participants to describe as much as they can of the problem in the case study, in reference to the 4 key questions:
1. Where is the problem?
2. What do you want to change?
3. Who is involved?
4. What is the evidence for change?
· Seek feedback from 2-3 participants and use this opportunity to clarify any further, if required.

	
	
	Workshop delivery: Facilitate as a group discussion, paired activity or individual reflection as appropriate. 
Online delivery: Invite participants to pause the video and complete the reflection activity independently.
	

	30
	DISCUSSION: Review the problem
	As a whole group, let’s review the problem at a superficial level – we will unpack this in more detail throughout the Masterclass, to get a detailed understanding of this implementation challenge.
(Where) This clinical problem was located across two different settings – 4 acute hospital and 35 outpatient units. 
The problem of exercise during cardiac rehabilitation was evident in both settings. 
(What) The focus of change is to be systematic about using Keep Your Move in the Tube as consistent advice for patients across all settings – straight after surgery and during rehab. 
(Who) The whole clinical team needed to be involved. The surgeons and nurses needed to understand and be supportive of it. Rehab clinicians – exercise physiologists, physiotherapists, and perhaps occupational therapists – all team members directly involved with delivering exercise during rehabilitation. 
(Why) Because international guidelines had been updated with research evidence.
	

	31
	TRANSLATE INTO PRACTICE
(Activity 2)
	Now apply this to your implementation project. Think about your proposed innovation or intervention, and consider the following questions:
1. Where is the problem?
2. What needs to change?
3. Who is involved?
4. What is the evidence for change?
Discuss with a colleague or use your Participant Workbook to respond to these questions.
	Key Messages
· Facilitate 10-minute discussion activity.

	
	
	Workshop delivery: Facilitate as a group discussion, paired activity or individual reflection as appropriate. 
Online delivery: Invite participants to pause the video and complete the reflection activity independently.
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	32
	Is the problem suitable for implementation?
	Another tool to help us clarify whether our problem is suitable for implementation, is the TRIP Decision Tree. This process of decision-making starts with the clinical problem and then explores whether we want to:
· Improve clinical practices, or
· Introduce or adapt research findings.
This leads us to four different outcomes…
Let’s explore the difference between some of these outcomes, because some of these are commonly confused. 
	Key Messages
· Introduce the TRIP Decision Tree 
· Explain how Quality Improvement and Research problems are different from implementation problems 

Facilitation Tips
· Introduce the TRIP Decision Tree and emphasise the first distinction around whether there is existing evidence that needs to be introduced, a YES here is an important indicator of an implementation problem.
· Work through the full decision tree and explain potential for confusion between all endpoints; quality improvement, clinical redesign and research – they can all work together in clinical practice, but it is important to check early on that your project is NOT one of these.
· With each slide, emphasise the differences when compared to implementation – if possible, refer to and explain why the cardiac rehabilitation case study represents an implementation problem; or add in your own exemplars.

	33
	Compare Quality Improvement and Implementation
	Two outcomes that are commonly confused are quality improvement and implementation. 
Quality Improvement is a well-known and well-supported problem-solving methodology in many health systems. It is a great way to address local problems around workflow inefficiencies. The Plan-Do-Study-Act model is often used with Quality Improvement activities: you adopt problem-solve strategies to find the root cause, and then trial-and-error iterations to achieve the desired outcome. 
This is different to implementation, because implementation problems have research benefits that are not being realised, but we don’t know why. It’s usually not a simple reason why. That’s why we need to build our implementation plan – to help people use the evidence. 
	

	34
	Compare Research and Implementation
	Another comparison for confusion is research vs. implementation.
Research projects occur in healthcare systems when the answer to a problem is not known. If we do not have evidence, we may need to design a research study to address the question, then carry out a research project to answer the question. 
Whereas with implementation, we already know the benefits from research. It’s that those benefits aren’t being realised. With an implementation project we need to use implementation knowledge and skills to influence people to use the evidence in practice so that the benefits can be realised. 
It’s important to note that sometimes you may look at an implementation question and then realise we don’t have the answer to our question. This lack of evidence means that you might need to do a small research project first to address the question, before moving to implementation.
	

	35
	Connecting it all together…
	If we put it all together, we can think about 
· research as a means of discovering what works; 
· implementation as ensuring people use that research in practice; and 
· quality improvement as refining the workflow to make things more efficient in a local setting.
These distinctions and the TRIP decision tree can be useful during discussions with your peers or mentor, to clarify your problem.
	

	36
	DISCUSSION
	Discuss with a colleague or take some time to confirm why this case study is an implementation problem.
	Key Messages
· Confirm importance of checking the clinical problem is suitable for implementation.
· Facilitate 5-minute discussion activity.
· Discuss with reference to the case study and confirm it as an implementation problem. 

Facilitation Tips
· Emphasise that problems of Quality Improvement, Research, Redesign & Implementation Practice often co-exist and there may be initial confusion about the nature of the problem.
· In reality there is sometimes a need to change approaches along the way – seek help to discuss and clarify with peers and mentors. 
· Don’t waste time with planning detailed implementation of simple, local improvements! 
· Use the Discussion time to clarify the case study, if required.

	
	
	Workshop delivery: Facilitate as a group discussion, paired activity or individual reflection as appropriate. 
Online delivery: Invite participants to pause the video and complete the reflection activity independently.
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	DISCUSSION: Confirm the problem
	We can confirm that this case study is an implementation problem because in this instance the research is clear about what is effective. 
We also know that the research evidence wasn’t being implemented consistently. So, there was a need to understand why the current practice is inconsistent.
It’s important in implementation projects not to jump into problem solving at the beginning. We need to understand why things are not happening rather than try to solve them straight away.
	

	38
	TRANSLATE INTO PRACTICE
	Now apply this question to your implementation project: 
· Is your problem an implementation problem?
Discuss with a colleague or take some time to consider your response.
	Key Messages
· Facilitate 5–10-minute discussion activity.

Facilitation Tips
· Discuss with participants that as they identify problems in their own practice, what appears to be an implementation problem might actually be a QI problem, or require additional research.

	
	
	Workshop delivery: Facilitate as a group discussion, paired activity or individual reflection as appropriate. 
Online delivery: Invite participants to pause the video and complete the reflection activity independently.
	

	[bookmark: _Toc233362610]
Consider the Health System
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	Learning Objectives: Progress update
	Thus far through this module, we are making progress towards our learning objectives:
· You are now confident that a clinical problem is suitable for implementation.
· And we can clarify that this problem is important.
	Key Messages
· Revisit progress towards both learning objectives. 
· [bookmark: _Hlk219193081]Introduce concepts of systems thinking to better understand problems change in complex healthcare systems. 

Facilitation Tips
· Explain that systems thinking is a way of understanding problems by looking at the whole picture, not just individual parts.
· Highlight that every system has a boundary, which distinguishes between what is inside the system and what sits outside it, compare with how we often define our services by who we offer them to, and who is not eligible.
· What happens inside a system is shaped by interactions between its elements and can also be influenced by factors beyond their boundaries, such as healthcare policies, regulation and new technologies.
· Remind participants that system elements include services, organisational structures, processes, and resources, which are connected by people who work together and influence how care is delivered.
· Healthcare systems are often organised around formal organisational structures such as departments, teams, or organisations. 
· Explain that within every health system, there are many different levels of systems working within and beside each other, and systems are often nested within other systems; for example, a clinical team sits within a department, which sits within an organisation, which sits within a broader health system.
· Emphasise that problems sit within a larger system made up of different elements and the connections between them, and the way elements interact with each other may not always be immediately obvious.

	40
	Systems thinking can help
	Our healthcare organisations can be thought about as healthcare systems: we've got teams, departments, sites, the people who work with these and influence each other. These are all connected by a range of services, structures, processes and resources.

A systems thinking approach can help us step out of the problem and look at the system as a whole, to understand what factors or elements - what people, processes, etc. – are getting in the way of supporting current practice or are serving as barriers to change.
To delve further into system thinking, it’s a way of understanding problems by looking at the whole picture, not just individual parts. 
Every system has a boundary, which distinguishes between what is inside the system and what sits outside it. One way of thinking about boundaries when we’re thinking of health services as the system is to think about how we often define our services by who we offer them to, and who is not eligible. 
The elements within a system include services, organisational structures, processes and resources, which are connected by people who work together and influence how care is delivered.
What happens inside a system is shaped by interactions between its elements and can also be influenced by factors beyond the system boundary, such as healthcare policies, regulation and new technologies. 
Healthcare systems are often organised around formal organisational structures such as departments, teams, or organisations. 
Within every health system, there are many different levels of systems working within and beside each other, and systems are often nested within other systems; for example, a clinical team sits within a department, which sits within an organisation, which sits within a broader health system. 
Keep in mind that problems sit within a larger system made up of different elements and the connections between them, and the way elements interact with each other may not always be immediately obvious.
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	Change in health systems
	Systems thinking helps us to look beyond the individual problem to understand the patterns shaping the practice.
We can explore relationships and common patterns that emerge from the way that individuals interact with each other. 
Over time systems are adaptive. When something doesn't work well in a particular space, or a particular connection or a particular relationship, workarounds and solutions emerge from within the system.
	Key Messages
· Explore systems thinking to better understand change in healthcare systems. 
· Recognise familiarity with complexity in clinical care. 

Facilitation Tips
· Remind participants that relationships between people shape how they work, and these routines become habitual and form patterns; however, what happens in one clinical team may be different to others, because of subtle differences in relationships and interactions within each team.
· Explore how clinicians already use systems thinking in everyday practice, particularly in chronic disease management; For example, when a person has both arthritis and heart disease, exercise recommendations that benefit cardiac health may be difficult to follow because of joint pain, and care often requires compromise.
· Complexity is not the same as very complicated; in complex systems, elements are interdependent rather than independent, and actions in one part of the system inevitably influence what happens elsewhere; these interdependencies mean that complex systems cannot be fully controlled.

	42
	Complexity in human systems
	As clinicians you are already aware of systems and the complexity of systems when you're treating people with health conditions. If we look at the way that bodies work, particularly those of us who have chronic or complex conditions, we know that treatment for one condition can impact others. 
Most of you would have been faced with a situation where there's potentially a conflict or contraindication where an intervention may impact something else that we want the person to be able to do.
This “systems thinking” approach is particularly evident in chronic disease management. For example, when a person has both arthritis and heart disease, exercise recommendations that benefit cardiac health may be difficult to follow because of joint pain, and care often requires compromise. 
It’s important to note that complexity is not the same as very complicated. In complex systems, elements are interdependent rather than independent, and actions in one part of the system inevitably influence what happens elsewhere. These interdependencies mean that complex systems cannot be fully controlled.
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	Complexity in healthcare systems
	This complexity in the human body also exists in healthcare organisations.
While a change may appear simple (e.g. we just want people to do a particular exercise program), making change in complex systems can be more challenging than we realise. This is because complex systems are both dynamic and relational. They develop and work with the relationships that are at the core of the system. The interactions often matter more than the individual components. Our actions create ripple effects.
These ripples may be what we expect or may be unexpected.
The whole context within which we're working influences what works. For instance: Consider the way a particular multidisciplinary team works in one setting, and how the same type of team works in a different setting. The way things are different in different settings is this is at the core of understanding both the complexity of the setting and the way that system supports that behaviour.
	Key Messages
· Apply familiarity with complexity in clinical care to healthcare organisations. 
· Emphasise the benefit of discussion with stakeholders about understanding and prioritising what is important.

Facilitation Tips
· Discuss how as changes are introduced, they rarely stay contained and often create ripple effects and recognisable patterns of practice begin to emerge through new routines and interactions over time, - healthcare systems adapt and locally developed workarounds emerge.
· Summarise that systems thinking provides a way to make sense of complexity, to look beyond the problems, for the patterns, relationships, and conditions that shape everyday practice.
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	Look to understand the system
	Relationships between people are crucial – these relationships and routines exist beyond the actual roles and the workflows and the protocols. How people enact protocols varies.
If you would like to read further, Sharon Mickan has written a newsletter on LinkedIn called the Complexity Lens. It helps clarify what's working, spot where things get stuck and understand where to focus your efforts.
https://www.linkedin.com/newsletters/the-complexity-lens-7315695476425560064 
	

	MORE INFORMATION

	Read the LinkedIn newsletter ‘The Complexity Lens’ for an introduction to complexity 
(7) Seeing the System: How to map what's really going on | LinkedIn

Read more about The Cynefin Framework useful way to understand complexity, but it is difficult to explain to people unfamiliar with complexity- read for your own background 
Home - The Cynefin Co

	[bookmark: _Toc233362611]
Clarify Why the Problem is Important
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	Multiple problems exist in complex systems
	In our complex systems, multiple problems exist.
We’ve explored ways to check that your clinical problem is suitable for implementation; now it's important to ensure that that problem is prioritised as important.
Many of our managers and leaders will be familiar with the process of prioritisation. They will look for actions to generate the greatest benefit with the least disruption. 
It's really important to find leaders who also agree that the clinical problem is also important in your specific context.
	Key Messages
· Recognise prioritisation strategies for emphasising important clinical problems. 
· Distinguish between value and impact of health services.

Facilitation Tips
· Emphasise opportunities to discuss problems with stakeholders to understand their comparative importance; a problem that matters to frontline staff but is disconnected from leadership priorities is less likely to attract sustained support.
· Discuss how leadership priorities about safety, equity, efficiency may change slightly; encourage participants to listen to frustrations, look for data and build their understanding of the organisation early.
· Ideally, encourage participants to frame their problem in relation to strategically important clinical, organisational, and strategic goals and values - discuss within their networks about how addressing this problem would make a difference.
· Discuss how value is about the relationship between outcomes and resources, asking questions about ‘Are we getting the best possible outcomes for patients and populations for the resources we invest?’  
· Value emphasises doing the ‘right’ things
· Compare with impact, which is about the difference an intervention makes, asking “What changed as a result of this action, program, or innovation?’ 
· Impact emphasises meaningful outcomes.


	46
	Discuss what matters most
	Here are some of the questions that you might use as part of your future discussions with stakeholders. 
· Does the problem compromise patient safety?
· Does it contribute to inequity, risk or inefficiencies?
· Where do people experience frustration most acutely?
· Where is the biggest gap between evidence and practice? 
· Are there people with time and resources to be able to address the problem?
· Are the conditions favourable right now?
	

	47
	Prioritise by value and impact
	There are two different ways to prioritise that are commonly used in healthcare.
We can prioritise by value, which is often related to the clinical benefit, the patient experience; or we can prioritise by impact – the workforce capability, efficiency, timing, the outcomes.
	

	48
	Reduce low value practices
	Let’s look further into the concept of value. Two terms that are discussed in healthcare are the concept of de implementation and disinvestment.
They are related but slightly different.
De-implementation refers to wanting to reduce or stop practices that have been shown to be ineffective, outdated or not evidence based. This is part of the dynamic nature of healthcare because as we do more research, we find things that we thought were effective may not be.
A classic example is the use of X-rays for non-specific low back pain. The research evidence now suggests that  X-rays for nonspecific low back pain are not a good use of resources. This is now recognised as a low value practice and there is a lot of work being done to de-implement this practice. 
Disinvestment complements the process of de-implementation. Disinvestment refers to the reallocation of resources at an organisational level towards higher value alternatives. 
Both de-implementation and disinvestment occur together commonly in our health systems. 
Sometimes we use implementation to de-implement. For instance, you might hear about an implementation plan being necessary to change clinician behaviour and patient expectations when practice is not supported by the evidence.
	

	49
	Disinvest in low value care
	This process of de-implementing is about disinvesting in low value care.
This can be challenging due to the systematic nature of healthcare and the fact that many practitioners keep doing what they’ve always done. In healthcare we keep trying to add practices and routines that have been shaped by the past cultural history. If we don't intentionally review practice, these low value practices quietly persist. 
The intentional review of low value practices can also be at the core of implementation projects.
	Key Messages
· Recognise value of implementation for disinvestment initiatives.
· [bookmark: _Hlk219202546]Distinguish between under-mis and over-use of clinical services.

Facilitation Tips
· Introduce the concepts of disinvestment and de-implementation at a high level, to emphasise that they also require implementation plans for change. 
· Examples of different levels of evidence integration include
· Under-use often refers to new evidence, such as prehabilitation exercises before surgery;
· Misuse refers to practices where the evidence has changed, such as routine arthroscopy, which is no longer indicated for knee osteoarthritis, yet is still widely used in some places;
· Over-use also refers to change in practice where there is still high levels of demand from patients or clinicians, such as antibiotics for upper respiratory infections.

	50
	Review evidence integration in clinical practice
	A simple way of looking at evidence integration in clinical practice is to think about whether we are underusing the application of new or most relevant evidence, misusing evidence completely, incorrectly or unsafely or overusing practices that no longer add value. 
Under-use often refers to the inconsistent or lack of use of new evidence, such as prehabilitation exercises before surgery; 
Misuse refers to practices where the evidence has changed, such as routine arthroscopy, which is no longer indicated for knee osteoarthritis, yet is still widely used in some places; 
Over-use also refers to change in practice where there is still high levels of demand from patients or clinicians, such as antibiotics for upper respiratory infections.
This is a common way to describe aspects of both de-implementation and disinvestment.
	

	MORE INFORMATION
	Read more about resource allocation
Sustainability in Health care by allocating resources effectively (SHARE) 1: introducing a series of papers reporting an investigation of disinvestment in a local healthcare setting | BMC Health Services Research
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	CASE STUDY
	If we think about the case study, there are potentially elements of underuse or maybe inconsistent application of the new guideline. 
There might also be examples of overuse where practices that no longer add value are still being used because of routines that have been established within our health systems.
	Key Messages
· Revisit the importance of the Cardiac Rehabilitation problem. 
· Facilitate 5-10-minute discussion activity.

Facilitation Tips
· Review Case Study to confirm its importance.
· Generate a broad discussion to confirm amongst all participants that this is an important problem, suitable for implementation.
· Use this discussion to clarify any misconceptions.
· Listen to podcast interview with Samara (available on the CLE learning library) – at around 2 minutes, as she explains how a clinician question initiated the query and then she used expert opinion to develop a baseline survey.
· Samara took the opportunity to also ask about clinicians’ understanding of the problem and their perceived barriers at the same time – this is a pragmatic way to incorporate perceived barriers and facilitators, which will be addressed in Module 3.
· If required, suggest participants use the Justify the Importance of the Problem Template in their Participant Workbook.
· Provide reflection and/or discussion time for individuals to describe a problem in the case study. 
· Encourage individuals to use the templates in their workbook to describe their own clinical problem and determine its importance, as homework.
· If there is sufficient time, ask several participants to share their summary, as a lead into the closure.
· Acknowledge templates as dynamic documents, which often need refining as additional information and analysis is completed in future modules.

	52
	DISCUSSION
(Activity 3)

	Discuss with a colleague or use your Participant Workbook to consider why this case study is an important problem that needs to be addressed.
	

	
	
	Workshop delivery: Facilitate as a group discussion, paired activity or individual reflection as appropriate. 
Online delivery: Invite participants to pause the video and complete the reflection activity independently.
	

	53
	TRANSLATE INTO PRACTICE
(Activity 4)
	Now let’s apply this to your own clinical problem – look again at the first two questions proposed earlier: where is the problem, and what needs to change? 
If you have not yet identified a specific clinical problem, consider a problem in your setting where the research evidence is not being consistently integrated? Is this problem relevant and important? 
Discuss with a colleague or use your Participant Workbook to record your response.
	Key Messages
· Facilitate 10-minute discussion activity.

	
	
	Workshop delivery: Facilitate as a group discussion, paired activity or individual reflection as appropriate. 
Online delivery: Invite participants to pause the video and complete the reflection activity independently.
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	Close: Review Learning Objectives
	As we come to the end of this module, you now have some confidence and the skills to define a clinical problem that is suitable for implementation, and you can clarify why it's important. In our next module we will collate the evidence to support change.
	Key Messages
· Revisit learning objectives and focus of module.
· Suggest the application of this module for participant’s local problem.

	55
	Next: Evidence to support change
	Our next Implementation Masterclass will look at collating and appraising the evidence to support your change.
	

	56
	Thank you.
	Thank you for your participation. We look forward to seeing you in the next module: Evidence to Support Change.
	

	57
	With thanks
	With thanks to Sharon Mickan, Mosaic Health Consulting
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1. Template: My personal learning goal
2. Activity 1: Describe the case study problem
3. Activity 2: Describe the local problem
4. QH-TRIP Decision Tree: Identify a Problem
5. Activity 3: Discuss the importance of the problem
6. Activity 4: Reflection – Describe your own clinical problem
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[bookmark: _Toc233362615]Template: My personal learning goal

	My Personal Learning Goal
	Date:

	




































[bookmark: _Toc233362616]Activity 1: Describe the case study problem

	1. Where is the problem?
	







	2. What do you want to change?
	







	3. What is the evidence for change?
	







	4. Who is involved?
	













[bookmark: _Toc233362617]Activity 2: Describe the local problem

	1. Where is the problem?
	







	2. What do you want to change?
	







	3. What is the evidence for change?
	







	4. Who is involved?
	












[bookmark: _Toc233362618][image: ]QH-TRIP Decision Tree: Identify a Problem
[bookmark: _Toc220674348][bookmark: _Toc233362619]Activity 3: Discuss the importance of the problem

	Parameters
	Describe Local Problem

	Does the problem compromise patient safety?
	





	Does the problem contribute to inequity, risk or inefficiencies?
	





	Where do people experience frustration most acutely?
	





	Where is the biggest gap between evidence and practice?
	





	Are there people with time and resources to address this problem?
	





	Are the conditions favourable right now?

	







[bookmark: _Toc233362620]Activity 4: Reflection – Describe your own clinical problem

	If you’ve identified your problem… 

	Where is the problem?
	







	What do you want to change?
	







	If you’re looking for a problem…

	Is there a problem where research evidence is not being consistently integrated into practice?
	







	Is this problem relevant and important?
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