
Rehabilitation Treatment Specification System: Identifying 
Barriers, Facilitators, and Strategies for Implementation in 
Research, Education, and Clinical Care

Jarrad H. Van Stan1,2,3, Jain Holmes4, Lauren Wengerd5, Lisa A. Juckett5, John Whyte6, 
Shanti M. Pinto7, Leanna W. Katz8,9, Jeremy Wolfberg2,3

1.Harvard Medical School, Boston, MA

2.Massachusetts General Hospital, Boston, MA

3.MGH Institute of Health Professions, Charlestown, MA

4.University of Nottingham, Nottingham, England

5.The Ohio State University, Columbus, OH

6.Moss Rehabilitation Research Institute, Elkins Park, PA

7.University of Texas Southwestern, Dallas, TX

8.Spaulding Rehabilitation Hospital, Charlestown, MA

9.Boston University, Boston, MA

Abstract

Objective: To explore rehabilitation professionals’ experiences and perspectives of barriers and 

facilitators to implementing the RTSS in research, education, and clinical care.

Design: A cross-sectional survey with free text and binary responses was completed by 

rehabilitation professionals. Survey data was analyzed with a deductive approach of directed 

content analysis using two implementation science frameworks: Consolidated Framework for 

Implementation Research (CFIR) and the Expert Recommendations for Implementing Change 

(ERIC).

Setting: Rehabilitation professionals across research, educational, and clinical settings.

Participants: One hundred and eleven rehabilitation professionals—including speech-language 

pathologists, occupational therapists, physical therapists, physicians, psychologists, researchers, 
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and clinic directors—who explored possible uses or applicaåtions of the RTSS for clinical care, 

education, or research.

Interventions: Not applicable

Main outcome measures: Frequency of reported CFIR barriers and facilitators, as well as 

keywords related to CFIR and ERIC constructs.

Results: The barriers and facilitating strategies differed according to the end-users’ intended use, 

i.e., research, education, or clinical. Overall, the four most frequently encountered CFIR barriers 

were the RTSS’s complexity, a lack of available RTSS resources, reduced access to knowledge and 

information about the RTSS, and limited knowledge and beliefs about the RTSS. The ERIC-CFIR 

matching tool identified seven ERIC strategies to address these barriers, which include conducting 

educational meetings, developing and distributing educational materials, accessing new funding, 

capturing and sharing local knowledge, identifying and preparing champions, and promoting 

adaptability.

Conclusions: When attempting to use the RTSS, rehabilitation professionals commonly 

encountered barriers to understanding and skillfully using the framework. Theory-driven 

implementation strategies have been identified that have potential for addressing the RTSS’s 

complexity and lack of educational and skill-building resources. Future work can develop the 

identified implementation strategies and evaluate their effects on RTSS implementation.
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INTRODUCTION (Original Research Article)

It is well known that rehabilitation treatments are not described in ways that explicitly 

identify the hypothesized active ingredients and associated improved outcomes.1–3 This 

problem impairs the field’s ability to systematically improve, compare, and clinically adopt 

and adapt treatments. Reporting guidelines have been the most common approach to solve 

this problem, as hundreds have been developed (see https://www.equator-network.org/) and 

most journals require that authors use a reporting guideline to be eligible for publication. 

However, guidelines typically list categories of information that should be described—e.g., 

components of a treatment, procedures for tailoring the treatment—without a theory-driven 

framewååork that outlines how to identify and specify the relevant aspects of treatment 

thought to bring about observable, functional changes.4,5

The Rehabilitation Treatment Specification System (RTSS) addresses this issue, as it 

is a cross-discipline, theory-driven framework proposing how to identify and describe 

the critical clinician actions and modified patient functions of rehabilitation treatments.6 

The RTSS’s most significant theoretical advancements include guidance to parse [1] the 

clinician actions ostensibly responsible for modified patient functioning (i.e., ingredients) 

versus non-critical actions within a treatment activity, [2] ingredients’ direct versus indirect 

effects on various patient functions (targets versus aims, respectively), and [3] ingredients’ 

clinically meaningful changes in patient functioning (i.e., targets) versus modified patient 
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functions that describe why an ingredient affects a target (i.e., mechanisms of action). 

In-depth description of the RTSS is outside the scope of this manuscript and can be found 

elsewhere.5–8

Multiple disciplines and condition-specific work groups have begun to practically 

demonstrate the benefits of RTSS application. Researchers have used the RTSS to more 

clearly identify/describe treatment ingredients and targets as well as their connecting 

mechanisms of action in voice disorders,9 social communication impairments,10 dementia,11 

and aphasia.12–15 Methodologists have used the RTSS to identify when rehabilitation 

targets and ingredients are unique or overlapping,16 code and quantify ingredients 

and targets in standard clinical care with high reliability and validity,17 increase the 

interpretability of treatment effect sizes and power analyses across theoretically dissimilar 

types of treatments,18,19 and revise treatment reporting guidelines.20 Rehabilitation students 

have shown improved clinical decision making when including the RTSS in graduate 

curriculum.21 Thought leaders across multiple disciplines have found the RTSS’s conceptual 

advancements valuable enough to write editorials recommending RTSS use in occupational 

therapy (OT),22 physical therapy (PT),23 and speech-language pathology (SLP).24 Finally, 

rehabilitation clinicians, educators, and researchers are interested in the RTSS’s theoretical 

advancements, as shown by 752 rehabilitation practitioners from 55 countries have 

downloaded the RTSS manual over the past three and a half years. This interest appears 

to be increasing, as the number of professionals accessing the manual has increased from 

seven per month in 2018 to 25 per month in 2021.

Despite the RTSS’s advancements, it is well known that innovations are often poorly 

adopted (if adopted at all) when no strategies are designed to explicitly facilitate 

their implementation.25,26 The field of implementation science provides many theory-

driven frameworks27–29 that can help identify the barriers and facilitators of innovation 

adoption/adaptation. For example, the Consolidated Framework for Implementation 

Research (CFIR)30 includes barrier/facilitator constructs that have been associated with 

implementation across multiple disciplines and hundreds of published studies. Once barriers 

and facilitators are identified, these frameworks can also help identify and tailor strategies 

to improve implementation. For example, the Expert Recommendations for Implementing 

Change (ERIC)31 includes a list of implementation strategy categories that, according to 

expert opinion, can address implementation barriers.

Traditionally, implementation projects aim to put an evidenced-based treatment, practice 

guideline, innovation, etc. into clinical practice. In contrast, the RTSS is a framework 

that should facilitate implementation of various research (identifying active ingredients, 

performing meta-analyses), clinical (adoption and adaptation of an evidence-based 

treatment), or educational (teaching clinical decision making) projects. The strategies to 

facilitate RTSS implementation with high fidelity will undoubtedly differ depending upon 

the intended application. For example, a researcher would need the skill to create an in-depth 

specification of their research treatment. A clinician does not need in-depth specification 

skills, but instead must understand how an evidence-based treatment’s specification 

translates to the activities they perform and document for each individual patient. While 

researchers and clinicians often require specifications with minimal uncertainty—i.e., they 
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must “know” what they are delivering and the desired changes in patient functioning

—educators might be more interested in specification ambiguities to facilitate clinical 

reasoning skills, e.g., discussing various alternative specifications for a treatment or patient.

A substantial body of literature supports the critical importance of evaluating the needs 

of end-users32,33 in the development or refinement of any innovation, such as the RTSS, 

even in the earliest stages of evidence building.34 As a first step towards developing 

implementation strategies, this study aimed to identify the perceived and/or experienced 

barriers to RTSS use as well as any perceived or experienced facilitators that addressed these 

barriers. It is expected that this information will directly influence the future creation of 

RTSS implementation strategies for researchers, educators, and clinicians.

METHODS

Survey

The design is a cross-sectional study using online survey methods. An online survey 

acquired information on the needs of rehabilitation stakeholder groups—especially 

researchers, clinicians, and educators—attempting to use the RTSS. This study did not 

require human subjects ethical review. As shown in Table 1, an RTSS implementation 

assessment survey was developed to explore how end-users used (or were unable to 

use) the RTSS in their rehabilitation endeavors, barriers encountered, and potential or 

experienced facilitators. The survey was iteratively designed by the ACRM’s Rehabilitation 

Treatment Specification Implementation Assessment Task Force over 4 monthly meetings. 

The survey was emailed to 489 rehabilitation professionals who downloaded the Manual for 

Rehabilitation Treatment Specification (via Research Electronic Data Capture) and/or were 

members of the ACRM’s Networking Group for Rehabilitation Treatment Specification (via 

Survey Monkey). An individual completing the survey twice was prevented by automatically 

linking each survey to an email address. Recruitment was optimized by the original survey 

email including a 3-month time limit for responses, multiple reminder emails, and an 

incentive. The three email reminders occurred one month later, two months later, and 1 week 

before the deadline. The incentive was the chance to win a $100 Amazon gift card.

Data analysis

First, comments were classified according to the CFIR barrier and facilitator categories 

based on consensus agreement amongst three coders. The CFIR was chosen, out of many 

available frameworks, because of its application in health services (e.g., rehabilitation 

services) research, and its barriers have been directly mapped to the standard categories 

of implementation strategies in ERIC. Open-ended comments were extracted from the 

survey questions concerning barriers (Questions 1 and 3) and facilitators (Question 4). 

After being trained by an experienced CFIR coder,35,36 two coders independently classified 

each reported barrier and facilitator to a single CFIR construct. To guide coding, the coders 

used the detailed descriptions and rationales for each construct in the CFIR codebook 

(https://cfirguide.org/constructs/). To establish consensus, the experienced coder reconciled 

disagreements between the two other coders. Table 2 provides examples of original 

responses mapped to CFIR constructs.
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Second, a key word analysis was used to explore any specific barriers and facilitators 

underlying the more general CFIR constructs. It was also used to describe obvious 

differences between user groups (i.e., clinicians, educators, researchers) within each barrier 

or facilitator. A single rater summarized the topic(s) of each raw survey response.

Third, the CFIR-ERIC matching tool used a subset of CFIR barriers—those frequently 

reported by the RTSS end-users, specifically ≥2 total occurrences per subgroup—to produce 

expert-recommended implementation strategies. The number of CFIR barriers input into 

the ERIC matching tool was based on reported frequency for two reasons. First, subgroup 

differences cannot be explored unless a barrier is reported frequently enough to permit 

investigation. Thus, at least two occurrences per subgroup was chosen as a lower cutoff. 

Second, the publicly available CFIR-ERIC matching tool allows users to select any number 

of CFIR barriers and will match the summation of all, as well as individual, barriers to 

recommended implementation strategies endorsed by a panel of implementation scientists.37 

As a result, it is pragmatically beneficial to input a parsimonious number of barriers to 

minimize the quantity of implementation strategies while increasing the strategies’ potential 

applicability. Those who did not use the RTSS were excluded from this analysis because the 

survey’s branching logic did not explicitly ask them about facilitators, and upon review of 

the responses, only one of these respondents listed a potential facilitator in their response.

RESULTS

One hundred and eleven rehabilitation professionals completed the survey (~25% response 

rate). To download the Rehabilitation Treatment Specification Manual, potential RTSS 

users were asked to report their discipline and intended use. This downloader information 

was used to compare survey responders and nonresponders. Survey responders and 

nonresponders were qualitatively similar in occupation: 32 (29%) versus 114 (30%) SLPs, 

31 (28%) versus 83 (22%) OTs, 16 (14%) versus 63 (17%) PTs, 14 (13%) versus 58 

(15%) Physicians, 10 (9%) versus 40 (11%) Psychologists, 8 (7%) versus 20 (5%) other 

occupations (respectively). Survey responders and nonresponders were qualitatively similar 

in two RTSS applications: clinical care projects—33 (30%) versus (128, 34%), respectively

—and educational projects; 21 (19%) versus 78 (20%), respectively. Survey responders and 

nonresponders, were not qualitatively similar in two RTSS applications: research projects—

36 (32%) versus 82 (22%), respectively—and exploring various uses of the RTSS; 18 (16%) 

versus 93 (24%), respectively. Forty-one of the responders (37%) did not ultimately use the 

RTSS and 5 (5%) did not select a specific use for the RTSS. Those who did not use the 

RTSS were evenly distributed across professions—7 SLPs, 10 OTs, 7 PTs, 10 Physicians, 

6 Psychologists, 6 Other—and mostly attempting to use the RTSS for research (n = 14) or 

exploring potential uses (n = 18).

Table 3 outlines the CFIR barrier categories reported by clinicians, educators, researchers, 

and those who did not use the RTSS. For clinicians, their institution’s lack of resources and 

access to knowledge and information about the RTSS were the most frequently reported 

barriers to RTSS application. According to the key word analysis, clinicians primarily felt 

that they lacked the time and educational resources necessary to learn/use the RTSS. For 

educators, incomplete knowledge and/or beliefs about the RTSS was the most frequently 
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reported barrier. According to the key word analysis, educators reported not understanding 

the RTSS clearly enough to confidently teach others about it. For researchers, the RTSS’s 

complexity was the most frequently reported barrier. The key word analysis provided 

specific reasons for this complexity: the RTSS contains new terminology with technical 

definitions, the terms interact with each other, the RTSS requires considerable time to learn, 

and the RTSS requires a more fine-grained description than current practice. For those who 

did not eventually use the RTSS, the main barrier was available resources. The keyword 

analysis showed that many end-users did not have the time to familiarize themselves with 

the RTSS.

Table 4 outlines the CFIR facilitator categories reported by clinicians, educators, and 

researchers. Only “external change agents” was reported to have been an experienced 

facilitator and the other facilitators were suggested as potential facilitators. All three groups 

wanted more materials showing the RTSS’s adaptability through concrete, applied examples 

in discipline- and condition-specific treatments. All three groups also wanted increased 

access to knowledge and information about the RTSS. However, extracted key words 

were different among the groups. Clinicians requested that the RTSS be integrated into 

their electronic medical or health records. Researchers asked for educational materials that 

simplify the RTSS’s concepts and application, e.g., “a cheat sheet” or “RTSS for beginners.” 

Educators wanted materials that could be incorporated into their teaching curriculum.

The CFIR-ERIC matching tool evaluated the four most frequently reported barriers, which 

were 1) complexity, 2) availability of resources, 3) access to knowledge and information, 

and 4) individual knowledge and beliefs about the RTSS. Table 5 outlines the matching 

tool’s 17 recommended implementation strategies. Three suggested ERIC strategies may 

directly address the barriers of access to knowledge/information and knowledge/beliefs 

about the RTSS: 1) Develop education materials, 2) Distribute educational materials, and 

3) Conduct educational meetings. The suggested ERIC strategies of “promote adaptability” 

and “identifying and preparing champions” aligns with user feedback for more high quality, 

applied RTSS examples and external change agents, respectively. “Accessing new funding” 

is a suggested ERIC strategy to directly address the barrier of available resources. The 

matching tool suggested one broadly applicable strategy—over 20% expert agreement for 

all four barriers—that was not mentioned by the RTSS end-users: capture and share local 

knowledge.

DISCUSSION

Rehabilitation professionals attempting to use the RTSS identified four barriers that 

frequently occurred, regardless of specific RTSS application: the RTSS’s complexity, a 

lack of available RTSS resources, reduced access to knowledge and information about 

the RTSS, and limited knowledge and beliefs about the RTSS. In response to these four 

general barriers, the ERIC-CFIR matching tool and/or RTSS users identified seven general 

implementation strategies: conduct educational meetings, develop educational materials, 

distribute educational materials, access new funding, capture and share local knowledge, 

identify and prepare champions, and promote adaptability. The frequency at which these 

barriers and facilitators were reported—as well as the underlying keywords—qualitatively 
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varied based on whether the RTSS was being used for clinical, educational, or research 

projects; thus, the specific implementation strategies will likely need to be tailored for the 

specific RTSS use. For example, educational materials (to improve knowledge) and concrete 

RTSS examples (to promote adaptability) would need to be tailored to facilitate in-depth 

specification skills for researchers, correct use of already-specified treatments in an RTSS-

based electronic medical records for clinicians, or direct integration of RTSS concepts into 

course curricula for educators. Since consulting RTSS experts (i.e., “identify and prepare 

champions or external change agents”) helped many respondents to apply the framework, 

the development of new materials should align with education or training programs designed 

to increase the number of RTSS experts in various disciplines and specialties, e.g., train the 

trainer models.

Most RTSS work has focused on creating educational and training materials to improve 

the knowledge, beliefs, skills, and self-efficacy of the end-users.9–16,18,19,21–24 However, 

barriers such as limited available resources, minimal leadership engagement, and lack 

of outer setting policies would require implementation strategies at the organizational or 

societal level. Bigger picture strategies could focus on facilitating the development of 

policies and guidelines for inner settings—e.g., the RTSS users’ research, educational, 

and/or clinical institutions—and outer settings—e.g., professional entities such as the 

Centers for Medicare and Medicaid, American Speech-Language-Hearing Association, 

American Physical Therapy Association, American Occupation Therapy Association. 

Typically, organizations have resource constraints and any policy or guideline that integrates 

the RTSS will require resources such as time, money, personnel, etc. This might be 

mitigated in the short-term by acquiring funding to provide these additional resources, as 

suggested by the CFIR-ERIC matching tool. Also, some implementation strategies, such as 

electronic medical record menus, would obviously benefit from consistency at a national 

level, international level, or by professional societies rather than individual implementation 

efforts across many local institutions. Future work could focus on developing strategies 

associated with societal and organizational changes such as accreditation or licensure 

standards, involving executive or advisory boards, engaging with policy makers, and directly 

working with various educational, medical, and professional institutions.

Implementation science is typically focused on facilitating the adoption of specific clinical 

best practices supported by emerging evidence.25 In contrast, RTSS implementation is not 

the adoption of any specific evidence-based treatment but implementing a way of studying 

and communicating about treatments in general. As such, more specific skills will need to be 

measured during implementation, e.g., research reporting, treatment documentation, clinical 

decision making. Thus, it’s probably most useful to consider the barriers and facilitators 

to adoption of RTSS-informed changes in the critical skills and behaviors specific to 

research, clinical care, and education. Future work would undoubtedly benefit from 

iterative stakeholder input to both guide specific implementation strategy development and 

identify what kinds of “evidence of benefit” would most motivate adoption by researchers, 

educators, clinicians, i.e., investigating feasibility with an embedded process evaluation. An 

iterative, stakeholder approach could help ensure that any abstractions of research, clinical 

care, and education have maximal potential for realizing the practical benefits of RTSS 

implementation.
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Study limitations:

First, the primary barriers were identified by frequency, which is less preferable than 

eliciting information regarding the relative importance or weight among the barriers. Future 

work could obtain information regarding the relative importance of each barrier in relation 

to other stated barriers. Second, the manual downloaders were asked to generally identify 

and describe barriers and facilitators, without being guided by the frameworks we later 

used for data analysis, e.g., CFIR or ERIC. Thus, potentially critical concepts within 

those frameworks may not have been thoroughly explored. This is an acceptable limitation 

because the project was designed as a preliminary needs assessment to identify frequently 

occurring barriers and facilitators and future steps. Moreover, the survey responses were 

successfully retrofitted to the more specific constructs of the CFIR and ERIC. Third, most 

respondents were in the early stages of attempting to use the RTSS. Thus, while many 

reported barriers that had been encountered, facilitators were mainly “wants” that had not 

been experienced. However, as noted, there was substantial correspondence between these 

desired facilitators and the CFIR-recommended facilitators for the experienced barriers.

CONCLUSION

A needs assessment was completed with over 100 rehabilitation professionals across 

multiple disciplines to identify commonly encountered barriers and facilitators for RTSS 

implementation in research, education, and clinical care. According to the CFIR, the four 

most frequently faced barriers were the RTSS’s complexity, a lack of available resources, 

reduced access to knowledge and information, and limited knowledge and beliefs. The 

ERIC-CFIR matching tool identified seven general implementation strategies to address 

these barriers, which include conducting educational meetings, developing educational 

materials, distributing educational materials, accessing new funding, capturing and sharing 

local knowledge, identifying and preparing champions, and promoting adaptability. The 

specific barriers and facilitating strategies differed according to the end-users’ intended 

use, i.e., research, education, or clinical. The RTSS has great potential to advance the 

quality of rehabilitation research, education, and clinical practice, but the implementation 

and dissemination of clinical innovations is known to be difficult. Thus, this prospective 

exploration should be helpful to pre-empt challenges as well as develop strategies and 

evaluate their impact for facilitating broad use of the RTSS.
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Table 1.

Online survey questions and branching logic.

Questions Branching logic Response

0 Have you attempted to apply (or are planning to apply) the RTSS to your work? Always ask yes, no

1 Why have you not applied (or attempted to apply) the RTSS? If Question 0 = “no” free text

2 Please describe how you have tried to apply the RTSS, being as specific as you can. If Question 0 = “yes” free text

3 What do you think are significant barriers/ obstacles to using the RTSS in the ways you hope to? If Question 0 = “yes” free text

4 What, if anything, would be helpful to circumvent these barriers/obstacles? If Question 0 = “yes” free text
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Table 2.

Example CFIR coding of raw barrier and facilitator survey responses

Raw survey response CFIR code

(Barrier) Lack of understanding RTSS concept, only was exposed to 1 power point presentation 
about the topic and it seems more complex than that. Intervention characteristics: Complexity

Facilitator) More discipline specific applications/examples would be helpful. Intervention characteristics: Adaptability

(Facilitator) A well-organized campaign to address ASHA, AOTA, and CAPTE. Outer setting: External policy & incentives

(Barrier) It takes quite a bit of time to understand and then more time to apply it to my own 
work to see if it will be useful. Inner setting: Readiness: Available resources

(Facilitator) RTSS built into our EMR-system! Inner setting: Readiness: Access to 
knowledge & information

(Barrier) It may be difficult to get consensus to use among the 3 disciplines and to teach in the 
academic settings.

Inner setting: Implementation climate: 
Compatibility

(Barrier) Lack of clear understanding when educating others on concepts Characteristics of individuals: Knowledge & 
beliefs about the intervention

(Facilitator) Feedback from an experienced [RTSS] user was very helpful! Process: External change agents

Arch Phys Med Rehabil. Author manuscript; available in PMC 2024 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Van Stan et al. Page 14

Table 3.

Number of occurrences (% of total) the RTSS end-users identified a CFIR barrier construct.

CFIR construct Total occurrences
Occurrences split according to RTSS application

Clinic Education Research Did not use

Intervention characteristics 44 (31) 14 (24) 4 (17) 15 (43) 11 (35)

  Complexity 22 (15) 5 (8) 3 (13) 10 (30) 4 (14)

  Adaptability 8 (6) 5 (8)   2 (6) 1 (3)

  Design quality & packaging 7 (5) 3 (5) 1 (4) 1 (3) 2 (7)

  Evidence strength & quality 4 (3)     2 (6) 2 (7)

  Relative advantage 2 (1)       2 (7)

  Trialability 1 (1) 1 (2)      

Inner setting 69 (48) 35 (59) 10 (43) 11 (31) 13 (42)

  Readiness for implementation          

    Available resources 31 (22) 12 (20) 5 (22) 6 (18) 8 (28)

    Access to knowledge & information 18 (13) 11 (19) 2 (9) 2 (6) 3 (10)

    Leadership engagement 5 (3) 3 (5)   1 (3) 1 (3)

  Implementation climate          

    Compatibility 7 (5) 3 (5) 2 (9) 2 (6)  

    Tension for change 2 (1) 1 (2) 1 (4)    

    Relative priority 3 (2) 3 (5)      

    Organizational incentives & rewards 1 (1) 1 (2)      

    Learning climate 1 (1)       1 (3)

  Networks & communications 1 (1) 1 (2)      

Characteristics of Individuals 29 (20) 9 (15) 8 (35) 7 (20) 5 (16)

  Knowledge & beliefs about the intervention 26 (18) 8 (14) 8 (35) 6 (18) 4 (14)

  Self-efficacy 3 (2) 1 (2)   1 (3) 1 (3)

Process 1(1) 1(2) 0 (0) 0 (0) 0 (0)

  External change agents 1 (1) 1 (2)      

Outer setting 1 (1) 0 (0) 1 (4) 0 (0) 0 (0)

  External policy & incentives 1 (1)   1 (4)    
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Table 4.

Number of occurrences (%) the RTSS end-users identified a CFIR facilitator construct. Of note, those who 

reported not using the RTSS were excluded because the survey’s branching logic did not explicitly ask them 

about facilitators.

CFIR construct Total occurrences
Occurrences split according to RTSS application

Clinic Education Research

Intervention characteristics 32 (36) 12 (30) 8 (30) 12 (54)

  Adaptability 21 (24) 9 (23) 4 (15) 8 (36)

  Evidence strength & quality 6 (7) 2 (5) 2 (7) 2 (9)

  Complexity 2 (2)   1 (4) 1 (4)

  Design quality & packaging 2 (2) 1 (3) 1 (4)  

  Trialability 1 (1)     1 (4)

Inner setting 43 (49) 21 (54) 16 (59) 6 (27)

  Readiness for implementation        

    Access to knowledge & information 37 (42) 17 (44) 15 (56) 5 (23)

    Available resources 2 (2) 2 (5)    

    Leadership engagement 2 (2) 1 (3)   1 (4)

  Implementation climate        

    Compatibility 2 (2) 1 (3) 1 (4)  

Characteristics of individuals 3 (3) 2 (6) 0 (0) 1 (4)

  Knowledge & beliefs about the intervention 2 (2) 1 (3)   1 (4)

  Other personal attributes 1 (1) 1 (3)    

Process 6 (7) 3 (8) 1 (4) 2 (9)

  External change agents 6 (7) 3 (8) 1 (4) 2 (9)

Outer setting 4 (5) 1 (3) 2 (7) 1 (4)

  External policy & incentives 4 (5) 1 (3) 2 (7) 1 (4)
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Table 5.

ERIC strategies and their level of expert consensus (% agreement) in relation to the most frequently identified 

CIFR barriers.

ERIC strategies

CFIR Barriers

Complexity Available 
resources

Access to knowledge & 
information

Knowledge & beliefs 
about the intervention

Conduct educational meetings 13 0 79** 56**

Develop educational materials 13 4 59** 36*

Distribute educational materials 3 0 55** 16

Access new funding 3 78** 0 8

Capture & share local knowledge 27* 22* 31* 24*

Create a learning collaborative 33* 9 45* 16

Identify & prepare champions 30* 4 24* 40*

Conduct ongoing training 37* 9 38* 12

Assess for readiness, identify barriers/ 
facilitators 30* 13 7 16

Promote adaptability 40* 4 7 16

Stage implementation scale up 30* 13 3 20*

Develop a formal implementation blueprint 43* 4 14 4

Conduct cyclical small tests of change 37* 13 3 12

Conduct educational outreach visits 7 0 28* 28*

Facilitation 20* 4 10 20*

Change physical structure and equipment 3 48* 0 0

Identify early adopters 20* 0 10 20*

*
Top quartile agreement in original CFIR-ERIC matching tool ≥ 20%

***
Majority expert agreement.
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