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ABSTRACT
Background

Cancer Care Ontario’s Program in Evidence-Based
Care (PEBC) was formalized in 1997 to produce
clinical practice guidelines for cancer management
for the Province of Ontario. At the time, the gap
between guideline development and implementation
was beginning to be acknowledged. The Program
implemented strategies to promote use of guidelines.

Methods

The program had to overcome numerous social chal-
lenges to survive.

*  Prospective strategies useful to practitioners—in-
cluding participation, transparent communication,
a methodological vision, and methodology skills
development offerings—were used to create a
culture of research-informed oncology practice
within a broad community of practitioners.

*  Reactive strategies ensured the survival of the
program in the early years, when some within
the influential academic community and among
decision-makers were skeptical about the feasibil-
ity of a rigorous methodologic approach meeting
the fast turnaround times necessary for policy.

Results

The paper details the PEBC strategies within the context
of what was known about knowledge translation (KT)
at the time, and it tries to identify key success factors.

Conclusions

Many of the barriers faced in the implementation of
kT—and the strategies for overcoming them—are
unavailable in the public domain because the relevant
reporting does not fit the traditional paradigm for

publication. Telling the “stories behind the story”
should be encouraged to enhance the practice of kT
beyond the science.
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1. INTRODUCTION

The editorial that introduced this series distinguished
between the “science” and the “practice” of knowl-
edge translation (k1?), implying that important KT ex-
periences stay hidden because their publication does
not “conform to the traditional research paradigm™!.
In that spirit, this article presents the story behind the
early days of the Program in Evidence-Based Care
(PEBC), Cancer Care Ontario’s guideline initiative.
The story is a personal commentary narrated by the
program’s founding director, and circulated for com-
ment to early program participants.

The peBc (https://www.cancercare.on.ca/cms/one.
aspx?pageld=7582) was established to meet Cancer
Care Ontario’s requirement to develop clinical prac-
tice guidelines (cprGs) as one condition of continued
funding. At the time, the limitation of guidelines as
KT vehicles was beginning to be recognized, prompt-
ing the Program to institute strategies beyond dis-
semination to promote their use. The implementation
strategies described in the rest of this article together
qualify PEBC as a KT initiative.

“The Story” describes the early years of the initia-
tive, providing insights into the barriers faced and the
responses to them. Its intent is to meet the challenge to
tell honestly about issues faced that otherwise might
not surface. Where “The Story” ends, others have

2 kr refers to “knowledge translation.” More recently, the term
“knowledge translation and exchange” (KTE) has been popular-
ized. As used here, kT refers to both terms.
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since taken the Program much further: https://www.
cancercare.on.ca/toolbox/qualityguidelines/pebc/.

2. THE STORY: A BRIEF OVERVIEW

In 1994, Cancer Care Ontario embarked on crG devel-
opment through expert panels within Ontario’s pro-
vincial cancer system. Development of cpGs came at
the direction of the organization’s funder, the Ontario
Ministry of Health and Long-Term Care, which made
their development a condition of continued funding.

Initially, province-wide panels corresponding
to cancer disease sites and consisting almost exclu-
sively of oncologists were assembled to develop cpGs.
They approached the task using informal consensus,
without specific tools. Then, one cancer centre—at
the instruction of then-director and regional vice
president, Dr. Mark Levine—declined participation
because of concern about the lack of commitment to
evidence-based methods.

The nonparticipating centre, of which I was a
senior member, subsequently conducted a process
within its region to meet the parent organization’s
goals through an evidence-based model. That process
involved having disease site groups develop clinical
recommendations on priority clinical conditions of
their own choice. The groups were provided with
library science support and were asked to present
their experiences to a broad regional audience at
monthly evening sessions. Sessions were observed by
a selected group of research design methodologists,
including oncologists, an oncology nurse, internal
medicine and health informatics specialists, library
scientists, clinical trialists, and a health economist.
After 12 months, the team used what it had learned
from its observations to design a structured approach
to the evidence-based development of cPGs on cancer
within the context of a cancer system 23.

Meanwhile, the province-wide expert panels
were developing their consensus guidelines. Ap-
proximately 10 crGs were submitted from the vari-
ous panels. Cancer Care Ontario’s organizational
leaders (vice presidents and the president)—and, to
their credit, the panel chairs—were disappointed
in the quality of the cpGgs produced. Loose con-
nections between recommendations and evidence,
highly variable cpG formats, variation in compre-
hensiveness, and variable attention paid to the
research evidence behind recommendations were
some of the major concerns. As a result, the group
from the nonparticipating centre was invited to
meet provincial panel chairs to assist in improving
the process, with a commitment to an evidence-
based approach.

The group brought with them a slide presentation
of the methodology they had developed 2, but they
first invited the panel chairs to present their experi-
ences, including frustrations, barriers, and facilita-
tors. Experiences were consistent across panels. Only

then did the group present its model, demonstrating
how the model features addressed each concern that
had been raised.

Four features of the model addressed common
frustrations:

* Use of priorities for topic selection, rather than
across-the-board coverage of all disease sites—
that is, panel control over agenda-setting. The
term ““priorities” refers to the disease site panel’s
judgment about topics of importance from the
clinical, treatment access, and cost perspectives.

*  Framing of guidelines around specific clinical
questions rather than an attempt to comprehen-
sively cover a disease site—that is, a narrower
focus for each guideline. For example, instead
of one comprehensive breast cancer crG, disease
site panels would narrow the frame of reference:
adjuvant therapy for stage 11 node-positive post-
menopausal women, for instance.

* Provision of a guiding framework and organi-
zational structure for the crGs.

* Negotiation of administrative policy support
to reassure panels that clinical recommendations
would be respected at the board level.

The members of the group from the nonpartici-
pating centre were then appointed to lead the next
phase of crG development with support from the
panel chairs and with adequate funding. By 1997,
that informal charge had been converted to a new
funded program—the pEBc—and within 3 years, the
budget had been more than quintupled.

The PEBC was conceptualized as more than a
cpG development program. It also focused on imple-
mentation strategies now recognized as consistent
with the field of kT. Specific strategies designed to
enhance engagement and support included mentoring
the expert panel members; addressing the urgencies
of policymakers with respect to emerging evidence
and advocacy; creating educational tools; engaging in
international collaborations ~¢; and convening work-
shops for skills transfer in literature search, evidence
synthesis, and the use of meta-analytic software. The
PEBC came to involve multiple academic disciplines,
community-based professionals, and community
representatives (laypeople).

The peBC philosophy embraced “bottom-up” en-
gagement in the process of evidence synthesis and
interpretation, and of review and development of
recommendations by those expected to apply them.
The process was facilitated by a trained methods
resource group (librarians, methodologists, oncolo-
gists) attached to panels and by peer support coming
from mentors chosen for their enabling style. Using
the kT principle of pilot-testing with end users, an
inventory of all provincial-based oncologists and a
survey tool were developed to allow practicing on-
cologists, whether part of the formal cancer system
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or not, to review draft guidelines before release, and
panels were expected to document and to respond to
the concerns expressed in the feedback in a dedicated
section within each cpra 78,

3. BEHIND THE STORY: KT CHALLENGES

Certain challenges were anticipated and led to pro-
active KT strategies (Table 1). Others were not antici-
pated and required reactive strategies in response
(Table m).

3.1 Proactive Strategies

Early on, it was recognized that the initiative would
need to go beyond cpG development; implementation
strategies across an entire jurisdiction with a popu-
lation more than 10 million would be required. To
that end, a sense of identity would have to be created
among Program participants, and those participants
would have to be offered something in return. (Early
on, a significant proportion of practitioners remained
leery of crGs.)

To begin, the Program had one research assistant,
a faculty leader, and a panel of oncologist mentors
from various regions of the Province of Ontario who
were formally trained in research design. When the
Program began, the literature on kT identified certain
strategies, alone or in combination, as being modestly
effective in influencing clinical behaviour:

e Targeting opinion leaders

* Academic detailing

* Involvement of the community (participation)
« Patient-mediated tools

e Audit and feedback

* Point-of-care and computer-assisted reminders

Since then, the science of kT has evolved 4.

To enhance uptake of guidelines, the Program
adopted other proactive strategies including “giving
back” to participants (educational events and skills
transfer), regular newsletters to foster a sense of
community, a commitment to the quality of cpGs to
instill pride and to capture the support of skeptics,
and active facilitation through the Methods Resource
Group of trained staff in recognition of the limited
time available to clinical participants and the social
nature of practice change 4. “Facilitation” included
undertaking literature searches, entering data into
tables, using software to do the meta-analyses, pre-
paring the guideline draft, coordinating community
surveys, and organizing panel meetings.

In essence, conditions for well-functioning “‘com-
munities of practice” were created at the community—
academic interface. The communities-of-practice
model tends to encourage loyalty of members to the
group and a sense of identity that fosters effective
participation and productivity '3.

TABLE I  Proactive knowledge translation strategies

Strategy Description

Fostering a sense of community

Publication of a regular newsletter updating panel par-
ticipants on learning opportunities, progress of other
panels, and general information in cancer guideline
development
Giving back

Offering educational workshops, led by experts,
upgrading the methodology skills of panel members:
literature search, systematic review design and inter-
pretation, meta-analysis software use, critical appraisal

methods, consensus methods, and evidence-based
principles

Methodologic peer mentorship

Panel meetings were facilitated by an oncologist
with special skills in research design methods and an
enabling style

Structured guidance and social strategies

Structured methods were used to guide panel meet-
ings; features included “time outs” to allow panels
to reflect on behaviours and learning opportunities
arising from discussions—for example, a predictable
comment early in initial meetings was that participants
were “experts,” knew the literature and therefore
didn’t need a systematic approach; by allowing the
discussion to proceed, we were able in each instance to
show how each panel member had a different “biopsy”
of “the body of evidence,” which they interpreted
differently, demonstrating explicitly the need for a
systematic approach

Facilitation through staff support

Each panel was supported with a dedicated research
coordinator skilled in library science or research de-
sign methods at the Masters level as part of a Methods
Resource Group (supported by Program funding)

Empowerment through choice

Panels were offered flexibility in topic selection and in
the order in which they addressed each topic according
to specific priority criteria

Realistic goal-setting

Panels were charged to address narrowly defined clini-
cal questions that could result in the completion of a
useful clinical practice guideline within a reasonable
time frame

Instilling pride

We benefited from intimate collegial access to those
who popularized or originated the critical appraisal
and evidence-based movements, together with ac-
cess to trained staff associated with those fields; this
access allowed for the design of products of world-
class quality as a means of attracting commitment
and support

Negotiating support and fostering trust

The Program negotiated with the parent organization
to ensure that clinical recommendations of panels
were respected at the management and policy levels
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TABLE 1 Reactive strategies to barriers in early phases of knowledge-translation programming

Barriers

Responses

Academic rivalry

Five university-based academic health science centres with
medical schools, often with inter-organizational competition;
the Program in Evidence-Based Care (PEBC) was placed within
one of those universities

Some academic department heads discouraged participation,
indicating that Program contributions would not qualify for
academic credit

Program leaders accused of benefitting their own careers at the
expense of panel members’ work

Availability of oncologists’ time to participate

Among the most difficult challenges, especially for community-
based oncologists paid fee-for-service

Time taken to produce documents for decision-making

Most guideline development programs that focus on evidence-
based methods learn that rigorous attention to methodology
requires time that often fails to meet expectations of clinical and
management/policy decision-makers alike, thus threatening the
credibility and utility of the Program

Emerging expectations of the advocacy community

At the time, the advocacy movement was gaining momentum,
and even peer-review grants panels were including community
representatives. There was pressure to complement what was
perceived as the “sterility” and elitism of the evidence-based
paradigm to include other factors such as patient and system
circumstances and patient preferences into clinical recommen-
dations

Negotiated publication of guidelines in peer-reviewed journals
Negotiated continuing medical education (cME) credits with
Royal College

Program leads agreed to forego authorship on published guide-
lines unless they made the seminal contributions; also promoted
the participation of community-based practitioners and assigned
academic credit for cME and authorships

Collaborated with U.S.-based Agency for Healthcare Research
and Quality posting of program guidelines on the U.S. National
Guideline Clearinghouse (http://www.guideline.gov/), which
added credibility

Negotiation of cME credits

Academic credit through peer-reviewed authorship, a powerful
incentive for community-based participants

Educational workshops on critical appraisal, literature search
skills, evaluation of systematic reviews, use of meta-analysis
software

The Program was never asked or required to provide a stipend
as a condition of participation

Active facilitation through staft support (proactive, but covers
this issue)

Developed “methodologic framework™ for advice documents
that balanced rigour and pragmatism

Developed a standardized procedure for “horizon scanning” of
anticipated guideline topics, mainly related to new and expensive
drug availability and presentations at annual meetings

A policy was instituted that at least 2 community representatives
were to be part of each panel’s membership; the strategy included
an orientation program and orientation materials

Experimented with preparation of patient-oriented guidelines as
translations (an unsuccessful experiment)

Community representatives added at every committee level of
the Program

Ensured transparency of recommendations and reasons behind
them as a separate section in guidelines, and posting of all
guidelines on the Internet

3.2 Reactive Strategies

Not every threat to the Program’s success and
credibility could be anticipated. As the Program
evolved, several issues arose requiring a direct and
effective response:

*  The Program was born within a competitive en-
vironment involving five academic health science
centres, each with a cancer centre in its region.
The Program took up the time of participating
oncologists who were clinically busy and who
had cross-appointments to academic departments
within faculties of medicine. The cancer centres
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highly valued academic productivity. As a result,
several oncologists indicated that they could not
participate because their department head did not
consider their Program contributions worthy of
academic credit—either because the head under-
valued such activity (evidence synthesis and cpG
development) as a legitimate scientific or research
pursuit, or because the program was housed
within a competing institution. At the time, the
evidence-based movement was still controversial.

In response, the Program
* negotiated with a peer-reviewed Canadian
oncology journal (now out of print) to have
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the cpGs published. In addition, Program
staff prepared cpGs for publication by other
peer-reviewed journals.

* negotiated with the Royal College of Physi-
cians and Surgeons of Canada to provide
continuing medical education credits for
participants.

 focused on instilling pride and gaining
credibility through the production of high-
quality products—for example, by having
its guidelines accepted and posted at the
National Guideline Clearinghouse managed
by the U.S. Agency for Healthcare Research
and Quality (http://www.guidelines.gov/).

* The rivalries associated with a competitive
academic environment provoked accusations
that Program leaders were advancing their own
academic careers at the expense of the work of
others.

In response,

*  Program leaders agreed to decline co-author-
ship for cprGs to which they did not make the
most substantive contribution.

* the Program ensured that panel members
making significant contributions earned aca-
demic credit through authorship, a strategy
that was especially effective for gaining the
support of community-based participants and
other health professional groups.

* Decision-makers at the management and policy
levels, and clinicians who desired access to new
treatments, were concerned that the time taken
for an evidence-based approach would not yield
a cpG within a reasonable period.

In response, the Program

* developed a methodology framework for
“advice documents” that short-circuited the
elaborate process of systematic reviews,
while maintaining a credible level of meth-
odologic rigour '°.

e The early methodology for advice documents
is not available, because it has been consider-
ably improved since the early years. A full
presentation of the Program’s current meth-
ods can be found at https://www.cancercare.
on.ca/cms/one.aspx?pageld=10179. Ultimately,
the systematic reviews were done and the full
cpGs were completed, but the process never-
theless provided guidance for policymakers
in “real time.”

* developed a formal “horizon-scanning” ap-
proach to anticipate emerging hot topics to
which a quick response might be needed.

* Horizon-scanning applied mainly to an-
ticipated conference presentations—for

example, those at the American Society of
Clinical Oncology annual meeting—and to
media coverage of new and expensive can-
cer drugs. Horizon-scanning was instituted
through monthly teleconferences between
panel chairs and a dedicated research co-
ordinator, who added such items to each
monthly agenda. As an issue was identified
(for example, through knowledge of progress
in various clinical trials, discussions with
industry, and presentations at major confer-
ences), one member of the panel and the
chair worked with the research coordinator
to assemble the material for a draft cpG to
be ready when needed. Subsequently, over
a 4-year period, the Program had a usable
cprG ready when 13 of 15 “new cancer drug”
stories emerged in the press.

*  Development of the Program coincided with ac-
celeration of the cancer patient advocacy move-
ment. Empowerment of the lay community was
gaining momentum, and credible peer-review
granting agencies were including community
representatives on scientific review panels.

e The Program responded by inviting the Ca-
nadian Cancer Society to identify volunteer
representatives to sit as members of cprG
panels and other Program committees. The
strategy included development of orientation
materials and workshops.

3.3 Relevance to KT and KT Theory

The pEBC developed with a conscious agenda to go
beyond cprG development toward implementation.
Through panel chair and membership selection, opin-
ion leaders and community-based practitioners were
recruited. The Program attempted to instill a sense
of belonging and trust among participants through
transparent processes such as pilot-testing with end
users, making a panel’s responses to feedback explicit
within the cpGs, and implementing a clear organiza-
tional and reporting structure (Figure 1). Because of
how the Program was situated, it aimed to influence
the practice and the policy sectors alike, meaning
that the Program met the criteria of a KT initiative.
Useful insights into the history and theoretical
models that inform kT are found in published reviews
of the xr literature (for examples, see Kitson ef al,,
2008 4; Sudsawad, 2007 '7; Oborn et al., 2010 '§;
Estabrooks et al., 2006 '°; Graham and Tetroe,
2007 29; the Canadian Institutes of Health Research,
2009 2!; and Graham et al., 2006 ??). The potential
importance and effectiveness of the “communities
of practice” social learning model in supporting the
implementation of evidence into practice has been
demonstrated in the mental health sector ?3. The
Program’s approach was heavily influenced by the
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FIGURE 1 Initial structure of the Program in Evidence-Based Care
and reporting relationships. The “expert panels” refers to the pro-
vincial disease site groups. They engage the community of practi-
tioners through regular surveys conducted by the Methods Resource
Group to obtain feedback on draft guidelines. The activities of the
panels are overseen by the Program Director and the Coordinating
Committee, who review all clinical practice guidelines produced
and make recommendations for improvement before the guidelines
are officially approved by the Program. The Program Director has
access to senior decision-makers within the organization and is
advised by an external Advisory Group. Note the Program s link to
a Policy Advisory Committee.

teachings of Jonathan Lomas, with whom the Pro-
gram had a close collegial relationship, and by his
“coordinated implementation model” of kT 24, Readers
desiring more information on social learning theory
and the coordinated implementation model can refer
to the citations provided in the references.

This kT initiative was pursued without the benefit
of a formalized, universally accepted, or unifying
theoretical kT framework. A systematic review of KT,
social networking, or the organizational literature
was not undertaken before the Program started. In
other words, we “muddled through” ?°. However, the
Program described here was informed by generous ex-
posure to an academic environment rich in evidence-
based and kT expertise. In fact, one reviewer of the
Program’s first published paper ? asked whether the
experience could have happened anywhere else—the
point being that the research and practice environ-
ment was primed and in a state of “readiness” for
the approach. The comment might be interpreted as
a compliment or a question about the transferability
of the proposed model. The program did learn of a
remarkably similar cancer guidelines program at a
similar stage of development being conducted in Lyon,
France 2%, which led to productive collaborations 2.

4. EVALUATION

Is there evidence that the Program is effectively meet-
ing its objectives?

By their nature, cprGs are KT objects. They meet
the criteria of “boundary objects”: tools intended

to bridge the various communities between which
knowledge is to be transferred ?%-2°. Evidence-based
CPGS are, by definition, a bridge between research and
practice, or what Graham prefers to call “action” ?2.
In this case, recall that the Program originated at the
behest of policymakers, one of the four communities
involved (researchers, practitioners, policymakers,
and patients).

From the perspective of policymakers, the Pro-
gram has been successful, in that cancer system
funding, which was contingent on cpG production, did
flow. More telling was informal feedback from gov-
ernment contacts that cancer system recommenda-
tions based on the Program’s guidelines were highly
valued because of the rigour of the methodology,
international credibility, and the inclusiveness of the
process. As aresult, Program recommendations were
approved for funding more quickly than otherwise
would have been the case (personal communication),
suggesting that the policymakers felt that their deci-
sions were well informed by the process.

Health care practitioners gave anecdotal feed-
back that “panel meetings are the highlight of my
professional activities,” and that “the Program has
raised the bar of cancer care in the province.” But
what everyone wants to know is the “bottom line”:
Has the Program improved practice (that is, patterns
consistent with evidence) or patient outcomes? Has
it reduced costs?

The Program has itself participated in evaluative
efforts, and it has encouraged other independent
researchers in the province to take up the evalua-
tion challenge. Cancer Care Ontario’s Cancer Qual-
ity Council (http://www.cancercare.on.ca/cms/One.
aspx?portalld=1377&pageld=7358) reported on the
concordance between lung cancer guidelines and
practice, observing that 51% of patients with stage 11
or 111A non-small-cell lung cancer received guideline-
recommended adjuvant chemotherapy after surgical
resection. For those with stage 111a and B disease not
resected, only 27% received treatment consistent
with guidelines 3°.

A two-province study—in Newfoundland and
Labrador, and Ontario—of adjuvant chemotherapy
in resected stages 1—111 colon cancer 3! observed
complete concordance with guidelines for stage 1
disease, and 87% (Newfoundland and Labrador)
and 94% (Ontario) concordance with guidelines in
stage 11 disease. In the more controversial area of
stage 11 disease, the use of adjuvant therapy was, as
expected, more variable. In a single-centre study,
Major and colleagues 32 observed 95% concordance
for the use both of adjuvant chemotherapy and of
specific regimens for stage 11 disease. Again, for
stage 11 disease, 80% of “high risk” patients received
adjuvant treatment consistent with guideline-
recommended options, and only 4% of low-risk
patients received adjuvant chemotherapy, consistent
with the guideline.
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Of particular interest, Biagi et al. reported
province-wide adherence to guidelines for stage 111
colorectal cancer across eight cancer centres, to-
gether with reasons for non-adherence 3. Overall,
65% of patients received treatment consistent with
guidelines (range across centres: 47%—72%). But,
of the practitioners not treating 132 patients accord-
ing to guidelines, nearly all had good reasons for
the departure, including documented comorbidity,
patient choice, diagnostic uncertainty, and clinical
trial enrollment. This study suggests caution with
respect to judgments of clinical performance based
on patterns of practice and to assumptions about
reasons for non-adherence to cprGs.

None of the foregoing studies was designed to
allow for inferences about the causal relationship
between guidelines and practice, but they are useful
for generating hypotheses, promoting reflective prac-
tice, and informing quality improvement activities.
Systematic reviews of properly designed prospective
studies of the influence of guidelines and similar
interventions suggest that these efforts are of at least
modest effectiveness in influencing practice and pos-
sibly outcomes 34736,

Regardless of whether the Program’s efforts
have caused practice changes or improved outcomes,
regionally relevant guidelines serve as a benchmark
against which to evaluate existing practice patterns
and outcomes.

5. DISCUSSION

The early history of the development of a KT initia-
tive that began as a cancer crG development mandate
provides insights into the barriers faced in imple-
menting practice and policy changes informed by
research evidence. The Program was designed as it
was becoming clear that cpG development and pas-
sive dissemination were necessary but insufficient
for guideline use and practice change. In retrospect,
the Program leaders managed the development of
the Program in a manner consistent with emerging
theories that we now associate with the field of k.
This paper describes the often unrecognized and
unreported “real-world” barriers that were faced in
the early years of the Program before it acquired its
current international stature and credibility. Those
that follow may want to anticipate similar issues.
Table 1 lists key success factors for the Program.
They include
e strong organizational leadership, not from the
Program itself, but from the parent organization
Cancer Care Ontario, which provided adequate
funds and supported the Program and its vision
during times of criticism from influential actors
within the organization.
» active facilitation of cpG development by provid-
ing a methodology resource and a conceptual
framework that respects the time and educational

TABLE I Key success factors

Organizational leadership support (loyalty and funding)

Facilitating participant contributions [methodology resource, con-
ceptual framework (vision)]

Commitment to quality in process and products (gain in credibility)

Responsiveness to client and participant needs and concerns through
innovative action

Inclusiveness (involvement of participants representing multiple
disciplines and practice environments)

Transparency (gradual building of trust)

needs of participants and their need for a vision
if they are to contribute constructively.

* commitment to high quality in the final products
to establish credibility, especially among the
academic “elites.” “High quality” here refers
mainly to the crG documents themselves, which
meet the principles and incorporate the rigour of
an evidence-based approach to a degree beyond
most other cpG documents.

* responsiveness to the needs of participants
(community-based and academic) and of clients
(policy- and decision-makers) through innovative
programming on a continuous basis as reflected
by the reactive strategies used.

* inclusiveness—specifically, involving all stake-
holders and multiple disciplines throughout the
process.

» a level of transparency that fosters the trust of
all participants from various sectors.

These experiences are not necessarily transferra-
ble to more widely distributed practice environments
(primary care, for instance). The Program benefited
from being located within a recognized and legisla-
tively legitimized system of care. However, some of
the barriers may be familiar in other environments,
and the Program’s generally responsive approach
may inspire others faced with similar challenges.
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