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Abstract

Background: Evidence-based practices (EBPs) are frequently adapted to maximize outcomes 

while maintaining fidelity to core EBP elements. Many step-by-step frameworks for adapting 

EBPs have been developed, but these models may not account for common complexities in the 

adaptation process. In this paper we introduce the Iterative Decision-making for Evaluation of 

Adaptations (IDEA), a tool to guide adaptations that addresses these issues.

Framework Design and Use: Adapting EBPs requires attending to key contingencies 

incorporated into the IDEA, including: the need for adaptations; fidelity to core EBP elements; the 

timeframe in which to make adaptations; the potential to collect pilot data; key clinical and 

implementation outcomes; and stakeholder viewpoints. We use two examples to illustrate 

application of the IDEA.

Conclusions: The IDEA is a practical tool to guide EBP adaptation that incorporates important 

decision points and the dynamism of ongoing adaptation. Its use may help implementation 

scientists, clinicians, and administrators maximize EBP impact.
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Background

Implementation science aims to improve healthcare by maximizing the adoption, appropriate 

use, and sustainability of evidence-based practices (EBPs) in real-world clinical settings. In 
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this context, there is ongoing debate regarding the role of modifications to EBPs. This 

debate also includes adaptations, defined as a planned, proactive type of modification. On 

the one hand, there is an understanding that EBPs must be delivered with some level of 

fidelity (i.e. in a manner that is consistent with the design or intent of said EBP; Eke, 

Neumann, Wilkes, & Jones, 2006; Kendall & Frank, 2018; McKleroy et al., 2006; Stirman et 

al., 2015). On the other hand, there is growing recognition that adaptations to EBPs are not 

only common (Aarons et al., 2012; Chambers & Norton, 2016; Wiltsey Stirman et al., 2013), 

but may be essential to maximizing clinical effectiveness in certain settings and populations 

(Chambers, Glasgow, & Stange, 2013; Iwelunmor et al., 2015; Marques et al., 2019; Stirman 

et al., 2012). For example, adaptations may be crucial to reducing health disparities, 

especially if the unmodified EBP would be ineffective or otherwise inappropriate for use 

with a historically underserved population (Bernal & Domenech Rodríguez, 2012; Cabassa 

& Baumann, 2013). Thus, adaptations to EBPs have gone from nuisances to be eliminated to 

important tools to be harnessed in the pursuit of effective healthcare.

With that said, fundamental uncertainties remain regarding how best to conceptualize 

adaptations in implementation science. In the literature to date, adaptation has commonly 

been described as a process or mechanism associated with successful implementation or 

sustainability (Stirman et al., 2012; Iwelunmor et al., 2016). Fostering appropriate 

adaptation, however, has also been identified as an implementation strategy (Aarons et al., 

2012; Powell et al., 2015). Adaptability has also been described as a characteristic of an 

intervention that may be a potential determinant (Damschroder et al., 2009), as those 

interventions that lend themselves to adaptation may be more likely to be adopted or 

sustained in differing contexts. This recognition has given rise to a number of modular EBPs 

that are, by design, easily adapted, at least in terms of specific clinical content (e.g. Bauer et 

al., 2016; Farchione et al., 2012). Other researchers have focused on identifying core 

functions that may be relevant across psychosocial EBPs, settings, or diagnoses (e.g. 

Kennedy & Barlow, 2018; Martin et al., 2018). Finally, it is possible to view adaptation as an 

implementation outcome, similar to the way that fidelity has been conceptualized (Proctor et 

al., 2011).

For our purposes in this manuscript, we adopt the view that adaptation of EBPs can be 

fruitfully viewed as an implementation strategy (Aarons et al., 2012; Powell et al., 2015). 

Through this lens, the practical question for implementation scientists and clinicians is how 

to select and make adaptations to EBPs that enhance their effectiveness. To that end, a fast-

developing body of research has aimed to provide guidance for adapting EBPs (Bernal & 

Domenech Rodríguez, 2012; Bumbarger & Kerns, 2019; Ferrer-Wreder, Sundell, & 

Mansoory, 2012). A recent review suggested important similarities and differences across 

proposed frameworks for such adaptations (Escoffery et al., 2018). In deciding what 

components of an EBP require adaptation, some frameworks emphasized understanding and 

preserving core elements (e.g. Rolleri et al., 2014), whereas others prioritized improving the 

fit between the intervention and target population. In consolidating their review results, 

Escoffery and colleagues (2018) concluded that existing adaptation frameworks contained 

some combination of up to eleven distinct steps, including (but not limited to) selection of 

the EBP in question; consultation with experts and/or stakeholders; pilot testing of the 

modified EBP; and eventual full-scale implementation and testing.
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Additional work related to cultural adaptations has emphasized the importance of specific 

steps in the adaptation process. For example, Cabassa and Baumann (2013) have noted the 

importance of incorporating input from diverse stakeholders including researchers, clients, 

clinicians, administrators, and community members. This input ideally takes the form of 

formative research methods (e.g. focus groups and in-depth qualitative interviews), 

incorporating questions related to the EBP in question as well as the context in which it will 

be delivered. Furthermore, making cultural adaptations requires particular attention to the 

acceptability and feasibility of the adapted EBP, along with ecological validity and ongoing 

evaluation (Barrera Jr., Castro, Strycker, & Toobert, 2013).

In sum, existing models have outlined series of steps for making adaptations to EBPs. These 

stage models, while useful, by their nature may struggle to incorporate the cyclical, 

interdependent nature of EBP implementation, and say little about the interactions among 

these different stages of the adaptation process itself. These interactions may be pivotal, 

however. For example, collecting pilot data may be crucial in the absence of stakeholder 

consensus regarding the need for a particular adaptation with a given population, but may be 

less important if such a consensus already exists. In the latter case, in fact, postponing the 

implementation of an adapted EBP while data to examine the effectiveness of these 

adaptations are collected might represent an unnecessary delay.

Given these complexities, a linear, phased approach to adaptation may not be feasible due to 

the dynamic contexts into which EBPs are implemented (Chambers et al., 2013). Broad 

guidance to inform or document decision-making, rather than a prescribed set of steps, may 

be more appropriate and responsive to the realities of the implementation process. We 

therefore set out to expand upon the existing literature on adaptations to EBPs by developing 

an adaptation decision-making framework that incorporates contingencies through a series 

of decision points. While currently focused on the perspective of adaptations made by 

treatment developers, consideration of these contingencies will allow implementation 

scientists, administrators, and clinicians to tailor the adaptation process to the specific 

circumstances under which they are implementing a given EBP. It is our hope that, by 

clearly stating the importance of stakeholders, other voices – including the practitioners and 

those receiving the interventions – will be heard and considered during the decision-making 

process. The framework aims to support adaptations to the EBPs made at the broader level, 

future research should examine how to support adaptations made daily in treatment sessions. 

Below, we describe the key components of this framework, and discuss its potential utility 

for selecting, tracking, documenting, and evaluating adaptations to EBPs in healthcare.

Components of the IDEA

Our adaptation framework, entitled the Iterative Decision-making for Evaluation of 

Adaptations (IDEA), can be found in Figure 1. An initial assumption of the IDEA is that 

stakeholders have identified an EBP, and that the primary question is whether and how to 

adapt it for a given setting. In this section we describe our rationale for each decision point 

included in the framework, along with supporting literature.
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A. Do clinical, stakeholder, or empirical data suggest that an adaptation to the EBP is 
needed?

The first decision point in the IDEA requires determining whether there are data indicating 

that adaptation to the EBP in question is needed for a given setting or population. The 

decision of whether to adapt may be made based on available evidence from published 

literature, evaluation data from other programs, the researchers’ own data, and stakeholders’ 

perspectives. If, for example, stakeholders make it clear that engagement will be poor 

without adaptation, then adaptation may be needed even in the absence of quantitative data 

on engagement or outcomes. Other factors that determine whether an intervention should be 

adapted include differences between (a) the target population and the population with which 

the intervention was originally tested, (b) the target domain of the intervention, and (c) the 

contextual factors (Bernal & Domenech Rodríguez, 2012; Cabassa & Baumann, 2013; 

Ferrer-Wreder et al., 2012; Lau, 2006).

Several existing frameworks provide guidance regarding how to approach each of these 

factors. For example, Aarons’ Dynamic Adaptation Process (DAP; Aarons et al., 2012), 

highlights a multi-step, stakeholder-driven process for determining the need for adaptations, 

and in turn for deciding what specific adaptations to make to a given EBP. Within the DAP, 

decisions about the adaptation are made by an implementation resource team comprising a 

variety of stakeholders, with attention to preserving the effective elements of the 

intervention. Intervention Mapping may also be useful in approaching this step, as 

highlighted in the IM Adapt systematic planning process (Highfield et al., 2015).

In the absence of initial data, theory, or stakeholder input suggesting the need for adaptation 

in a given setting or population, we propose piloting the EBP without adaptation, as the 

adaptation process itself can be time-consuming and may inadvertently reduce the 

effectiveness of the EBP if it is not undertaken in response to a perceived need. In that case, 

implementing the EBP as originally designed with a small segment of the population may be 

helpful if time permits. Ideally, data from this initial pilot can in turn inform the possible 

need for future adaptations. If there is at least moderately compelling evidence of the need 

for adaptation, then consideration of the core elements or functions of the EBP is required, 

as described immediately below.

B. Are core elements or core functions of the EBP known?

Consideration of core elements of the EBP is crucial for determining which, if any, of its 

components should be considered “off limits” for adaptation (Anyon et al., 2019). Ideally, 

fidelity to core elements will be maintained, with adaptations reserved for peripheral 

elements that are theoretically not crucial to the EBP’s beneficial effects. The CPCRN’s 

Adaptation Planning Tool (http://cpcrn.org/wp-content/uploads/

2015/02/6bAdaptationPlanningTool.doc) suggests that there is a continuum for changes that 

may be made to the core elements (content, delivery mechanisms, or methods) of an 

intervention: ‘red light’ indicates changes that may be fidelity inconsistent and should 

therefore be avoided; ‘yellow light’ indicates changes that should be made cautiously; and 

‘green light’ indicates changes that are fidelity consistent. Various adaptation coding systems 

Miller et al. Page 4

J Community Psychol. Author manuscript; available in PMC 2021 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://cpcrn.org/wp-content/uploads/2015/02/6bAdaptationPlanningTool.doc
http://cpcrn.org/wp-content/uploads/2015/02/6bAdaptationPlanningTool.doc


include considerations of fidelity in valence ratings (e.g. Bishop et al., 2014; Wiltsey-

Stirman, Baumann, & Miller, 2019).

In fact, consensus has been building that core elements should be conceptualized in terms of 

core functions that can take on varying forms (Kirk et al., 2018; Mittman, 2018). For 

instance, if education is a necessary component of an EBP, it can take the form of written 

materials, information delivered by peers, training by health workers, or a video. For 

example, if the function of an activity in a parenting activity is to increase the amount of 

praise that a child receives, the form could take the form of practicing through a game or a 

role play rather than reading a handout and assigning practice at home.

Particularly if adaptation will impact an element of an EBP that is considered essential, 

consideration of the form or means by which the element can be conveyed might make a 

fidelity-consistent adaptation that preserves the core function feasible. At such times, 

adaptation of this nature can lead to refinements to the intervention. For example, cognitive 

therapy originally employed written worksheets to allow individuals to practice the cognitive 

restructuring skills they were learning. Written materials can be a barrier for individuals who 

read and write at lower levels, experience certain forms of disability, or lack access to 

printed materials. An adaptation that evolved, and eventually became an accepted form of 

the intervention, was the mnemonic device “catch, check, change,” which allows individuals 

to remember and walk through a cognitive restructuring process without the need for writing 

(Creed, Reisweber, & Beck, 2011).

Figure 2 illustrates different types of adaptations that may occur in relation to the degree of 

timing and fidelity to core treatment elements. When fidelity-inconsistent adaptations prove 

unavoidable, measurement is particularly important. Using careful data collection, we may 

occasionally learn that aspects of interventions that are thought to be necessary for 

effectiveness may not be as central as previously assumed (at least for certain settings or 

populations). For example, for an intervention that aims to improve diabetes outcomes, a 

module on medication adherence may be pivotal for some individuals or populations but 

unnecessary for others. Chambers and Norton (2016) advocate for a measurement system 

that allows for conclusions about core elements for specific populations to be drawn. This 

approach is also consistent with the recent movement toward precision medicine—that is, 

the use of large datasets (“big data”) to guide medical care for individuals—in the sense that 

careful measurement of the effectiveness of adapted EBPs for different populations can point 

toward which EBP elements or functions are truly required to maximize outcomes.

Ultimately, decisions about what types of adaptations are fidelity-consistent (preserve core 

elements or functions) or fidelity-inconsistent (change or remove core elements or functions) 

must be made in consultation with the existing literature, input from the intervention 

developer, guidance from other individuals with expertise in the intervention or target 

outcomes, and any available evaluation data. In the absence of data or theory regarding core 

elements or functions of the EBP, we ultimately recommend caution in making adaptations, 

as adaptations may inadvertently remove or dilute the very elements that are most crucial to 

its effectiveness. In that situation, a pilot study may be particularly useful (Step D below). If 
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core elements or functions are known, however, then the next decision point must first be 

addressed.

C. Can limitations of the EBP for this setting or population be addressed while 
preserving core elements or functions?

If core elements or functions of the EBP are known, then they need to be considered 

alongside the concerns or barriers raised in Step A above to determine whether a proposed 

adaptation can address these concerns while maintaining fidelity to the EBP’s core elements 

or functions. Ideally, of course, adaptations will address key stakeholder concerns or address 

issues uncovered from existing data while leaving core elements or functions intact (i.e. 

maintaining fidelity). If that is not the case, however—that is, if adaptations are deemed 

necessary for implementation despite not preserving core elements or functions—then we 

recommend particularly careful data collection. For example, consider the cognitive therapy 

worksheets described briefly in the previous section (Step B above). While such worksheets 

were at one time considered a core element of CBT, they simply were not feasible for certain 

populations; careful data collection led to the understanding that the core function of such 

worksheets (i.e. cognitive restructuring) could be achieved in other ways (Creed, Reisweber, 

& Beck, 2011). In another example, an evidence-based parenting intervention had a manual 

with a minimum of 17 sessions addressing five of their core elements. While in some 

contexts the length of this intervention was feasible, in others it was not (e.g., Baumann et 

al., 2019). Upon conversations with treatment developers about the feasibiliy of the 

intervention, the manual was shortened to ten sessions for a study. In a different context, 

only two of the core elements of the same intervention are being delivered in community 

settings. In this case, the treatment developer, community providers and research team 

decided which were the core elements that could “stand alone” in a two-session day for 

prevention purposes.

More broadly, gathering data to assess the impact of adaptations is important for informing 

decisions about alternative adaptations or strategies should the adapted EBP prove less than 

fully successful, before a large portion of the population participates in the intervention with 

suboptimal benefits. This data collection can take place within the context of a small pilot or 

a broader rollout, as described below.

D. Does the timeframe of the proposed rollout of the EBP allow for a pilot study that 
includes proposed adaptations?

At several points throughout the adaptation process we recommend collecting pilot data to 

determine whether the unadapted EBP (From Step A above) or adapted EBP (Step B, Step 

C) is working as intended. We recognize, however, that not all clinical settings or policy 

contexts can accommodate the time needed to conduct a thorough pilot evaluation. If pilot 

studies can be conducted, then we strongly recommend them. If not, then it is crucial to 

embed whatever data collection is feasible into the actual rollout of the EBP in question.

Evaluation of implementation projects is a central challenge. Ongoing, cyclical tests of 

change, accompanied by careful evaluation, are strongly recommended regardless of the 

setting. Ideally, evaluation in the context of adaptations will include two components not 
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typically present in traditional clinical studies: (a) clear description of what adaptations have 

been made to the EBP, and (b) evaluation of the implementation process itself. We describe 

each of these components below.

Describing Adaptations.—In the absence of a clear description of the adaptation(s) 

being made to an EBP in a given setting, it will be virtually impossible to determine the 

extent to which that adaptation was successful. A framework for cataloguing adaptations 

was recently developed, entitled the Framework for Reporting Adaptations and 

Modifications – Expanded (Wiltsey-Stirman et al., 2019), itself based on earlier work 

(Stirman, Miller, Toder, & Calloway, 2013). The FRAME can be used to describe the nature 

of various types of EBP adaptations, including: (1) when and how in the implementation 

process the adaptation was made, (2) the extent to which the adaptation was planned vs. 

reactive, (3) decision-makers involved in determining the adaptation, (4) what specifically is 

adapted, (5) the level of delivery at which the adaptation is made, (6) the type or nature of 

adapted material, (7) consistency of the adaptation with fidelity considerations, and (8) the 

rationale behind the adaptation, including (a) the purpose for the adaptation and (b) relevant 

contextual factors.

Evaluating the implementation process itself.—If an EBP does not demonstrate 

anticipated clinical benefits in a given setting, it may not at first be apparent whether the 

fault lay with the EBP itself (including its adapted components), or with efforts to 

implement that EBP. For example, if clinicians are not appropriately trained in the use of a 

psychotherapy treatment manual that has been adapted to fit their clinical context, then the 

clinical effects of that manual may appear unexpectedly low. In that situation, it would be 

erroneous to simply conclude that the adaptation itself was the source of the poor 

performance of the treatment manual. Recent evidence suggests that both fidelity and 

adaptation may contribute to outcomes (Marques et al., 2019). Alternatively, an adaptation 

may not “hit the mark” and address the most central barriers to effectiveness. In other 

circumstances, an intervention may in fact not be as effective for some segments of the 

population as it is with others, and an alternative strategy may be warranted. Thus, careful 

evaluation of the implementation process itself is also crucial, and can be guided by any of 

several implementation evaluation frameworks (e.g. RE-AIM; Glasgow, Vogt, & Boles, 

1999).

Assuming that adaptations have been clearly described, and that the adapted EBP was in fact 

implemented as intended, then attention can be turned to the clinical effectiveness of the 

adapted EBP, as described in the next section.

E. To what extent is the adapted EBP successful?

The definition of “successful,” in this case—referring now to the clinical effectiveness of the 

adapted EBP, rather than the success of the strategy used to implement the EBP—is likely to 

vary widely depending on the context. In some situations, success of the EBP may be 

defined in relation to previous data on its effectiveness in other clinical contexts, such as 

whether pre-post effect sizes on standardized self-report assessments fall within the range 

found in the original research or in other clinical settings or whether individuals experience 
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other desired outcomes at rates that are comparable to previous evaluations. In other 

situations, success of the EBP may be also defined in terms of stakeholder preferences, 

policy mandates, feasibility, acceptability, consumer engagement or other clinical metrics.

Regardless of the specific metric for success chosen, if the adapted EBP is deemed 

successful, then it may be retained in that setting or population. We nonetheless advocate for 

continued data collection (connecting to the box in Figure 1 labeled “Proceed but evaluate”), 

as more comprehensive clinical data, updated research findings, or changes in stakeholders’ 

perspectives may suggest opportunities for refinement and further adaptation. In some cases, 

however, the EBP may fail to achieve the results expected based on previous research 

evidence, an outcome termed ‘voltage drop’ (Kilbourne, Neumann, Pincus, Bauer, & Stall, 

2007). If voltage drop occurs, then additional questions must be considered, as described 

next.

F. Is “voltage drop” acceptable to stakeholders?

If voltage drop occurs, at least two issues should be considered when deciding whether to 

stop, further adapt, or continue to evaluate the adapted intervention. First, consider whether 

further data is needed, and whether the drop in effectiveness is part of the adjustment of the 

new intervention to the context. For example, in scale-up studies, there may be a process 

where practitioners may be learning to implement the intervention, a “work thought 

struggle” process that requires time and support to enhance the effectiveness of the 

intervention (Askeland et al., 2019; Forgatch & DeGarmo, 2011; Johnson et al., 2019; 

Sigmarsdóttir et al., 2019). Second, it is also crucial to determine whether key stakeholders 

are willing to continue the use of the less-than-fully-successful adapted EBP. From a public 

health perspective, widespread implementation of somewhat less effective interventions may 

be preferable to less accessible but more effective interventions, or to even less effective 

usual care (Martin, Murray, Darnell, & Dorsey, 2018). In cases in which (a) there are few 

data to point toward further refinement of the EBP, (b) there are no readily available 

alternatives to the adapted EBP, and/or (c) switching to a new intervention entirely would be 

impractical, then the adapted EBP may represent the best option despite modest voltage 

drop. Opportunities to learn and refine during implementation may inform further 

adaptation.

There are some instances, however, in which voltage drop is unacceptable to stakeholders, 

or, even if acceptable to stakeholders, the data may indicate more harm than benefit from the 

adapted EBP. In these cases, de-implementation of the adapted EBP, and implementation of 

alternative strategies, may need to be considered (Helfrich, Hartmann, Parikh, & Au, 2019; 

McKay, Morshed, Brownson, Proctor, & Prusaczyk, 2018; Norton, Kennedy, & Chambers, 

2017). Regardless of whether stakeholders further adapt the EBP, revert to the unadapted 

EBP, or adopt a new clinical intervention entirely, we recommend ongoing evaluation to 

identify opportunities for improvement.

Application of the IDEA to a Recent Implementation Trial

In this section we demonstrate application of the IDEA to the Behavioral Health 

Interdisciplinary Program (BHIP) Enhancement Project. The project was jointly funded as 
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research and quality improvement (Bauer et al., 2015; Bauer, Miller, et al., 2019; Bauer, 

Weaver, et al., 2019) by the US Department of Veterans Affairs (VA). The overarching goal 

of the BHIP Enhancement Project was to align care processes with the collaborative care 

model (CCM; Wagner, Austin, & Von Korff, 1996) in VA-based outpatient mental health 

teams consisting of about 6-8 full-time clinical staff known as BHIPs. The CCM, rather than 

representing a specific psychosocial treatment or medication regimen, is instead an 

evidence-based way to structure care for chronic health conditions. It incorporates six 

elements in the service of more continuous, anticipatory, and evidence-based care: work role 

redesign to support such care; enhanced patient self-management support; provider decision 

support; use of clinical information systems to track panel-level outcomes; linkage to 

community resources; and the support of health care leadership (Bodenheimer, Wagner, & 

Grumbach, 2002a, 2002b). Thus, for this project, the CCM was considered the EBP that was 

potentially in need of adaptation for the BHIP setting.

A. Do data suggest that an adaptation to the EBP is needed?

Preliminary data from two meta-analyses (Miller et al., 2013; Woltmann et al., 2012) 

suggested that the CCM itself represented an effective way to structure mental health care in 

outpatient settings. However, results from these reviews, combined with stakeholder 

feedback from VA’s Office of Mental Health and Suicide Prevention, suggested that the 

CCM as traditionally delivered in randomized controlled trials would need to be adapted for 

BHIP-based clinical practice. First, many trials hired a dedicated care manager to engage in 

care coordination tasks such as administering phone-based symptom assessments, 

conducting outreach calls after treatment sessions, and maintaining a clinical registry 

(particularly relevant to the CCM elements of work role redesign and clinical information 

systems). Given resource constraints in many VA mental health clinics, however, it was 

unlikely that BHIP teams would be able to dedicate a staff member to serve this role in 

isolation. Instead, each BHIP team would need to consider how to accomplish the goals of 

these CCM elements without hiring additional staff. More broadly, stakeholder feedback 

suggested that adoption of the CCM would need to be highly attentive to local needs, 

priorities, and the resources available within BHIPs. Thus, a modular approach—with each 

BHIP team considering each CCM element, but prioritizing the element(s) deemed most 

useful for improving their care practices—was seen as essential for successful CCM 

implementation. Using the FRAME (Wiltsey-Stirman et al., 2019), these adaptations would 

therefore be classified in the following ways:

• When did adaptation occur? Pre-implementation

• Were adaptations planned? Yes

• Who participated in the decision to adapt? Researchers, with input from program 

leaders in the form of VA’s Office of Mental Health and Suicide Prevention

• What was the goal? To improve feasibility

• What was modified? Content
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• At what level of delivery was the adaptation made? Clinic/unit level, in that each 

BHIP team would be responsible for deciding how to prioritize the CCM 

elements, specifically in the absence of a dedicated care manager

• What is the nature of the content modification? The nature would be determined 

by each individual site, but potential options could include: shortening/

condensing, lengthening/extending, (depending on the time dedicated to each 

CCM element); removing/skipping elements (given the absence of a care 

manager)

• Reasons: Competing demands/mandates (for prioritizing some CCM elements 

more heavily than others); available resources (for absence of care manager role)

B, C: Are core elements or core functions of the EBP known? Can barriers be addressed 
while preserving core intervention elements?

A literature review (Miller et al., 2013) suggested that no single CCM element was essential, 

or superfluous, to the usefulness of CCM-based care. The study team therefore concluded 

that the modular approach described immediately above was reasonable (i.e. that requiring 

BHIP teams to consider each CCM element, but to focus on the element(s) deemed of 

highest importance, was likely to preserve the core of the CCM). Within the context of the 

FRAME (Wiltsey-Stirman et al., 2019), these changes were therefore considered fidelity 

consistent. A pilot study, however, was deemed necessary to determine whether this adapted 

approach to the CCM would be effective in the BHIP setting.

D. Does the timeframe of the proposed rollout of the EBP allow for a pilot study that 
includes proposed adaptations?

The study team sought, and received, pilot funding to implement the adapted CCM with one 

BHIP team (VA QUERI RRP #13-237). This study was conducted in 2013-2014.

E, F. To what extent is the adapted EBP successful? Is “voltage drop” acceptable to 
stakeholders?

Qualitative findings from the pilot study suggested that the adapted CCM was generally 

feasible and acceptable to the BHIP team members who participated. These results also 

suggested, however, that additional structure for the adapted CCM would be helpful in 

pursuing a broader rollout to more fully meet system needs. Specifically, after completing 

the pilot study, the study team developed the BHIP-CCM Enhancement Guide, a workbook 

meant to guide BHIP teams through discussion of 27 clinical processes that could be aligned 

more closely with the six CCM elements.

The BHIP-CCM Enhancement Guide was then used to implement the adapted CCM in nine 

additional BHIP teams in the context of a larger implementation trial (VA QUERI QUE 

#15-289; Bauer et al., 2015; Bauer, Miller, et al., 2019; Bauer, Weaver, et al., 2019). That 

study demonstrated improvements in hospitalization rates for Veterans treated by CCM-

enhanced teams, as well as improved mental health-related quality of life for patients with 

three or more mental health diagnoses.
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At this stage, further rollouts of CCM-based BHIP care in VA are being considered (US 

Department of Veterans Affairs, 2019). Results from the implementation trial have in turn 

suggested further adaptations to increase the sustainability of CCM-based care within BHIP 

teams after implementation support ends, as well as increase its spread to additional BHIP 

teams within each VA medical center.

Hypothetical Application of the IDEA in a Non-Research Context

Adaptations in the BHIP-CCM Enhancement Project, described above, occurred primarily at 

the programmatic level. Below, we describe application of the IDEA to the implementation 

of trauma-focused psychotherapy in a community clinic. While hypothetical, this example is 

based on an amalgam of implementation projects in similar settings, and is meant to 

illustrate how the IDEA can be applied in such cases.

A. Do clinical, stakeholder, or empirical data suggest that an adaptation to the EBP is 
needed?

Administrators in a community mental health agency, in consultation with their therapists, 

made a decision to implement a trauma-focused psychotherapy due to high rates of trauma 

exposure and PTSD among the population it serves. After attending a training and reviewing 

the manual and materials with their stakeholder advisory board, the therapists expressed 

some concerns about some of the terminology used, which can carry negative connotations 

in the culture of their local population. They worried that other terms are jargon that won’t 

be relatable to their clientele. They also had concerns about the complexity of some of the 

clinical worksheets. Furthermore, they needed to translate language and concepts into the 

language spoken by many of their clients.

B, C: Are core elements or core functions of the EBP known? Can barriers be addressed 
while preserving core intervention elements?

The therapists sought consultation from the trainer, who further described the core functions 

and goals of the activities in question. Together, they adapted the terminology to make it less 

“jargon-y” and reduce the possibility of misinterpretation of key concepts. They also 

discussed ways to simplify the worksheets while preserving their core functions (e.g., 

supporting cognitive restructuring) and made the agreed upon changes. Materials were 

translated. These changes were brought back to their consumer advisory board, and 

additional suggestions regarding metaphors and improving the clarity and simplicity of the 

worksheets were incorporated.

Using the FRAME (Wiltsey-Stirman et al., 2019), these adaptations would therefore be 

classified in the following ways:

• When did adaptation occur? Pre-implementation

• Were adaptations planned? Yes

• Who participated in the decision to adapt? Therapists, consumer advisory board, 

expert trainer and administrators (coalition of stakeholders)

• What was the goal? To improve fit, to address cultural factors
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• What was modified? Content

• At what level of delivery was the adaptation made? Clinic level

• What is the nature of the content modification? Tailoring, changing materials

• Reasons: Recipient ethnicity, language, and literacy levels

D. Does the timeframe of the proposed rollout of the EBP allow for a pilot study that 
includes proposed adaptations?

Because the adaptations did not alter the core functions of the intervention, and the 

consultation phase of the training allowed the therapists to try the adapted protocol with 

some of their clients, therapists used the materials and adjusted if/as needed with their local 

consultant. They examined engagement and effectiveness through the use of attendance data, 

feedback from their clients, and weekly assessment.

E, F. To what extent is the adapted EBP successful? Is “voltage drop” acceptable to 
stakeholders?

The changes were well-received, and evaluation of the first 10 cases suggested that 

outcomes were of similar magnitude to those found in effectiveness studies and dropout was 

low. However, the therapists provided additional feedback based on their experiences in 

delivering the therapy, as well as their clients’ reactions to the material. As described in Step 

B, therapists consulted with the trainer to determine whether their suggested changes (e.g., 

more culturally relevant examples and metaphors) could be made while preserving the 

intervention’s core functions. The agency then integrated these additional adaptations into 

the materials. They did not conduct a formal pilot, but continued to monitor engagement and 

outcomes to ensure that outcomes were not compromised.

Conclusions

In this paper we introduce the Iterative Decision-making for Evaluation of Adaptations 

(IDEA), a pragmatic decision guide for adaptation in contexts and circumstances that differ 

from those in which the original development and testing of an EBP took place. In contrast 

to adaptation frameworks that lay out a series of linear steps for adaptation, the IDEA is 

designed as a recursive series of decision points that reflects the non-linear and dynamic 

contexts in which interventions are implemented, scaled up, and sustained. In conjunction 

with evaluation frameworks such as the FRAME (Wiltsey-Stirman et al., 2019), it lays out a 

way to consider and document the process of adaptation itself. We also demonstrate how the 

IDEA can be applied to implementation projects, using the example of the BHIP-CCM 

Enhancement Project (Bauer, Miller, et al., 2019) and a hypothetical community-based 

implementation of trauma-focused psychotherapy.

Maximizing the utility of the IDEA will require thorough evaluation of the success of 

adapted EBPs, which is in turn likely to require mixed quantitative and qualitative methods 

(Bumbarger & Kerns, 2019). As detailed in other work, the use of quality improvement 

methodologies, benchmarking strategies, qualitative analyses, or mixed/rapid quantitative 

and qualitative approaches for evaluation may be appropriate, depending on available 
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resources (c.f., Baumann, Cabassa, & Wiltsey Stirman, 2017; Bumbarger & Kerns, 2019). 

Qualitative approaches and clinical data (e.g., appointments kept) may allow assessment of 

factors such as satisfaction, whereas benchmarking strategies may be most appropriate for 

assessing impact on health outcomes.

Although our BHIP-CCM example is illustrative of the process of making decisions about 

adaptation, it is based on a funded trial, and represents a “best case” that will not always be 

feasible outside the context of research. When funds are not available, the pilot and 

evaluation may need to be scaled back. A related limitation of the IDEA is that, while it 

emphasizes the importance of evaluation and piloting, the methods that can be employed 

during implementation in many contexts may not be sufficient to confidently determine the 

impact of an adaptation. Efforts to pool information regarding adaptations to similar 

interventions may more rapidly expand our knowledge base about the types of adaptations 

that are likely to support implementation goals (Chambers & Norton, 2016). It is also 

important to recognize that adaptations may fail to compensate for key differences that are 

inherent in some contexts, and it is essential to differentiate the characteristics that might 

contribute to poor fit or voltage drop from the success of the attempted adaptation. When 

sufficient data are available, baseline targeted moderation (BTM) and baseline targeted 

moderated mediation (BTMM) may represent important tools for addressing this limitation 

(Howe et al., 2019). However, insofar as the IDEA may serve as a heuristic to guide 

implementation outside the context of a comprehensive research infrastructure, it may be 

more useful to stakeholders who require practical guidance for working through and 

documenting the adaptation process.

We acknowledge that adaptation decisions (and, indeed, implementation science decisions 

more broadly) are rarely clear-cut. Despite its iterative approach, the binary nature of the 

IDEA (i.e. its reliance on yes/no decision points) represents a limitation in real-world 

clinical settings. It is possible, even likely, that different stakeholders may have different 

views at each decision point. For example, frontline clinicians may favor shortening or 

simplifying an EBP to accommodate busy caseloads; patients may desire modifications to 

incorporate valued cultural or religious viewpoints; researchers may be wary of making 

adaptations that threaten “their” EBP or a study’s internal validity; and administrators may 

worry that a pilot phase will delay the rollout of a much-needed intervention. Ultimately, the 

extent to which the IDEA will be useful for a given project will depend on the ability of 

stakeholders to arrive at consensus in the face of conflicting priorities and viewpoints. 

However, a clear decision process and emphasis on preservation of core functions and rapid 

integration of practice-level findings may facilitate consensus and collaboration. 

Furthermore, application of the IDEA relies heavily on the accuracy and relevance of the 

data used to proceed along each decision path. Thus, use of the IDEA is intended to help 

various stakeholders focus on key questions (e.g. What data suggest we should adapt this 

EBP? Is a pilot study warranted?). The answers to these types of questions will depend on 

the EBP, clinical setting, personnel, and resources available. The IDEA may therefore be less 

useful for “on-the-fly” or impromptu modifications to EBPs that are made by individual 

clinicians while face-to-face with patients, although with a good infrastructure for capture 

and interpretation of clinical data, more individualized adaptation and evaluation may also 

be feasible.
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In sum, the IDEA is meant as a practical guide for conceptualizing and documenting 

adaptations to EBPs to new clinical contexts. Its use may help move the field forward by 

incorporating important decision points that acknowledge the complexity of the adaptation 

process itself. It has been designed to help implementation scientists and clinical decision-

makers balance the need for adaptation and fidelity to maximize EBP impact. We are 

hopeful that future work, supported by careful documentation and practical, user-friendly 

data collection and synthesis, will allow for comprehensive evaluation of the framework.
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Figure 1: 
The Iterative Decision-making for Evaluation of Adaptations (IDEA)
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Figure 2: 
2×2 grid demonstrating interplay between adaptation and fidelity
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