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Implications
Practice: Training and QA should be flexible 
enough to address program fit and adaptations 
that occur when programs are delivered in prac-
tice settings in order to better support high-quality 
implementation.

Policy: Consideration should be given to the de-
velopment of policies that address standards for 
training and QA in public health practice settings.

Research: Research should focus on identifying 
training and QA strategies that maximize pro-
gram fidelity, address the varied needs of 
programs, staff and organizations, and are feas-
ible to implement.
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Abstract
High-quality implementation of evidence-based interventions 
is important for program effectiveness and is influenced by 
training and quality assurance (QA). However, gaps in the 
literature contribute to a lack of guidance on training and 
supervision in practice settings, particularly when significant 
adaptations in programs occur. We examine training and 
QA in relationship to program fidelity among organizations 
delivering a widely disseminated HIV counseling and testing EBI 
in which significant adaptations occurred due to new testing 
technology. Using a maximum variation case study approach, 
we examined training and QA in organizations delivering 
the program with high- and low-fidelity (agencies: 3 = high; 
3 = low). We identified themes that distinguished high- and 
low-fidelity agencies. For example, high-fidelity agencies more 
often employed a team approach to training; demonstrated 
use of effective QA strategies; leveraged training and QA to 
identify and adjust for fit problems, including challenges related 
to adaptations; and understood the distinctions between 
RESPECT and other testing programs. The associations between 
QA and fidelity were strong and straightforward, whereas the 
relationship between training and fidelity was more complex. 
Public health needs high-quality training and QA approaches 
that can address program fit and program adaptations. The 
study findings reinforced the value of using effective QA 
strategies. Future work should address methods of increasing 
program fit through training and QA, identify a set of QA 
strategies that maximize program fidelity and is feasible to 
implement, and identify low-cost supplemental training options.
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INTRODUCTION
There is a longstanding practice in HIV/AIDS pre-
vention and treatment emphasizing dissemination 
and implementation of evidence-based interven-
tions (EBIs) [1, 2]. High-quality implementation 
is important to maintaining program efficacy and 
is influenced by a host of factors, including practi-
tioner training and ongoing quality assurance (QA) 
[3, 4]. Large-scale reviews consistently point to the 
value of training and QA in achieving program fi-
delity [3, 4]. In particular, the impact of effective QA 

on improving and maintaining program fidelity is 
strong [3, 5].

Despite its foundational importance, significant 
gaps in the literature have contributed to a lack of 
guidance on how best to train and supervise prac-
titioners delivering EBIs [6–8]. Furthermore, there 
are no standards to guide training and QA to address 
adaptations carried out to create a better fit within 
an agency or as a result of technological changes 
that alter the program. In the absence of guidelines, 
organizations may carry out training and QA in 
ways that enhance or detract from implementation 
fidelity. To add to our knowledge of how agencies 
conduct training and QA and their relationship to 
implementation fidelity, we examined these issues in 
agencies delivering an HIV counseling and testing 
program, RESPECT [9]. RESPECT provides a 
highly instructive example because: (1) it was widely 
disseminated through a national effort that included 
standard training until 2014; (2) QA is identified as 
a core component of this program; (3) RESPECT 
was one of several testing and counseling programs 
supported by state and federal sources (e.g., CTR, 
CRCS), contributing to the likelihood that agency 
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staff might have experience with a similar pro-
gram; and (4) changes in HIV testing technology 
(e.g., rapid test) resulted in a major adaptation of 
RESPECT from a two-session program to a single 
session that was offered in many agencies. We draw 
on Norton and Chambers [10] and the Centers for 
Disease Control and Prevention (CDC) designa-
tion in categorizing the change to a single-session 
RESPECT as an adaptation.

Characteristics of effective training
EBI training is best conceptualized as an ongoing 
process, which involves both initial training and 
QA. All staff responsible for delivering a program 
and those who supervise staff should be trained 
to apply the EBI in practice. Initial training, often 
delivered in a single intensive workshop, typically 
includes background information (e.g., theory, phil-
osophy), introduction to program core components, 
and may also include practice (e.g., role plays) with 
feedback [3, 11, 12]. However, initial training is not 
sufficient for achieving mastery of new skills [6, 12–
14]. Practitioners need opportunities to obtain feed-
back, to practice new skills under the direction of a 
competent supervisor, and to use tools that enhance 
program delivery (i.e., QA). Effective QA learning 
strategies include, for example, modeling, practice, 
and feedback [12, 15]. Practitioner competence 
and high-quality program delivery are facilitated 
by trained supervisors who engage in observation 
and feedback, staff engagement in problem-based 
learning (PBL; e.g., case studies), and the use of 
written QA plans [3, 4, 13]. Quality of supervision 
is important to effective QA [14, 16–18]. Thus, 
supervisors trained on a specific EBI are more apt to 
understand the implementation challenges. Further, 
supervisor participation in EBI training conveys a 
commitment to working together to incorporate the 
EBI into the organization [19, 20]. Indeed, team-
based learning has been shown to enhance program 
delivery, especially when institutional barriers exist 
[15, 19].

Contextual factors that impact effectiveness of training
Initial training and supervision do not occur in a 
vacuum. Their impact on program delivery may be 
influenced by contextual factors such as practitioner 
characteristics and skills, program adaptations, and 
organizational fit [12, 13, 21]. Practitioners enter 
training with an existing set of skills, some of which 
they are actively using in their current work. When 
training is focused on a program (i.e., EBI) that is 
well outside the practitioner’s current skill set, mo-
tivation to master the new skills is reduced in the 
absence of ongoing support [13, 22]. Interestingly, 
challenges also emerge when a new program is very 
similar to existing programs [13]. In the latter case, 
the interference of old information on learning new 
information can occur (e.g., proactive inhibition, 

proactive interference) [23, 24]. That is, a practi-
tioner may view the training as redundant and fail to 
learn the new program or skill set. Thus, challenges 
that lead to lower quality program implementation 
can occur when training for a new EBI requires 
either very different or very similar skills than those 
practitioners currently hold.

Another contextual factor to consider is program 
adaptation and its impact on fidelity. Fidelity is as-
sociated with program effectiveness [4, 12], yet it 
is widely accepted that adaptations occur when 
EBIs are implemented in practice settings [25, 26]. 
Adaptations may occur, for example, when organiza-
tions adjust programs to meet client needs or when 
a technological change leads to different ways of 
achieving program goals (e.g., rapid testing replaces 
traditional testing methods). There is a paucity of 
research on how the value of training is impacted 
by adaptations. When staff training is based on the 
original EBI, but the EBI is significantly adapted in 
practice, staff members may be ill-prepared to de-
liver the adapted program. This, in turn, may im-
pact program fidelity.

Organizational level factors can also impact pro-
gram implementation [21, 27, 28]. Program fit refers 
to how well a program meshes with, for example, 
an organization’s structure (e.g., time allotted for cli-
ents vs. time needed to deliver the program), the de-
mands placed on staff (e.g., client load), and/or staff 
skills (e.g., trained vs. not trained) [29, 30]. Even 
with high-quality training and QA, if there is poor 
fit, programs may not be implemented with fidelity. 
Fit challenges may emerge during training, early 
on in program implementation (e.g., pilot runs), 
or during full implementation [20]. For example, 
challenges may come to light during QA when a 
supervisor observes that counselors cannot deliver 
the program in the allotted time, which leads to a 
client backlog. Ongoing QA serves as a mechanism 
for addressing fit problems, and may lead to modi-
fications. However, staff may make adaptations to 
the EBI to enhance fit but may not have the tech-
nical assistance necessary to help minimize threats 
to fidelity.

Disseminated HIV counseling and testing programs
RESPECT [9] is one of several counseling and 
testing programs that was disseminated by the 
CDC [31], and for which the CDC provided stand-
ardized training. RESPECT was initially imple-
mented as a two-session program with a 2-week 
interval between sessions. Typically, a client partici-
pated in a 20-min counseling session that included 
establishing short-term goals for reducing risk and 
a blood draw for the HIV test. The client returned 
for a second session and test results; the second ses-
sion offered an opportunity to reflect on successes 
and failures with goals, re-setting goals, and to pre-
pare for medical follow up if HIV-positive. The 
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uncertainty present during the wait period (i.e., un-
known HIV status), may have created conditions 
that increased the likelihood of executing risk re-
duction goals. Although, RESPECT was initially 
disseminated as a two-session program, number 
of sessions was not a core component [32]. Several 
factors led to changes in the number of sessions. 
Technological advancements led to the availability 
of rapid testing [33] and evidence suggested that an 
adaptation to a single session was largely compar-
able to the two-session program [34]. Following this 
the CDC provided updated guidance regarding 
adaptations to RESPECT [32]. In the adapted 
format, RESPECT was delivered in a ‘single ses-
sion’ with brief counseling before and after test re-
sults (e.g., rapid test results were available in less 
than 30 min).

The CDC also supported Comprehensive Risk 
Counseling and Services (CRCS) and Counseling, 
Testing and Referral (CTR). CRCS is an intensive 
individual-level client-centered intervention de-
livered to high-risk clients. Counselors help clients 
identify risks and challenges and then develop so-
lutions to address these [35]. CTR is a collection of 
prevention strategies that can be used separately or 
together to help clients learn their HIV status and/or 
to reduce their risks. Although both programs share 
similarities with RESPECT (e.g., individual level, 
client-centered), they are distinct programs (e.g., 
CTR elements can be delivered separately whereas 
RESPECT elements are delivered as a package; 
CRCS is intensive counseling and can involve many 
sessions whereas RESPECT is brief and limited to 
two sessions).

In the current study, we used a case study design 
to examine the relationship between training and 
QA and program fidelity in six agencies delivering 
RESPECT. This qualitative study employs a max-
imum variation case study approach [36], with a 
focus on agencies at two ends of the fidelity spec-
trum (i.e., high-fidelity and low-fidelity) using data 
from a larger mixed-methods investigation, the 
Translation into Practice (TIP) Study [37].

METHODS 

Overview
Case studies are effective for determining differ-
ences and similarities between separate entities, 
allowing for the extraction of data dependent on 
differential contexts and environments. The present 
paper used staff interviews to assess training and QA 
and client exit surveys to assess program fidelity.

Sampling and data collection
Agencies
A subset of the agencies from the TIP study, three 
low-fidelity agencies and three high-fidelity agencies 
(defined below) were the focus of the case analysis. 

Within these 6 agencies, we interviewed 25 staff 
members and obtained 194 client surveys.

Clients
We obtained anonymous exit surveys from an oppor-
tunistic sample of clients. Clients were eligible to par-
ticipate if they were 18 years of age or older and had 
received the first session of RESPECT. Client surveys 
were obtained at participating agencies where staff 
had been trained in study procedures (see Dolcini et 
al. [37] for details). The exit survey was completed 
after the participant’s first RESPECT session under 
private conditions, following informed consent.

Agency staff
We interviewed executive directors (ED), supervisors 
(SUP), and counselors (CN) at participating agencies 
(see Catania et al. [38] for selection procedures). In 
some agencies, staff performed dual roles, most com-
monly as an executive director and supervisor (i.e., 
ED/SUP) and occasionally as a supervisor and a coun-
selor. Following informed consent, we conducted 
semi-structured, telephone and in-person interviews 
(45–60  min) under private conditions. Interviews 
were digitally recorded, transcribed, and checked for 
accuracy. Small incentives were provided.

Measures
Client survey
The self-administered client survey was brief 
(5  min) in order to accommodate clinic flow and 
client schedules. The survey assessed exposure to 
RESPECT counseling and was used to determine 
program delivery. Client exit indices have been 
found to be reliable reports of what transpires in re-
lated settings and are widely used in health services 
research [39–42].

Determining agency-level fidelity
Based on the client survey, a fidelity index was de-
signed to assess whether three fundamental pro-
gram components reflecting the primary objectives 
of RESPECT [43], were conducted during the coun-
seling session. Items and rationale for determining 
agency-level fidelity are described in Catania et al., 
[38]. We relied on the literature (e.g., ref. [4], as well 
as how agency-level fidelity scores clustered in our 
sample to guide cutoffs for the present analyses. 
Agencies with a score below 60 were considered 
low-fidelity and those with scores of 79 or higher 
were labeled high-fidelity (TIP full sample agency 
fidelity scores range 26–88/100). In agencies with 
scores below 60, approximately 40% or more of the 
clients have not received the program as designed.

Staff interviews
Staff interviews covered a range of topics related 
to program adoption and implementation. For the 
present analyses, we focused on information related 
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to training and QA. We obtained information on 
whether staff received formal training on RESPECT, 
who delivered the training (i.e., internal vs external 
entity), and what training strategies were used (e.g., 
didactic, active rehearsal and feedback). We also as-
sessed whether and how the agency conducted QA, as 
well as whether QA was formalized through a written 
protocol. We focused on several types of training 
strategies identified as important to mastering EBIs, 
including didactic training, PBL, active rehearsal 
strategies (ARS), and coaching and observation and 
feedback (COF) (see Table 1 [4, 12–15, 44, 45]). We 
identified didactic training as necessary and identi-
fied PBL, ARS, and COF as effective strategies.

Analytic plan
We selected cases from each stratum for a compara-
tive case study analysis (n = 6; low-fidelity = 3, high-
fidelity  =  3). We selected cases based on fidelity 
scores, inclusion of both CBOs and departments of 
public health (DPHs), as well as on the availability of 
sufficiently rich material on training and QA for ana-
lyses. We used multiple sources of data, including 
semi-structured interviews conducted with executive 
directors, supervisors, and counselors, and field notes. 
Each transcript was read in full multiple times by coders 
(M.M.D., J.H., R.S.). We conducted structural and de-
scriptive coding [46] to characterize training and QA. 
We extracted all material related to training and QA 
from the transcripts. Using an iterative process, team 
members reviewed extractions, developed initial codes 
and codebook, applied codes to a subset of interviews, 
and revised the codes and codebook. Two reviewers 
completed the coding (R.S., M.D.R.), meeting regu-
larly with a third team member (M.M.D.). Reliability 
coding (20% of transcripts) showed strong agreement; 
discrepancies were resolved by consensus. We then 
conducted magnitude coding through a transfer of 
codes to charts summarizing training and QA activity 
at each agency (e.g., types of training strategies, who 
received the training). Following this, we conducted 
pattern coding to identify themes [46].

RESULTS

Agency characteristics
High-fidelity agencies
The high- fidelity agencies consisted of two CBOs 
(A, B) and a DPH (C; see Table 2). Agency A had 

prior experience delivering EBIs. Three full-time 
staff members were responsible for implementing 
RESPECT. The agency primarily served high-risk 
women, injection drug users, and men-who-have-
sex-with-men (MSM). Agency B had two full-time 
staff members dedicated to HIV/AIDS, including 
RESPECT. RESPECT was supported by funds 
provided to the state by the CDC. In addition to 
RESPECT, Agency B also delivered CTR. The 
agency conducted outreach to engage their clien-
tele who were primarily low-income, involved in the 
legal system, male and white. Agency C delivered 
a state-run model of RESPECT at two clinical sites, 
as well as at outreach sites including correctional fa-
cilities and community treatment centers. Funding 
for the program was provided by the state and the 
county. Agency C served male and female high-risk 
clients from a variety of racial/ethnic backgrounds, 
including IV drug users and MSM.

Low-fidelity agencies
The low-fidelity agencies consisted of one CBO (F) 
and two DPHs (D, E; see Table 2). Although Agency 
D is a large urban department of public health, the 
STD/HIV services unit was relatively small (approxi-
mately 11 part-time staff). The agency received state 
and county funding for RESPECT, which was de-
livered at the clinic and through mobile vans. About 
two-thirds of clients were male, with mixed racial/
ethnic backgrounds. Agency E had 40 full-time 
staff members in the HIV/AIDS and STI depart-
ment. In addition to RESPECT, the agency also de-
livered CRCS. A  single employee was responsible 
for implementing RESPECT both at the clinic and 
through outreach. In the HIV program, the primary 
clients were HIV-positive individuals including in-
jection drug users, MSM and homeless individuals 
from a wide range of ethnic/racial backgrounds. 
Agency F delivered RESPECT as part of an ongoing 
counseling and testing program. The agency inte-
grated RESPECT into counseling and testing on an 
ad hoc basis after being offered the opportunity to 
obtain training on the program. Both standard and 
rapid testing were offered. RESPECT was delivered 
at the agency and through multiple outreach sites 
(e.g., correctional facilities, substance abuse centers, 
homeless shelters, and other CBOs). The agency 
served low-income clients, the majority of whom 
were white.

Table 1| Best practices in training

Strategies Examples

Didactica Lecture, readings
Active learning Role play/behavioral rehearsal, reverse role play, behavior modeling
Observation and feedback In-person, video, or audio recording of staff working with clients (observation); reinforcement, 

correction of behavior
Problem-based learning Self-reflection, case studies, written scenarios
aDidactic strategies are necessary for training, but should be coupled with active learning.
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Themes
The case analysis revealed four themes related to 
training and QA and fidelity: (1) agency approach 
to training: “team” versus individual; (2) QA strat-
egies; (3) impact of proactive inhibition; (4) training 
and QA reveal fit issues. Below we discuss how 
these themes are reflected in high- and low-fidelity 
agencies and representative quotes are provided in 
Tables 3 and 4.

Approach to training: “team” versus individual
Broad differences in approach were observed be-
tween high- and low-fidelity agencies. High-fidelity 
agency personnel worked collectively to create an 
environment in which appropriate staff members 
were well trained to deliver the program, whereas 
low-fidelity agencies took a less collaborative ap-
proach. Agency A, a high-fidelity agency, utilized 
a “team” approach in which counselors and super-
visors attended RESPECT training together at a des-
ignated training site after making a group decision 
to adopt and train for the program. The philosophy 
of working as a team permeated the organiza-
tional culture, including the agency’s approach 
to training new staff. When a new counselor was 
hired, she was trained by the supervisor using the 
RESPECT manual with a focus on counseling skills 
and reinforcement through COF. Problem-solving 
RESPECT issues was also accomplished through a 
team approach. Similarly, in Agency B, there was 
an active interest by the staff at the organization 
in learning as much as possible about RESPECT 

prior to training. Finally, in Agency C, specific per-
sonnel were selected to attend the initial training, 
enabling them to obtain exposure to the program, 
while preparing to send the rest of the staff to a later 
training. Collectively, agency staff worked toward 
obtaining training, and preliminary runs of the pro-
gram, to ensure a good fit.

In contrast, low-fidelity agencies approached ini-
tial training in a more piecemeal way, and not all 
personnel were trained. In Agency E, the super-
visory staff was not formally trained in RESPECT. 
In Agency D, one of two supervisory positions was 
eliminated due to insufficient funding. The re-
maining supervisor was trained and had a clear con-
ceptualization of RESPECT, however, there was no 
effort for staff to train together. In this large agency, 
some program delivery staff received training in-
ternally, while others attended external training. In 
the third low-fidelity agency, about half the staff re-
ceived the training and there was no coordination 
around which staff members were appropriate to 
train.

QA strategies
The three high-fidelity agencies incorporated ef-
fective strategies, including written QA and formal 
ongoing supervision (e.g., COF, PBL). In contrast, no 
low-fidelity agency had a written QA protocol and 
QA strategies were implemented inconsistently. In 
Agency A, a high-fidelity organization, QA included 
ongoing training and education, evaluation of pro-
gram delivery staff with feedback mechanisms, and 

Table 2| Agency characteristics (N = 6)

High-
fidelity 
agencies

Fidelity 
score

Agency 
type

Geographic 
characteristics Agency size

Counseling and 
testinga

Number 
of staff 

members 
interviewed 

Number 
of client 
surveys

A 80 CBO Non-urban; 
East

1 site; 12–19 
staff

Conventional testing; 
2 sessions

4 31

B 87 CBO Non-urban; 
East

1 site; 20–30 
staff

Conventional and 
rapid testing; two 
sessions

3 30

C 81 DPH Urban; South Multiple sites; 
>300 staff

Rapid testing; two 
sessions

7 49

Low-
fidelity 
agencies

       

D 27 DPH Urban; West 1 siteb; 3,000 
staff

Rapid testing; single 
session

5 27

E 44 DPH Non-urban; 
Midwest

1 site; total 
number 
of staff 
unknownc

Rapid testing; single 
session

2 30

F 52 CBO Urban; South 1 site; 10 staff Conventional and 
rapid testing; single 
and two sessions

4 27

aRegardless of the typical approach to HIV testing at the agency, conventional testing was used for preliminary positive cases.
bThe department of health is structured as a single site, RESPECT was also being delivered through a mobile van unit.
cThe total number of staff members in the agency is unknown. However, there are 40 full-time staff in the HIV & STI Services Department.
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intermittent case conferences between supervisors 
and counselors. Record keeping included a risk 
reduction form listing client information to ensure 
continuity. The agency’s QA also included case and 
program record reviews. Although both counselors 
stated there was a written protocol, one noted that 
he/she had not been using the protocol but was 
using a shortcut approach to ensuring good delivery 
(see Table 3). The effectiveness of the modification 
is unknown, but the act of using a written standard 
to document delivery of program components, may 
in and of itself have benefits. In Agency B, in add-
ition to written QA, counselors engaged in practice 
and feedback immediately after training, and in on-
going individual and group supervision. In Agency 
C, supervisors and the counselors provided con-
sistent descriptions of effective QA strategies in use, 
including COF.

As noted above, no low-fidelity agency had a 
written QA protocol. The ED/SUP for Agency D 
noted that the lack of a QA protocol was a weakness. 
In the other two low-fidelity agencies, the super-
visors and counselors made contradictory state-
ments about the presence of QA protocols and the 
use of specific strategies. For example, in Agency E 
higher-level personnel (ED/SUP) discussed an un-
written QA protocol but a counselor was not aware 
of a written or unwritten protocol. Further, the ED/
SUP said the unwritten plan contained training and 
education for delivery staff and supervisors, and 
case conferences between supervisors and coun-
selors but the counselor reported that none of those 
activities were taking place. This counselor noted 
that case and program records were reviewed, but 
that there was no COF. It is possible that inconsist-
encies stem from memory difficulties for the coun-
selor or the ED/SUP. However, because individuals 
are likely to recall activities in which they have been 
engaged (e.g., people would remember having been 
observed), it is more likely that data reflect the ab-
sence of QA.

Impact of proactive inhibition
In some agencies, existing HIV testing and coun-
seling programs shared similarities with RESPECT; 
in such cases, it is important that staff are able to 
distinguish among the various programs. In high-
fidelity agencies, staff recognized how RESPECT 
differed from other ongoing programs, whereas in 
low-fidelity agencies staff had difficulty making dis-
tinctions. Thus, in high-fidelity agencies, there was 
no evidence to suggest that proactive inhibition 
was occurring. Staff explicitly noted the differences 
between RESPECT and another program they 
were offering and noted how the training helped 
them identify the unique aspects of RESPECT (see 
Table 3).

In contrast, challenges with distinguishing be-
tween programs were pronounced at the low-fidelity 

agencies. At one agency (D) staff perceived 
RESPECT to be synonymous with a testing pro-
gram already being implemented, while at the other 
agency staff expressed confusion about the differ-
ences (E). In Agency F, RESPECT was being util-
ized as a part of the agency’s larger counseling and 
testing strategy. The expectation within the agency 
was that only certain components of RESPECT 
would be incorporated, and the decision of what 
to incorporate was left up to the counselors. It ap-
peared as though the staff were relying more heavily 
on the existing counseling and testing strategies in 
their delivery.

Training and QA reveal fit issues
Training and QA assisted high-fidelity agencies in 
determining fit and in identifying solutions to ad-
dress problems, while in low-fidelity agencies there 
was less evidence of efforts to address fit. Specifically, 
as described below, some high-fidelity agencies miti-
gated challenges with time and client load through 
QA and used pilot runs to adapt RESPECT to better 
fit agency demands. But these types of strategies 
were not found in low-fidelity agencies. Further, in 
low-fidelity agencies, we identified a mismatch be-
tween training protocols and how RESPECT was 
being delivered that led to challenges for program 
staff (see Table 4).

Time.
A challenge with time was directly mentioned by two 
agencies. For example, in Agency B, a high-fidelity 
agency, QA activities led to the recognition that staff 
members were focused on delivering RESPECT in 
20  min, but that the standard time constraint did 
not meet the needs of some clients or align with the 
philosophy of the agency. A supervisor noted how 
adaptations strengthened counselors’ ability to de-
liver RESPECT faithfully, even when clients needed 
more time (see Table 4). Only one of the three low-
fidelity agencies mentioned time issues and efforts 
to address it. In Agency D, the executive director/
supervisor noted some approaches to dealing with 
time constraints, but the comments are quite general 
and it is difficult to pinpoint specific strategies.

Client load.
Difficulty meeting client demand is another fit 
problem that agencies encounter. In one high-
fidelity agency (B), the supervisor noted that the 
training that she had received helped her support 
counselors when the client load increased. After 
attending supervisor training, she instituted new 
QA strategies and increased the frequency of QA. 
Additionally, COF was retained as a practice and 
weekly case conferences were added. Increases in 
client load required other adaptations, including 
adding program delivery to the job duties of the 
trained supervisor. Later, the agency hired a new 
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counselor and sought out formal training for that 
person, which increased the agency’s capacity to 
serve more clients effectively. This agency was the 
only one among the six that explicitly addressed the 
issue of client load, yet it provides a compelling illus-
tration of how training and QA can be leveraged to 
address fit issues.

Early assessments of capacity and pilot runs.
As noted earlier, the decision to adopt RESPECT in 
Agency A, a high-fidelity agency, was made by the 
team after determining that it was a good fit. Staff 
members used the initial training to further assess 
whether RESPECT aligned with their organization 
and clients. Immediately following training, the 
agency embarked on a pilot phase to assess the level 
of fit. In another high-fidelity agency (B), there was 
not a formal pilot, but counselors engaged in prac-
tice runs before working independently with clients. 
Agency C initially sent a small group of staff to be 
trained in RESPECT, which may be indicative of ex-
ploring the fit of the program to the agency. Similar 
to Agency A, Agency C adopted RESPECT and 
proactively implemented it, prior to an impending 
mandate.

No low-fidelity agencies conducted pilot-testing. 
In fact, in Agency D, the only practice that coun-
selors received was at the formal training; staff 
began delivering the program with clients immedi-
ately post-training. The ED/SUP for Agency D also 
noted ongoing concerns with maintaining fidelity 
with single session delivery; strategies to address 
capacity to deliver the single-session program could 
have been identified through pilot testing. Finally, 
in Agency F there was limited time to prepare for 
RESPECT, which precluded pilot-testing.

Lack of adaptations to address mismatches between training 
and delivery.
In some agencies using single-session RESPECT, 
there was a mismatch between training and how 
the program was being delivered in the field. The 
high fidelity agencies that encountered this issue 
made adaptations to address it, but this was not the 
case in low-fidelity agencies. Two of the high-fidelity 
agencies were conducting standard testing with two 
sessions, so there was no obvious need to adapt 
RESPECT. The third high-fidelity agency was using 
a combination of rapid and standard testing. In this 
agency (C), training included assistance for staff with 
the delivery of the program in a single session, thus 
decreasing mismatches between training and imple-
mentation practices. It is noteworthy that Agency B, 
which was using the two-session approach, instituted 
structural adaptations to meet needs that emerged 
through QA, including increasing supervision of 
counselors to support RESPECT delivery.

In contrast, the approach to delivering RESPECT 
at two low-fidelity agencies (D, E), did not align 

well with the training. The training focused on the 
two-session RESPECT but they were delivering the 
program in a single session (i.e., rapid test). The 
third low-fidelity agency (F) was conducting both 
rapid and standard testing sessions. Staff members 
noted the challenge delivering RESPECT in a one-
session format, and that some components had to 
be omitted. None of these agencies had high levels 
of QA, which compounded the challenges. Further, 
Agency D had adapted to a phone session lasting 
only a few minutes for delivering test results. The 
challenges encountered by Agency E, as reflected 
by both supervisor and counselors, further reflect 
mismatches between the training and delivery (see 
Table 4).

DISCUSSION
Through our case study analysis, we explore the 
inter-relationships among training, QA, interven-
tion fit, and intervention fidelity. Training and QA 
differed substantially among organizations with 
high- and low-fidelity to the RESPECT interven-
tion, including with regard to the use of written QA 
protocols, the agency approach to training, and at-
tention program to fit. We also demonstrated how 
standard training may help or hinder fidelity de-
pending on program fit, trainees’ understanding of 
the RESPECT program, and the similarity of a new 
program to existing services within an organization.

Our results reinforce the value of QA for achieving 
EBI fidelity [3, 4, 13]. QA is a core component of 
RESPECT [32], but two low-fidelity organizations 
failed to implement this component. The third low-
fidelity agency reported an informal QA protocol, 
which was inconsistently executed. This finding sug-
gests that informal QA processes may lead to weak 
QA or even to quiet neglect of QA all together. 
The formal QA protocols found in high-fidelity or-
ganizations presented a sharp contrast and indicate 
a commitment to ensuring the quality of services. 
Furthermore, high-fidelity agencies used multiple 
QA strategies including, case conferences, obser-
vation and feedback, and the use of checklists. It 
is unclear, based on our analyses, how the variety 
of strategies or the level of consistency with which 
specific strategies were used, impacted program fi-
delity. Future studies that examine the relative value 
of one QA strategy over another, including consid-
ering which approaches work well for what types 
of EBIs and practitioners, may lead to guidance 
to streamline QA, ultimately reducing costs (e.g., 
supervisor time).

In contrast to the relatively straightforward rela-
tionship between QA and RESPECT fidelity, our 
results reveal a complex picture of how training im-
pacted fidelity. Our findings reinforce conclusions 
in the broader literature that initial training alone is 
insufficient [12–44]. All organizations in our study 
obtained standard RESPECT training, but the 
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extent to  which staff and supervisors participated 
in trainings differed between high- and low-fidelity 
organizations. In high-fidelity organizations it was 
common for the entire staff, including supervisors, 
to receive training. The converse was found in low-
fidelity organizations. The piecemeal approach to 
training in these agencies resulted in inconsistent 
staff knowledge and skill and made it difficult for 
supervisors to monitor fidelity. Ideally, the entire 
staff would be trained on a new EBI, but this may 
stretch resources for some agencies. At a minimum, 
in addition to training service delivery staff, super-
visors should have sufficient EBI specific knowledge 
to support high quality QA. Supervisor involvement 
can also set norms for EBI implementation at the or-
ganization [47].

In our study, the utility of training was impacted 
by adaptations that were leveraged both prior to 
and after training. For example, technological innov-
ations led to a significant adaptation of RESPECT 
that created an opportunity to deliver the program 
in a single session. Yet, the most widely available 
training on RESPECT was for the two-session pro-
gram. We found that formal training did not always 
prepare staff for the way RESPECT was being de-
livered at their agency. Even in the absence of sig-
nificant adaptations, it is well documented that 
organizations alter components of innovations to 
create better fit [48], as we also observed in our 
study. High-fidelity agencies more often demon-
strated an ability to address challenges around staff 
time (e.g., length of program sessions, managing 
client load) that emerged through QA, as well as or-
ganizational fit issues that emerged from pilot runs 
of the program.

Two approaches, contextual assessments and sup-
plemental training, may help address challenges 
identified in the current study. The first approach 
involves incorporating contextual or needs assess-
ments into training to help organizations anticipate 
adaptations needed to improve fit. Such assessments 
are fairly common when interventions are adapted 
for contexts or topics that differ significantly from 
the original program (e.g., moving from an HIV pre-
vention setting to a substance abuse setting [48, 49], 
but may also prove valuable when an EBI is being 
implemented in what scientists and trainers may 
consider a “standard” context [2, 20]. Contextual 
assessment is currently being incorporated into 
training approaches [50], but it is unclear whether 
this approach will be sufficient to address barriers 
to EBI fidelity in light of technological innovations 
(e.g., rapid testing) that alter the mode of delivery 
of programs.

Supplemental training, either before or after 
formal training, also holds promise for improving 
implementation. At least one organization incorp-
orated rapid testing as part of service delivery after 
receiving training in RESPECT. In such instances, 

supplemental training that addresses the adapta-
tion may be valuable. Presumably, if staff members 
are already trained in the fundamentals of an EBI, 
it will be easier to provide support in the form of 
lower-cost training approaches such as webinars. 
Supplemental training may also be a useful tool 
prior to training, in part because pre-training may 
increase practitioner engagement. As seen in our 
study, some high-fidelity agencies reported con-
siderable investment in learning about RESPECT 
prior to training. Providers themselves suggest that 
training that requires less investment is preferable 
to in-person training [26], and consideration of 
practitioner preferences may increase motivation, 
an important factor in engagement [13]. Thus, 
lower-cost supplemental trainings may offer an av-
enue for achieving program fidelity when innov-
ations occur and EBIs are revised, or as a means 
of increasing practitioner motivation to learn about 
new EBIs [26].

As noted earlier, trainers and supervisors need 
to take into account pracitioners’ existing skillsets 
when new programs are introduced. In this study, 
staff from low-fidelity organizations sometimes 
showed difficulty distinguishing between various 
counseling and testing EBIs. This phenomenon, 
referred to as proactive inhibition or proactive 
interference in the psychological literature [23, 
24], is not well described in the implementation 
literature. Our findings highlight the need for 
trainers to understand the variety of services staff 
members provide at their organizations and high-
light the distinctions among programs as part of 
the training. Similar to what we observed in our 
study with regard to risk reduction counseling 
approaches (i.e., RESPECT, CTR, CRCS), there 
are a number of EBIs in related areas of HIV pre-
vention and treatment that focus, for example, 
on improving linkage-to-care and engagement for 
HIV-positive individuals (e.g., ARTAS, Connect 
HIP; see effectiveinterventions.com). To facilitate 
high-fidelity delivery, it will be essential for staff 
members to understand how a new program dif-
fers from an existing service and the distinctive evi-
dence, theory, and activities that are central to the 
new program.

Limitations
The findings from our case study are limited in 
their generalizability to other populations but 
are valuable in informing theory and hypothesis 
building [36]. The intent of this analysis was not to 
enumerate all the factors that constitute adequate 
training and QA, but rather to examine how 
training and QA impact fidelity and to identify pat-
terns to be tested in future studies. Our study did 
not include a direct examination of staff turnover, 
although we recognize that turnover is common 
and impacts agencies [51].
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CONCLUSIONS
We identified key differences between organiza-
tions, the training they received, QA procedures, 
and fidelity to an evidence-based HIV prevention 
program. The value of high-quality training and QA 
that is flexible enough to address program fit and pro-
gram adaptations cannot be underestimated. Future 
research should extend this work by addressing 
methods of increasing program fit through training 
and QA, identifying a set of QA strategies that maxi-
mize program fidelity and is feasible to implement, 
and identifying and testing low-cost supplemental 
training approaches. Collectively such work will con-
tribute to the development of training and QA frame-
works that can guide agencies as they undertake new 
programs or adapt existing evidence-based programs.
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