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Implications 
Practice: Community-based organizations 
(CBOs) are key settings for accelerating the dis-
semination and implementation of evidence-
based interventions and reaching minority and 
immigrant communities.

Policy: Successful implementation of evidence-
based interventions must consider factors that 
enable adoption, including organizations’ char-
acteristics, the organizational culture, and lead-
ership perception of the needs of the program, 
its effectiveness, adaptability, and access to 
partnerships.

Research: Future research is needed to examine 
the generalizability of the factors across CBOs 
serving different minority groups and geograph-
ical settings.
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Abstract
Cardiovascular disease is the second leading cause of death in the 
USA among Asian Americans and Pacific Islanders (AAPIs) over 
the age of 65. Healthy Eating Healthy Aging (HEHA), an evidence-
based heart health program, can provide culturally appropriate 
nutrition education to decrease the risk of cardiovascular disease. 
Community-based organizations (CBOs) are optimal settings 
to implement community-based programs. However, there is 
inadequate research on how evidence-based interventions like 
HEHA are implemented in CBOs. This study examined processes 
that facilitated the implementation of HEHA among CBOs serving 
older AAPIs. Twelve representatives from CBOs that implemented 
the HEHA program were recruited to participate in a semistructured 
interview. All the participants were CBO directors or senior managers. 
A semistructured interview guide was created and informed by 
the Consolidated Framework for Implementation Research (CFIR) 
to capture how HEHA played into the five domains of CFIR: (a) 
intervention characteristics, (b) outer setting, (c) inner setting, (d) 
characteristics of the individuals, and (e) process. Data analysis 
captured themes under the CFIR domains. All five CFIR domains 
emerged from the interviews. Under intervention characteristics, 
three constructs emerged as facilitating the implementation of 
HEHA: (a) the participant’s beliefs around the quality of the HEHA 
program and its ability to promote healthy eating, (b) HEHA’s 
adaptability to different AAPI subgroups, and (c) perceptions 
of how successfully HEHA was bundled and assembled. Under 
outer setting, the participants described the community’s need for 
healthy eating programs and how the HEHA program meets that 
need. Four constructs emerged under inner setting: (a) the CBO’s 
structural characteristics and social standing in the community; (b) 
resources dedicated to the implementation and ongoing operations, 
including funding, training, education, physical space, and time; (c) 
the culture of the CBO; and (d) the participant’s commitment and 
involvement in marketing, promotion, and implementation of HEHA. 
Under characteristics of individuals, participants’ described their 
desire to learn the content of HEHA and deliver them successfully. 
Under process, participants described strategies to engage relevant 
individuals to facilitate HEHA implementation. The interviews with 
CBO representatives provided insights into CFIR domain constructs 
that facilitated the implementation of HEHA. CBOs are key settings 
for community health education. Understanding processes that lead 
to the successful implementation of evidence-based interventions 
among CBOs is critical for accelerating the dissemination and 
implementation of best practices.
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BACKGROUND
Asian Americans and Pacific Islanders (AAPIs) over 
the age of 65 are the fastest-growing racial/ethnic 
group in the USA with a total population of 49.2 
million in 2016 [1]. Cardiovascular disease is the 
second leading cause of death among AAPIs. While 
the standardized mortality rate for this disease has 
decreased for non-Hispanic Whites in the previous 
decade, this decline was slower for AAPIs across 
the same timeframe [2]. Studies consistently show 
the importance of a healthy diet, noting that a well-
balanced diet low in saturated fat and salt and high 
in fruits and vegetables can lower the risk for cardio-
vascular disease [3,4].

However, achieving a well-balanced meal may 
be particularly challenging for older AAPIs for sev-
eral reasons. First, older AAPIs may lack the lan-
guage proficiency and knowledge needed to read 
food labels and deduce sodium content [5]. Second, 
many foods prepared in AAPI cultures include a 
high amount of sodium in the form of soy sauce and 
other sodium-heavy condiments [6]. Third, some 
older AAPIs lack mobility to prepare their own 
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meals due to physical or cognitive disabilities, there-
fore, relying on processed foods or meals prepared 
by other people [5,6]. A culturally and linguistically 
appropriate program that is tailored to older AAPIs 
and promotes a well-balanced diet with healthy meal 
preparation of traditional dishes is critically needed.

Healthy Eating Healthy Aging (HEHA) is a com-
munity–academic partnership project focused on 
promoting healthy eating among older AAPI adults. 
Adapted from American Heart Association’s Check.
Change.Control. program (which focused on redu-
cing risk for cardiovascular disease through blood 
pressure monitoring and nutrition education), 
HEHA was developed to provide a comprehensive 
nutrition education program culturally tailored for 
older AAPIs [7,8]. Specifically, HEHA aimed to 
increase nutrition label reading, decrease sodium 
intake, increase fruit and vegetable intake, and pro-
mote healthy meal preparation at home with the 
overall goal of decreasing cardiovascular disease 
risk among AAPIs. HEHA used a train-the-trainer 
model and was led by a large national nonprofit or-
ganization; this organization partnered with smaller, 
local community-based organizations (CBOs) that 
served older AAPIs and trained them to implement 
and adapt HEHA to the CBO’s needs. The CBOs 
were spread across nine states (California, Hawaii, 
Illinois, Massachusetts, New York, Pennsylvania, 
Texas, Virginia, and Washington) and the interven-
tion materials were translated into seven languages, 
including Chinese, Khmer, Korean, Japanese, 
Samoan, Tagalog, and Vietnamese.

CBOs are key settings for community health edu-
cation, particularly among immigrant and under-
served populations, because of their reach and 
long-standing, trusted relationship with the commu-
nities they serve [9–11]. Most importantly, CBOs 
are critical settings for community health educa-
tion where culturally appropriate and linguistically 
relevant health education on priority health topics 
is delivered [12]. These qualities make them highly 
desirable settings to implement evidence-based 
programs or best practices around community 
health. However, there is inadequate research on the 
processes that facilitate the implementation of health 
programs in CBOs. Guided by the Consolidated 
Framework for Implementation Research (CFIR) 
[13], this paper examines processes that facilitated 
the implementation of HEHA among CBOs serving 
older AAPIs.

METHODS
Eighteen semistructured interviews were conducted 
to understand processes that facilitated the imple-
mentation of the HEHA program among CBOs 
across nine states. All the CBOs (n  =  18) were lo-
cated in major metropolitan areas. We recruited 
two personnel from each CBO, one in a leadership 
role and another in operations. Twelve individuals 

in a leadership role (e.g., CEOs, directors, and se-
nior managers) and six individuals in an operations 
role (e.g., program coordinators, health educators, 
and volunteers) were interviewed. For this study, 
only interviews with the leadership were included as 
most interviewees covered both leadership and op-
eration roles, and all leaders were actively engaged 
in the day-to-day operations at the CBO. Operations 
staff focused more on task-based work with less 
decision-making power and perceived themselves 
as the “followers” who carried out tasks directed by 
the leadership. The leaders interviewed came from 
CBOs in eight of the nine states. Interviews were 
semistructured to unveil processes that facilitated 
the implementation of the HEHA program. Data 
were collected from January 2018 to March 2018. 
Participants received a $30 gift card upon comple-
tion of the interview. The Fred Hutchinson Cancer 
Research Center Institutional Review Board ap-
proved this study.

Recruitment and data collection
Participants were recruited from CBOs involved in 
the implementation of the HEHA program; partici-
pants provided leadership, coordination, or delivery 
of the program. Two email messages with an invi-
tation to join the study were sent to all 18 CBOs a 
week apart. When a potential participant responded 
to the email, the study staff scheduled a phone call 
with the participant to explain the study. For partici-
pants who did not respond to the email message, the 
study staff contacted the CBO via phone to gauge 
their interest in participating in the study. When 
a potential participant showed interest and was 
deemed eligible, the study staff member obtained 
a verbal consent, collected demographic data, and 
scheduled the interview. From the 18 CBOs, 12 
leaders were enrolled (67% response rate); 2 refused 
to participate, 3 did not respond to the emails and 
calls, and 1 was no longer employed by the CBO. 
The 12 leaders came from CBOs in eight out of 
the nine states (none came from Washington). An 
interview lasted between 30 and 80  min using a 
semistructured interview guide. All interviews were 
in English as participants were bilingual (English 
and one of the AAPI languages). The interviews 
were audiorecorded and transcribed verbatim.

Semistructured interview guide
The interview guide covered key implementation 
factors described in the literature, including the 
five CFIR domains on adoption and implementa-
tion and their selected constructs. CFIR is a the-
oretical framework widely used to understand the 
implementation processes of best practices [13–15]. 
CFIR consists of five domains and their associated 
constructs: (a) intervention characteristics contain key 
features that contribute to successful implementa-
tion with eight constructs relating to intervention 
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characteristics (e.g., evidence strength and quality 
and adaptability), (b) outer setting comprises the ex-
ternal environment influencing the implementation 
and includes four constructs (e.g., cosmopolitanism), 
(c) inner setting consists of attributes of the organiza-
tion that may influence implementation and in-
cludes 12 constructs (e.g., culture and leadership 
engagement), (d) characteristics of individuals comprise 
features of an organization that can affect implemen-
tation and includes five constructs (e.g., knowledge 
and beliefs about the intervention and self-efficacy), 
and (e) implementation process consists of strategies that 
facilitate implementation and includes eight con-
structs (e.g., engaging and executing).

Data analysis
Two researchers (J.L.  and L.K.K.) independently 
reviewed each transcript to identify main ideas 
and meanings. We generated tentative labels to 
capture each idea’s essence and compared and 
contrasted notes. We then reviewed the data and 
clustered similar ideas into themes and codes rep-
resentative of each theme. The coding scheme was 
refined throughout data analysis. We also created 
freehand domain charts mapping the interrelation-
ship between concepts. Interview data were organ-
ized using ATLAS.ti, version 7 (Scientific Software 
Development, Berlin, Germany, 2013).

RESULTS

Demographics and characteristics of the participants
Table  1 presents participant characteristics. 
Participants’ mean (standard deviation) age was 
56.67 (15.95) years and most (75%) were born out-
side the USA. About half (58%) were female. Most 
participants had a graduate school degree (83%). 
All held leadership roles with slightly different titles 
(e.g., director) at their CBO and worked at their or-
ganization for 14.45 (9.55) years.

Figure 1 provides a pictorial overview of the re-
sults. The five outer boxes denote the five CFIR 
domains (intervention characteristics, outer setting, 
inner setting, characteristics of individuals, and pro-
cess) and how these domains shaped the implemen-
tation of HEHA in CBO settings.

Intervention characteristics
Three constructs, (a) evidence strength and 
quality, (b) adaptability, and (c) design quality and 
packaging, emerged under the intervention charac-
teristics domain. Evidence strength and quality are 
defined as the participant’s perception of the quality 
and validity of the evidence supporting the interven-
tion. Adaptability is the degree to which an interven-
tion is adapted and tailored to meet the needs of the 
setting. Design quality and packaging are defined 
as the perceived excellence in how the intervention 
was assembled and presented to the participants.

Evidence strength and quality
The majority of participants reported that the deci-
sion to implement the HEHA program was shaped 
by their perceptions of the strength of the interven-
tion to improve the health of the community they 
served. Specifically, they viewed HEHA as being 
effective in positively changing the AAPI seniors’ 

Table 1 | Demographic characteristics of leaders at Community-
based organizations (n = 12)

n 

Age (Mean, SD) 56.67 (15.95)
Place of birth
 USA 3 (25.0%)
 Outside of the USA 9 (75.0%)
Ethnicity 
 Hispanic 0
 Non-Hispanic 12 (100%)
Race 
 Asian 11 (91.67%)
 Native Hawaiian/Other Pacific Islanders 1 (8.33%)
Gender
 Male 5 (41.67%)
 Female 7 (58.33%)
Education status 
 College graduate 2 (16.67%)
 Graduate school degree 10 (83.33%)
Position in the organization 
 President 1 (8.33%)
 Senior program director 1 (8.33%)
 Project director 5 (41.67%)
 Executive director 2 (16.66%)
 Chief financial officer 1 (8.33%)
 Administrator 1 (8.33%)
 Manager 1 (8.33%)
Years worked in the organization,  

mean (SD)
14.45 (9.55)

Provide bilingual services 
 No 1 (8.33%)
 Yes 11 (91.67%)
If yes, what language? 
 Chinese 4 (33.33%)
 Korean 4 (33.33%)
 Japanese 1 (8.33%)
 Samoan 1 (8.33%)
 Vietnamese 1 (8.33%)
Location of organization 
 California 4 (33.33%)
 Hawaii 1 (8.33%)
 Illinois 2 (16.67%)
 Massachusetts 1 (8.33%)
 New York 1 (8.33%)
 Pennsylvania 1 (8.33%)
 Texas 1 (8.33%)
 Virginia 1 (8.33%)
SD standard deviation.
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perception of healthy food choices. Validating their 
earlier assessment of the strength of HEHA with 
what they saw during implementation, one partici-
pant shared stories from the seniors who partici-
pated in the HEHA program:

You know, and who reads labels? So- after this class, 
one of the things that people have said is “now I pay-” 
it’s one of the things I’ve heard multiple times is “now 
I pay attention, I read the label.”

Adaptability
Across all interviews, participants reported the im-
portance of adapting the interventions based on 
their seniors’ needs. Some adaptation was focused 
on content, tailoring the materials to their seniors’ 
language, traditional meals, and collective cultural 
values. Others were focused on logistics, including 
seniors’ mobility, availability with other competing 
priorities, and having a place for program delivery. 
For instance, seniors often prioritized personal ar-
rangements, like attending doctor’s appointments, 
and participants worked to accommodate the se-
niors. As one participant mentioned, “We worked 
really hard, I’d say, to work on the class schedule, 
to fit their [the seniors’] work time.” Another partici-
pant chose to incorporate prayers during the class 
because their seniors believed that health was pre-
determined by religious beliefs. A different partici-
pant chose to deliver the intervention at a temple 
to attract their Japanese seniors who frequented the 
temple and held religious values. Another partici-
pant also provided examples of foods their AAPI 
group was familiar with:

We modified it for different types of Asian food by 
group and by different brands. We’ve got different 
types of soy sauce and low salt […] and then we did 

introduce them to some Western food…and I think the 
seniors really liked that.

Design quality and packaging
When discussing the adaptability of the mater-
ials, participants were split on their perceptions of 
the clarity of the materials and how that impacted 
adaptation and incorporation of the materials 
into the CBO’s existing curriculum. One partici-
pant stated that the training materials for HEHA 
were easy to understand, adapt, and deliver, but 
other participants mentioned the materials were 
too complex to digest, and they needed to do add-
itional research online to better understand the 
content before sharing it with their seniors. These 
participants indicated that the materials were too 
“medical” and “humongous,” that is, the content 
was difficult to interpret and condense into digest-
ible information that both the participants and se-
niors could understand. As a result, two diverging 
assessments on the packaging of the HEHA inter-
vention were noted.

Outer setting
Cosmopolitanism
Cosmopolitanism, the degree to which the CBO is 
networked with other external organizations, was 
the only construct that emerged from the outer 
setting domain. Cosmopolitanism emerged at two 
levels. First, the CBO discussed their relationship 
with the national organization that delivered the 
initial training. Then, they discussed their relation-
ship with other local organizations and communities 
in the area they served. Both levels were discussed 
as being critical to executing and rolling out a new 
program. Trust building was one of the key aspects 
discussed in their decision to implement HEHA. 
A participant stated:

•

•

•
•

•
•

•
•

Fig 1 | Factors influencing implementation of Healthy Eating Healthy Aging.
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And so I kind of trust NAME [name of the primary 
leading organization] with their programs when they 
call me and say, “Do you want to get involved with 
this?” I look at the program and I say yes, because it’s 
something specifically for the community we’re trying 
to serve, the seniors.

Participants stated the importance of CBO part-
nerships with local, regional, and national organ-
izations, as well as with local communities. CBOs 
frequently partnered with senior apartment com-
plexes as they often housed large populations of the 
seniors the CBO served, thus allowing CBOs direct 
access to the community. Many participants lever-
aged partnerships with other local CBOs, health 
coalitions, public health departments, health care 
systems, and national health organizations. One 
participant mentioned that partaking in the local 
healthy aging coalition enabled them to under-
stand how HEHA’s intention aligned with their 
community’s values. Participants also often knew of 
an individual at an external organization who was 
able to provide a needed resource (e.g., cooking 
classes from a local food bank) or student volunteers 
to help implement HEHA. The participants also saw 
themselves as being the gateway to connecting with 
the community:

And…working in partnership with NAME [name of 
the primary leading organization] and other agen-
cies that come into our community, it’s like we’re the 
door into the community. When you really reach the 
Samoan community, it’s through us.

Inner setting
Four constructs emerged within the domain of inner 
setting, including structural characteristics, available 
resources, culture, and leadership engagement.

Structural characteristics
Participants emphasized the importance of the 
organization’s structural characteristics in facilitating 
the implementation of HEHA. Characteristics of the 
CBO, such as maturity of the organization (decades 
in existence), social standing (positive reputation), 
and size (number of overall seniors utilizing CBO 
services) were influential in engaging their seniors in 
the HEHA program. Because of a CBO’s established 
reputation in the community, the CBO had greater 
reach to their seniors about the CBO’s activities, 
including HEHA. Highlighting their organization’s 
social standing in the community, one participant 
stated, “We understand our community. We [are] ac-
tually one of the leading organizations in this area. 
We have the network. We have the infrastructure.”

Available resources
CBOs with a long-standing history in the commu-
nity generally had access to important resources, 

including, but not limited to, local radio programs, 
newspapers with advertisements publicizing health 
interventions, and staff members with experience 
in delivering similar health programs. Relationships 
with regional organizations and local communities 
also provided the CBO with multilingual teachers. 
Moreover, grant funding appeared supplemen-
tary to the CBOs as they ended up using the grant 
funding for supplies like pencils, paper, and gift 
cards. All participants mentioned already having 
adequate physical space and paid staff members to 
implement HEHA.

Culture
Organizational missions, norms, and values also 
played significant roles in facilitating the implemen-
tation of HEHA. While the mission of CBOs aligned 
with serving seniors and providing public health edu-
cation, many participants reported having a larger 
vision of elevating the quality of life of seniors who 
are aging as an immigrant in the USA. For some, 
the larger vision and the sense of moral obligation to 
their community served as motivation to adopt and 
implement HEHA; they believed this program not 
only helped their seniors’ health but also improved 
their quality of life. When asked about how HEHA’s 
objective matched the CBO’s mission, a participant 
reported:

There’s no question. We are concerned with providing 
through our program – our mission is to provide 
quality of life so seniors can live independently and 
with dignity as long as possible.

Talking about a greater sense of responsibility for 
seniors aging as immigrants in the USA, one par-
ticipant mentioned how part of their mission is to 
help the individuals they serve to “assimilate” into 
American culture and facilitate interactions with 
health care providers and health care delivery in the 
USA. Another mentioned the importance of sup-
porting individuals who are “aging in place,” that is, 
providing support to seniors who wish to continue 
living independently in their place of residence; 
they believed it was the CBO’s duty to help their 
seniors achieve this.

Leadership engagement
All participants interviewed had leadership roles in 
their organization and they identified themselves as 
the champions for advocating and executing the im-
plementation of HEHA in their organization. They 
also noted marketing the program outside of the or-
ganization to draw additional interest. Within their 
organization, they were strong voices advocating 
for the intervention at leadership meetings, and 
they assumed responsibility in leading the classes 
throughout the program. Some participants pro-
moted HEHA among health care professionals and 
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local politicians at a number of community gather-
ings, including religious settings and senior housing 
complexes, to engage seniors to participate in the 
program.

Characteristics of individuals
One construct, other personal attributes, emerged 
under the characteristics of individuals domain. 
This broad construct includes personal traits like 
motivation, values, competence, and learning style.

Other personal attributes
All participants were very motivated to execute 
HEHA at their respective CBOs. When the parti-
cipants received the program materials, they were 
incredibly resourceful and used this opportunity to 
learn and make the program their own by adapting 
and tailoring it to their senior population. A partici-
pant mentioned that the materials were “challen-
ging, but at the same time interesting” because it 
gave them the flexibility to “work around the basic 
concept.” The same participant continued to de-
scribe how he actively sought out resources by com-
pleting an “intensive online search” of the content 
so that he could learn first and then know how to 
tailor the materials for their clients. Another partici-
pant shared a similar sentiment and expressed the 
importance of experiencing the material first so that 
they could optimize the delivery to their clients.

I ha[d] to look at myself carefully…I ha[d] to experi-
ence it by myself and the Chinese trainer too. So, every 
step by step, you know, I ha[d] to do myself first. But 
once I digest it, it [was] very easy to deliver to the se-
nior clients.

Overall, all participants shared high motivation to 
learn, gain competency of the materials, and adjust 
the materials to the needs of the senior clients to en-
sure the best delivery of HEHA.

Process
One construct, engaging, emerged under the pro-
cess domain. Engaging includes strategies that 
participants from CBOs used to involve relevant in-
dividuals in the implementation of HEHA.

Engaging
Participants engaged key organizations to imple-
ment HEHA by forming close partnerships from 
broad cosmopolitanism networks. In many in-
stances, participants collaborated with the seniors’ 
neighborhood grocery stores so that they would ac-
cept gift cards that were distributed to the seniors 
during HEHA. Seniors received these gift cards 
upon completion of the program. These cards were 
meant to encourage seniors, armed with new know-
ledge from HEHA, to purchase fresh fruits and 
vegetables at their local store.

Many participants also noted that a main facili-
tator to HEHA was attracting volunteers with experi-
ence teaching health programs to cultural groups 
and who had served as champions in heart health 
education. One partnership between a CBO serving 
a Japanese community and their local hospital lever-
aged the expertise of a health care professional. The 
participant explained:

 The Japanese community had a bilingual nurse who 
works in hospitals here and he took the lead…to go 
over all the materials that [name of the primary leading 
organization] sent.

Another participant described partnering with 
volunteers:

Actually, we have quite a bit of volunteers. Okay? And 
we select the volunteers to do the different kinds of 
work and we select the people who have experiences, 
been a teacher before, and so they understand how 
to [work] with the audience, how to select the right 
topics and to control the conversations. So we trained 
these kind of volunteers to learn from different organ-
izations…diabetes organizations and Alzheimer’s, de-
mentia organizations, American Heart Associations.

DISCUSSION
This study examined the processes that facilitated 
the implementation of HEHA among CBOs serving 
older AAPIs. Our findings showed that implemen-
tation processes aligned with five domains of the 
CFIR construct: intervention characteristics, outer 
setting, inner setting, characteristics of individuals, 
and process. Among the five aligned domains, 
the inner setting domain emerged with the most 
constructs: structural characteristics, available re-
sources, culture, and leadership engagement. The 
intervention characteristics had three constructs: evi-
dence strength and quality, adaptability, and design 
quality and packaging. There was one construct that 
emerged for outer setting (i.e., cosmopolitanism), 
characteristics of individuals (i.e., other personal at-
tributes), and process (i.e., engaging).

Our findings revealed that the participant’s deci-
sion to implement HEHA was rooted in their percep-
tion of HEHA’s strength and how they envisioned 
HEHA elevating their organization’s mission. Once 
that decision was made, participants were willing 
to go above and beyond to adapt the intervention 
content to their seniors, even if that meant add-
itional training, resources, and partnerships. Thus, 
adaptability did not emerge as being key in the de-
cision to implement but rather as a next step once 
the decision was made. The constructs noted in 
our study differ from what is most commonly noted 
in the literature. Many studies on implementation 
have noted “relative advantage” as being a common 
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construct under the intervention characteristics’ do-
main for a variety of evidence-based interventions, 
including weight management programs, colorectal 
cancer programs, and Human Papillomavirus vac-
cination programs [16–18]. These studies also 
examined implementation in health care settings, 
where the setting already had an existing program. 
Therefore, practitioners in the community should 
first assess whether CBOs have existing programs 
that may compete with the new evidence-based 
intervention and, if not, provide data on the strength 
and quality of the new evidence-based intervention 
to help facilitate decision-making. Practitioners 
should remember that adaptations made to opti-
mize intervention delivery are just as critical as the 
content. Thus, they should allow sufficient time and 
resources for CBOs to execute the adaptation pro-
cess during implementation.

There were more constructs identified from 
CFIR’s inner setting domain than that of the outer 
setting. Although three inner setting constructs fo-
cused on organizational climate (structural charac-
teristics, available resources, and culture) and were 
noted as being critical, it is noteworthy to highlight 
leadership engagement in the implementation of 
evidence-based interventions as participants men-
tioned going beyond the role of directing and 
leading to also adopt operational roles. While the 
implementation of evidence-based interventions in 
health care settings is dependent on front line health 
care providers, medical assistants, and students 
[19,20], this was not the case for CBOs. Leaders of 
CBOs, such as chief executive officers and execu-
tive directors, were involved in multiple steps of 
the implementation process with some engaging 
with seniors directly and delivered the health edu-
cation classes. Other studies examining the imple-
mentation of evidence-based interventions in CBOs 
corroborated the importance of leadership engage-
ment as being predictive of implementation out-
come [9,21]. Additionally, the leaders whose values 
aligned with those of their CBOs were motivated 
to ensure the success of HEHA. Our findings show 
that these leaders were willing to go the extra mile 
to adapt the intervention content (culturally and lin-
guistically) and ensure that the delivery was carefully 
planned based on their seniors’ needs. While there 
was a large sentiment that a systematic approach 
was used to deliver HEHA, many noted lacking a 
concrete plan as leaders were deeply involved in 
the day-to-day implementation. Research on imple-
mentation science indicates that, within and across 
organizations, having a formal implementation plan 
can help organizations prospectively identify goals 
and strategies, the scope of change, and milestones 
to track [22]. Future studies may want to explore 
the use of an implementation plan with CBOs and 
whether that improves the implementation process 
and sustained changes with CBOs.

Only one construct was observed for both outer 
setting (i.e., cosmopolitanism) and process (i.e., 
engaging) domains. Although these two constructs 
(cosmopolitanism and engaging) belonged to two 
different domains, from the organizational perspec-
tive, they were highly interrelated. The participants 
discussed the importance of networking with other 
national organizations to draw attention to local 
needs, as well as partnering with local organizations 
and local volunteers to do the work. Engagement 
with these networks was critical to the success of 
their work as resources for human capacity and for 
covering other costs were often tight. Other studies 
corroborate this finding: CBOs report frequently 
partnering with governmental organizations to ad-
vocate for solutions that address issues occurring 
within the community; this partnership helps bring 
their community’s issues to the government’s agenda 
and provides the CBO with additional support and 
increased visibility of the CBO in the community) 
[23]. Research done in the private industry had 
similar findings, where collaborating with other pri-
vate industries provided access to external resources, 
and industries often aligned or mobilized existing 
internal resources with the external resources to ac-
complish greater work [24]. Rather than considering 
cosmopolitanism as the only outer setting construct, 
future studies may want to explore other constructs 
that impact implementation in CBOs.

Strengths and limitations
This study was one of the first to explore the imple-
mentation process of an evidence-based interven-
tion in CBOs using the CFIR framework. Another 
strength is the ability to understand the perspectives 
of leaders of CBOs who are focused on providing 
services to vulnerable populations. This study has 
several limitations. First, CBOs in the study may 
not be representative of other CBOs who did not 
partner with a national organization. Therefore, 
the implementation process may vary across CBOs 
with different kinds of partnerships. Additionally, al-
though we believe that we reached saturation, future 
studies should explore other constructs that did not 
emerge from CFIR, as well as constructs from other 
implementation frameworks. Finally, the CBOs that 
participated in HEHA served older AAPIs. CBOs 
who serve other populations may have organiza-
tional structures and processes that differ from those 
found to be successful in this study.

CONCLUSION
Cardiovascular disease is one of the leading causes of 
death for AAPIs aged 65 and older. Implementation 
of evidence-based interventions can help address 
cardiovascular disease. CBOs are critical settings for 
community health education. Our study highlights 
processes that facilitated the implementation of an 
evidence-based intervention in CBOs that serve 
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older AAPIs. Understanding these processes can 
help accelerate dissemination and implementation 
of best practices in CBOs and ultimately address car-
diovascular disease disparities among AAPIs
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