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Abstract

Residential treatment facilities (RTFs) are a first-line treatment option for juvenile justice-involved 

youth. However, RTFs rarely offer evidence-based interventions for youth with internalizing or 

externalizing mental health problems. Wolverine Human Services (WHS) is one of the first 

RTFs in the nation to implement cognitive-behavioral therapy (CBT) to enhance mental health 

care for their youth. This study outlines the preimplementation phase of a 5-year collaborative 

CBT implementation effort among WHS, the Beck Institute, and an implementation science 

research team. The preimplementation phase included a needs assessment across two sites of 

WHS to identify and prioritize barriers to CBT implementation. Of the 76 unique barriers, 

23 were prioritized as important and feasible to address. Implementation teams, consisting of 

clinician and staff champions and opinion leaders, worked across 8 months to deploy 10 strategies 

from a collaboratively designed blueprint. Upon reevaluation of the needs assessment domains, 

all prioritized barriers to CBT implementation were removed and WHS’s readiness for CBT 

implementation was enhanced. This study serves as a model of a preimplementation process that 

can be employed to enhance the potential for successful evidence-based practice implementation 

in youth RTFs.
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Residential treatment facilities (RTFs) are often a key step in the treatment and rehabilitation 

process for youth involved in the juvenile justice system. Despite a decline in the past 

decade, there are still nearly 2,000 RTFs in the United States that house around 50,000 

youth, many of whom are male (80%) and come from racial or ethnic minority backgrounds 

(60%; Hockengerry et al., 2016; Puzzanchera et al., 2018). Disproportionately high numbers 

of youth in RTFs struggle with mental health problems: approximately 80% of youth 

in RTFs meet criteria for at least one clinical diagnosis, including internalizing (i.e., 

major depressive disorder), externalizing (i.e., conduct disorder), or substance use disorders 

(Underwood & Washington, 2016). The prevalence of mental health disorders among youth 

in RTFs has also increased over time, suggesting the need for effective treatments to address 

mental health in this setting (Underwood & Washington, 2016).

Unfortunately, evidence is limited for the effectiveness of RTFs. In fact, youth who have 

been in an RTF have increased risk for both short-term (recidivism, school dropout) 

and long-term negative outcomes (low employment, poor health outcomes; Lambie & 

Randell, 2013; Tarolla et al., 2002). One key weakness of RTFs is poor evaluation and 

treatment of mental health disorders. For example, only 58% of RTFs evaluate youth mental 

health symptoms and even fewer (if any) provide evidence-based mental health treatments 

(Hockengerry et al., 2016). Although many RTFs report using evidence-based practices 

(EBPs) for mental health problems, it is unclear to what extent EBPs appropriately target the 

multiple presenting problems observed among youth and whether providers at these RTFs 

are using EBPs with fidelity.

Cognitive-behavioral therapy (CBT) is one EBP with robust effectiveness for treating a wide 

range of youth mental health disorders, including depression, anxiety, and posttraumatic 

stress disorder (Feeny et al., 2004; Peris et al., 2015; Zhou et al., 2015), that has been 

recommended for use in RTFs (James et al., 2017). CBT is a skills-based, short-term 

treatment that helps youth understand the connection among thoughts, emotion, and 

behavior (Beck, 2011). Despite the strong empirical support for CBT and its potential 

relevance for use in RTFs, implementation of CBT in these settings has been incredibly 

challenging. Key barriers to CBT implementation in RTFs include negative provider 

attitudes, misaligned organizational culture/climate, provider turnover, and insufficient 

resources (Ringle et al., 2015).

Implementation science, or the study of strategies and methods to enhance uptake of EBPs 

like CBT, has recently received increased attention given its promise of addressing the 

large gap between research and applied clinical practice (James, 2017). Although still 

a relatively new field, implementation science has already yielded helpful frameworks, 

strategies, and processes that can be applied in practice. For instance, implementation of 

a new EBP at an agency or organization typically involves several stages or phases of 

work. As just one example, Mendel and colleagues’ (2008) Framework for Dissemination 
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highlights a three-phase model: adoption (i.e., preimplementation), implementation, and 

sustainment. The Framework for Dissemination suggests that implementation efforts begin 

in the adoption phase, where key stakeholders (i.e., researchers, organizational leadership 

and staff) work together to evaluate an organization’s needs and preferences, select an 

EBP that would address these needs, and make the choice to adopt this EBP into practice. 

In the implementation phase, the focus is on integration of the EBP into practice at the 

organization, which is followed by ongoing support to ensure the EBP is institutionalized in 

the sustainment phase (Mendel et al., 2008).

The Framework for Dissemination is a relatively parsimonious delineation of both 

implementation phases and contextual factors that may influence the diffusion process. 

The Framework emphasizes the importance of an academic–community partnership, and 

it offers a clear approach to evaluation (Mendel et al., 2008). The Framework delineates 

six domains that are likely to influence EBP implementation: (a) organizational norms and 

attitudes, (b) structure and process, (c) resources, (d) policies and incentives, (e) networks 

and linkages, and (f) media and change agents. Specifically, social norms and attitudes refer 

to a set of beliefs, values, and common practices of an organization that may influence 

whether or not new practices are implemented (Mendel et al., 2008). Structure refers to the 

priorities, number of clinicians and staff, and the leadership structure of an organization (i.e., 

supervision of clinicians, management of the organization). Structure can also refer to the 

organization’s decision-making procedures (i.e., top down from administrators, bottom up 

from clinicians).

Process factors involve organizational procedures associated with providing care. These 

procedures may include steps for intake evaluation, clinical documentation, and guidelines 

regarding intervention. Organizational resources refer to the financial, social, human, and 

political assets that are required for the successful introduction of a new practice (Mendel 

et al., 2008). Policies and incentives refer explicitly to the rules in place in an organization, 

such as clinician requirements for productivity (i.e., how many clients he or she must see 

per day) and financial compensation (i.e., salary rates). Finally, social networks and flow 

of information within and between organizations also play a vital role in the successful 

implementation of new practices, as do external media influences and consultants (i.e., 

networks and linkages/media and change agents).

Although the field has made major advancements with regard to models like the 

Framework for Dissemination (Mendel et al., 2008), the majority of implementation studies 

focus solely on the implementation phase (and often report on barriers that prevented 

successful implementation). There are few published accounts of an organization’s full 

experience spanning the three phases of implementation. In particular, the adoption phase 

is often underreported and understudied despite its profound importance to the entire 

implementation effort. The adoption phase often sets the stage for successful, sustained 

implementation by evaluating the organizational context and deploying strategies to make 

changes and enhance readiness for new EBPs.
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Project Overview

Our research team has previously published a detailed example of implementation blueprint 

development in RTFs via a modified conjoint analysis (Lewis et al., 2018b). The 

current study extends this prior work by describing the totality of the preimplementation 

blueprint phase (i.e., adoption phase) of a comprehensive CBT implementation effort 

within an RTF, and will (a) provide an overview of the needs assessment process; (b) 

present outcomes of the needs assessment, such as readiness for CBT implementation 

and blueprints for the remaining work; (c) describe the development and deployment 

of collaborative implementation teams to guide the preimplementation process; and (d) 

evaluate change in CBT readiness at the end of the preimplementation phase following 

use of preimplementation strategies. The approach we present in this paper is similar to 

guidance offered in recent years regarding applying principles from intervention mapping 

(Colquhoun et al., 2017; Powell et al., 2017) to implementation strategy development (i.e., 

implementation mapping; Fernandez et al., 2019). The work presented in this paper was 

completed prior to these implementation mapping recommendations being articulated in 

the literature. We now present one of the few concrete examples of applying intervention 

development steps, such as identifying barriers, selecting intervention components, using 

theory, and engaging end users (Colquhoun et al., 2017) to facilitate CBT adoption.

Wolverine Human Services (WHS) is a youth RTF in Michigan offering services to youth 

in both secure (i.e., lockdown) and nonsecure facilities. Prior to CBT implementation, 

treatment as usual at WHS focused on behavior modification primarily operationalized by 

a points system that tended to focus on managing undesirable behaviors counter to its 

evidence base (Mohr et al., 2009), alongside the Therapeutic Crisis Intervention System 

that involves verbal, nonverbal, and physical restraint techniques to de-escalate youth in 

crisis (Residential Child Care Project, 2016). In 2012, WHS expanded to include female 

youth in their secure treatment facility and simultaneously reported an observed increase 

in youth with mental health problems, notably self-harming behaviors. In response, WHS 

administrators sought EBPs that would directly target the mental health needs of these youth 

that could be integrated within their existing services. WHS administrators investigated 

numerous potential EBPs (e.g., multisystemic therapy) on the Substance Abuse and Mental 

Health Services Administration (SAMHSA; 2012) National Registry of Evidence-Based 

Programs and Practices. In addition, their executive director and director of clinical training 

attended a series of workshops presented by the Beck Institute for Cognitive Behavior 

Therapy (a world-renowned CBT training center; www.beckinstitute.org). WHS leadership 

then collaborated with daily operations staff to engage in an internal needs assessment 

to identify gaps in care, leading to selection of CBT as the EBP for adoption by WHS. 

Upon selecting CBT, WHS initiated a contract with the Beck Institute to receive specialized 

training for their agency. The Beck Institute partnered with an implementation science team 

to facilitate CBT adaptation and scale-up.

WHS sought to implement CBT across all roles within their agency. Care provision at 

WHS incorporates a combination of therapy provided by master’s-level clinicians, as well as 

ongoing support and monitoring provided by operations staff, including youth care workers 

(YCWs; typically with high school or bachelor’s degrees), who maintain line of sight 24 
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hours a day, and safety and support teammates who are called in times of crisis. WHS 

leadership deemed CBT training for operations staff (and not just clinical staff) to be 

especially important for several key reasons: (a) to encourage the generalization of skills 

taught to teens in therapy sessions to daily life within the RTF, (b) to facilitate YCW 

coaching of teen CBT skill use in the moment, and (c) to create a common language and 

conceptualization for all staff working with the youth.

The need to train all staff presented a unique challenge for CBT implementation, as 

CBT content needed to be accessible, easily trained, and transdiagnostic in nature to 

accommodate the staff experience levels and the needs of the teen population. WHS 

formed a strategic partnership with the Beck Institute (the intermediary organization) 

and an implementation research team to facilitate CBT adaptation and implementation 

across 5 years (see Figure 1 for a timeline and overview of phases). This academic–

community partnership brought three complementary perspectives and skill sets together, 

with WHS providing insights on agency needs and culture, the Beck Institute providing CBT 

knowledge and sophisticated training infrastructure, and the implementation research team 

providing expertise in implementation science to facilitate CBT implementation, scale-up, 

and sustainment.

All three stakeholders worked together to develop a 5-year CBT implementation plan 

that focused heavily on maximizing the likelihood of CBT sustainment at the outset (see 

Figure 1). This plan outlined three distinct implementation phases (preimplementation [i.e., 

adoption], implementation, and sustainment) guided by the Framework for Dissemination 

in Healthcare Intervention Research (Mendel et al., 2008). The partnership prioritized 

focusing on evaluating WHS’s needs/CBT barriers during the preimplementation phase and 

identifying strategies to enhance WHS’s readiness for CBT prior to full implementation. A 

second, collaborative decision was made to focus on implementation of CBT across two 

types of WHS sites, one secure residential treatment site and one nonsecure site, to capture 

the diverse contexts where CBT would ultimately be implemented. WHS had the goal to use 

the two sites to develop an implementation blueprint that could be applied to facilitate CBT 

implementation at all WHS sites in the future.

In line with the Framework for Dissemination, the CBT implementation plan included 

one agency site visit for needs assessment, one visit for preimplementation, five visits for 

implementation focused on CBT training and evaluation, and two visits for sustainment 

across 5 years (see Figure 1). All site visits included representatives from the intermediary 

and research team working closely with agency leaders, clinicians, and staff.

Site Visit 1: WHS Needs Assessment

Strategies for CBT implementation were selected through a collaborative process involving 

WHS, the intermediary, and the research team. Representatives from the intermediary and 

research team engaged in needs assessment data collection both remotely and in person 

(i.e., including an initial 5-day site visit at WHS). The team used the mixed-methods needs 

assessment (i.e., both quantitative surveys and qualitative focus groups) to identify barriers 

and facilitators to CBT implementation across the two WHS sites.
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Data Collection Methods

The data collection for the needs assessment was guided by the six domains (i.e., 

norms and attitudes, structure and process, resources, policies and incentives, networks 

and linkages, media and change agents) in the Framework for Dissemination context of 

diffusion (Mendel, et al., 2008). Quantitative measures that mapped to the six domains were 

administered to WHS clinical (N = 21) and operations staff (N = 49). The set of measures 

included a demographics questionnaire, the CBT Knowledge Questionnaire (Latham et al., 

2003), the Evidence-Based Practice Attitude Scale (domain: norms and attitudes; Aarons, 

2004), the Attitudes Toward Standardized Assessment Scale (domain: norms and attitudes; 

Jensen-Doss & Hawley, 2010), the Organizational Culture Survey (domains: norms and 

attitudes, structure and process, networks and linkages; Glaser et al., 1987), the Survey of 

Organizational Functioning (domains: norms and attitudes, structure and process, networks 

and linkages; Broome et al., 2007), the Infrastructure Survey (domains: norms and attitudes, 

structure and process; Scott et al., 2014), and the Sociometric Opinion Leader Survey 

(domain: media and change agents; Valente & Pumpuang, 2007). See Table 1 for a full list 

of measures, subscales, and example items. All quantitative data were collected in person 

by the research team using paper surveys and a purposeful sampling approach in order to 

maximize variation in clinician and operation staff opinions (Palinkas et al., 2015).

Qualitative focus groups were also completed with WHS clinicians (N = 15) and operations 

staff (N = 38) during the initial site visit. Seven focus groups were completed lasting 

90 minutes each. Groups were homogeneous in role composition and included youth, 

YCWs, team managers, safety and support team members, and therapists to ensure comfort 

discussing difficult issues and remove any threat of power differentials. These focus groups 

were conducted by the research team and served to expand upon the quantitative survey 

data. The focus groups asked clinicians and operations staff to discuss prior implementation 

efforts, perceived effectiveness of implementation strategies, treatment as usual at WHS, 

knowledge and perceived fit of CBT with current practice, organizational culture and 

readiness to change, and impact of WHS infrastructure on new practice implementation.

Data Analysis

T tests were performed to compare scores of the residential treatment setting to established 

norms and national averages in the empirical literature to reveal barriers or facilitators to 

CBT implementation. Qualitative data served to expand on the quantitative data (the focus 

group coding dictionary aligned with the six domains of the context of diffusion; Mendel 

et al., 2008). Theory-guided and emergent theme coding was applied to uncover barriers 

and facilitators in the focus group data. Additional details about the qualitative coding and 

analysis procedure can be found in Lewis et al. (2018b).

Needs Assessment Results

Clinicians (N = 21) and operations staff (N = 49) who completed the quantitative surveys 

were 42.9 and 40.8% female, respectively. Clinicians and staff were 47.6 and 63.3% 

African American, respectively. Approximately 50.0% of clinicians and 18.4% of staff had 

bachelor’s degrees. The remaining 50% of clinicians had master’s degrees. Clinicians and 

staff had an average of approximately 6 years of experience working in RTFs (clinicians M 
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= 6.6, SD = 4.5; staff M = 6.4, SD = 4.3). The clinicians and operations staff who completed 

the surveys represented 30% of WHS employees at the time of the needs assessment.

Quantitative Results—Full results of the needs assessment quantitative surveys can be 

found in Table 2. The mixed-methods data analysis identified a total of 76 unique barriers 

to CBT implementation that mapped onto the Framework for Dissemination domains (Lewis 

et al., 2018b; Mendel et al., 2008), in addition to several facilitators. These barriers 

and facilitators were identified by comparing average WHS survey responses to national 

averages. A domain was considered a barrier if the WHS average was higher or lower 

than the national average, depending on how the individual measure was scored (see Table 

2). What follows is not an exhaustive list of these 76 barriers but is a brief overview of 

some of the key barriers prioritized during the adoption phase. For example, clinicians and 

operations staff at the two sites of WHS had higher attitudes toward EBPs than national 

averages on the Evidence-Based Practice Attitudes Scale (Aarons, 2004). However, both 

sites were lower than national averages on perceptions of teamwork, climate and morale, 

information flow, individual involvement in the organization, appropriate supervision, and 

effective meetings on the Organizational Culture Survey (Glaser et al., 1987). The two 

WHS sites also endorsed needs for additional training and guidance, with program and 

training needs higher than national averages. Clinicians and staff endorsed especially poor 

communication and cohesion in their organization, as well as high rates of burnout and low 

job satisfaction on the Survey of Organizational Functioning (Broome et al., 2007).

Quantitative Results: Clinicians Versus Operations Staff—There were also 

significant differences in the Framework for Dissemination domains across provider types 

(i.e., clinicians vs. operations staff). Clinicians had more knowledge of CBT than YCWs 

on the CBT Knowledge Questionnaire (30.8% correct vs. 22.4% correct, respectively). 

However, clinicians had more negative views of teamwork within their organization on the 

Organizational Culture Survey (clinicians M = 2.33, SD = 0.78; YCWs M = 2.92, SD = 

0.90, p = .02), as well as with respect to training satisfaction on the Survey of Organizational 

Functioning (clinicians M = 24.6, SD = 7.82; YCWs M = 30.4, SD = 8.80, p = .007). They 

also endorsed higher stress levels than YCWs (clinicians M = 38.6, SD = 5.68; YCWs M 
= 33.2, SD = 7.85, p = .007), higher burnout (clinicians M = 31.8, SD = 6.61; YCWs M = 

25.3, SD = 8.99, p = .012), and more negative views of director leadership (clinicians M = 

28.4, SD = 9.53; YCWs M = 32.9, SD = 8.30, p = .025) and office availability (clinicians 

M = 26.4, SD = 8.39; YCWs M = 31.2, SD = 7.27, p < .011). YCWs reported lower 

self-efficacy than clinicians (clinicians M = 37.0, SD = 4.43; YCWs M = 33.1, SD = 6.21, 

p = .015) and more negative views of electronic communication (clinicians M = 34.2, SD = 

6.55; YCWs M = 20.7, SD = 7.97, p = .000) on the Survey of Organizational Functioning.

Qualitative Results—Quantitative survey outcomes highlighting barriers to CBT 

implementation were expanded upon by similar themes in the qualitative focus groups. 

The most frequently endorsed theme was lack of training in EBPs, followed by poor 

communication, low morale among staff, lack of teamwork, low incentives, and lack of 

understanding of youth’s clinical presentations. Regarding lack of training, one clinician 

noted that:
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“I’ve heard a lot of them [staff] talk about if we only had more training, now I don’t 

know what they mean by that word. Um, and maybe because were only as good as 

our staff that are in the unit right now, so I don’t know maybe if there was more like 

training not as in like the organization of the unit, and when is paperwork due, and 

when are home visits, just actually like what can we do for these kids.”

Clinicians and YCWs also expressed concerns about communication and teamwork at 

both sites, noting that “I think a big problem with Wolverine [WHS] as a whole 

is communication.” Another long-term staff member expressed concerns about being 

uninformed of new treatment practices:

“I’ve been here 10 years. I’ve been covering everything and then something 

becomes new and I’m like, ‘no [one] said anything to me’ Yeah we’re supposed to 

be doing it for 3 weeks and I’m like, ‘no one told me. No one explained what this 

was, this form we need to use.’”

Site Visit 2: Blueprint Creation and Implementation Team Formation

After the mixed-method needs assessment data were collected and analyzed by the research 

team, a second, 5-day site visit was scheduled with all stakeholders to present the data, 

develop a blueprint for CBT implementation, and form implementation teams. The 76 

barriers identified in the needs assessment were presented to WHS leadership, who then 

worked with all stakeholders to prioritize barriers as high/low importance and high/low 

feasibility to address using a modified conjoint analysis approach. Full results of the conjoint 

analysis and blueprint development are published elsewhere (Lewis et al., 2018b). In brief, 

the 76 barriers were written on note cards and WHS leadership were asked to place these 

note cards into one of four boxes: high feasibility/high importance, high feasibility/low 

importance, low feasibility/high importance, or low feasibility/low importance. This method 

resulted in the prioritization of 23 barriers that were rated as both highly feasible and 

highly important to address. These barriers were matched with strategies drawn from a 

compilation generated by Powell et al. (2015) and with input from the administrators, the 

intermediary, and implementation research team members. The resulting list of strategies 

was then prioritized according to feasibility, the degree to which its use would directly 

influence fidelity to CBT during implementation (0 = not at all to 3 = to a great extent; 
Wensing et al., 2011), and when and how often the strategy needed to occur. This led to 

the prioritization of 14 strategies for adoption/preimplementation, 19 for implementation, 

and 12 for sustainment that served as a blueprint to guide implementation activities across 

the next 4.5 years. Unearthing and naming these many barriers, separating the work 

into phases, and delineating key activities within each phase was critical to help WHS 

leadership understand why it was not advisable to move right into CBT training, which was 

their preference at the start of the partnership. The blueprints articulated and justified the 

important work of the preimplementation phase that is often overlooked.

A key strategy selected for use in the preimplementation/adoption phase was the formation 

of implementation teams across the two WHS sites consisting of champions (i.e., individuals 

who dedicate themselves to implementing a new practice; Damschroder et al., 2009), 

opinion leaders (i.e., individuals within the organization who have influence and can create 
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change; Valente & Pumpuang, 2007), and a mix of clinical and operations staff who 

otherwise had little contact and overlap. Developing implementation teams was selected 

as a strategy given their potential to address barriers and facilitate successful implementation 

through their social influence within an organization (Higgins et al., 2012; Powell et al., 

2012, 2015). Results from the Attitudes Toward Standardized Assessment Scale (Jensen-

Doss & Hawley, 2010) and Sociometric Opinion Leader Survey (Valente & Pumpuang, 

2007) administered during the needs assessment drove identification of influential clinicians 

and operations staff (i.e., opinion leaders) at each of the WHS sites. These champions 

and opinion leaders were invited to form two implementation teams (one for each site) 

that, along with the intermediary and research team representatives, would be charged with 

facilitating readiness for CBT implementation in this initial phase of work.

Each implementation team consisted of approximately 10–15 members, with roughly equal 

representation among clinical and operations staff, although it remained challenging to 

have continual representation from YCWs given issues with staffing and turnover. The 

implementation teams met for the first time during the second site visit and were presented 

with the goal to oversee deployment of preimplementation phase strategies from the 

blueprint and serve as on-site experts for both implementation and CBT. The teams worked 

collaboratively at the first meeting to assign roles to members, including a chair, secretary, 

program evaluator (i.e., someone to collect data on the effectiveness of strategies to address 

barriers), incentives officer (i.e., someone to identify possible incentives for staff), and 

communication officer (i.e., individual responsible for communicating with broader staff at 

each site; Lewis et al., 2018b). The implementation team went on to serve several functions, 

including leading the social exchange with the sites, increasing buy-in for CBT, and problem 

solving to enhance sustainability. Both clinical and operations staff reported appreciation 

of the request for their involvement, as they shared sentiments that typically they were 

recipients and not agents of change. Despite their willingness to take on this role, they were 

concerned about their ability to contribute significant time given their overwhelming number 

of responsibilities.

Implementation teams at both the secure and nonsecure sites decided to create names for 

their teams to share with their colleagues—the Transformers and Motivators, respectively

—and they began meeting biweekly throughout the preimplementation phase (across 8 

months). Representatives from the Beck Institute and research team presented needs 

assessment findings to both teams during the first onsite meeting, explicitly highlighting 

barriers to CBT implementation and differences in the needs among clinicians and YCWs. 

To complement the blueprints and create more ownership to the process, both teams 

agreed to focus initially on the most frequently endorsed barriers of low morale, poor 

communication, and need for additional training. The teams also brainstormed concrete 

strategies to address these barriers that would be tailored to the different needs of both 

clinicians and YCWs illuminated by the needs assessment.

Preimplementation Strategy Deployment

To address barriers to CBT implementation, the implementation teams focused on 

deploying the 14 strategies from the preimplementation blueprint. The blueprint used 
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Powell and colleagues’ (2015) strategy categories and included developing stakeholder 

interrelationships (n = 5 strategies), training and educating stakeholders (n = 3), supporting 

clinicians (n = 1), adapting and tailoring to context (n = 1), changing infrastructure (n = 1), 

evaluative and iterative strategies (n = 1), and finance strategies (n = 2). Strategy deployment 

was supported by both the intermediary and research team.

For developing stakeholder relationships, the intermediary and research team worked with 

the implementation teams to review the team composition, confirm their meeting cadence, 

clarify their roles, and set their focus on carrying out the blueprint strategies. They 

engaged in consensus discussions focused on how to recruit and train for leadership to 

improve support, including identifying managers who would be responsible for training and 

modeling CBT skills to other staff. They also worked to improve communication about 

CBT and the implementation process among all stakeholders by developing a glossary of 

CBT and implementation terms. Although structured referral sheets were initially on the 

blueprint for this phase, they were deprioritized in favor of using a warm handoff format for 

identifying youth who would benefit from specific CBT skills.

For training and educating strategies, the intermediary and research team worked with 

WHS clinical and operations staff to ensure that training approaches deployed in the 

implementation phase fit their preferences. This led to prioritization of training approaches, 

such as games, live “on the unit” demonstrations with staff role-playing youth, and having 

each staff role-lead trainings. Given the dearth of mental health knowledge among YCWs in 

particular, brief staff- and youth-friendly psychoeducational materials were co-created and 

distributed across the sites and supplemented with educational meetings.

To address clinicians’ specific concerns about teamwork, clinical teams were restructured 

to ensure that clinicians and operations staff, including YCWs and safety and support team 

members had a seat at the table. The implementation teams acknowledged that clinical care 

plans would be better informed and enacted if staff who had daily contact with the youth 

participated in regular clinical team meetings. For adapting and tailoring to the context, 

the implementation team began work on adapting CBT to be a component-based approach 

that would also inform changes to their point system. To change infrastructure, the teams 

modified their clinical documentation templates, including changes to their progress notes to 

evoke CBT language (e.g., including a place to write the agenda, homework).

For evaluative and iterative strategies, the implementation team prepared WHS for an 

agencywide implementation of clinical progress monitoring—that is, WHS deemed it 

critical to begin assessing youth mental health symptoms prior to CBT implementation 

so that they could evaluate whether and how CBT may lead to improvements in youth 

problems. Finally, for finance strategies, the implementation teams developed creative 

ideas to enhance staff morale due to high levels of burnout and stress specifically among 

clinicians. These ideas included modifying incentives for staff-of-the-month rewards and 

luncheons, extra vacation days, and food and coffee awards for the safest/cleanest units, and 

for effective use of CBT. These efforts were supported by team members working directly 

with leadership at WHS to identify sources of funding to incentivize staff. Ultimately, they 

prioritized the need to incentivize staff to gain competency with CBT and associate CBT 
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competency with opportunities for promotion that were deployed in the implementation and 

sustainment phases.

Importantly, the initial deployment of these preimplementation strategies was not without 

challenges. The biggest challenge faced in this phase was the ability to continually staff 

the implementation teams with YCWs. There was high turnover among YCWs at WHS (as 

much as 50% per year) and a high demand on YCW time to maintain a direct “line of 

sight” on all youth across both day and night shifts. As a result, the implementation teams 

struggled to have consistent attendance by the same YCWs across the preimplementation 

phase. To address this challenge, we worked with the implementation teams to quickly 

recruit new YCW members when openings occurred on the team, schedule team meetings 

around shift changes to facilitate attendance and cross-shift communication, and work with 

leadership to incorporate implementation team participation into YCW’s job expectations.

Site Visit 3: WHS Reassessment

Following 8 months of implementation team strategy deployment across WHS sites, the 

intermediary and research team returned to WHS for a 5-day reassessment site visit. The 

goal of the assessment was to reevaluate the barriers identified during the initial needs 

assessment to determine readiness for CBT implementation.

Data Collection Methods

The reassessment process included administration of all quantitative measures from the 

initial needs assessment (see Site Visit 1 data collection methods). The team targeted 50 

clinical and operations staff and used the same approach to purposeful sampling (i.e., 

seeking extreme variation). A total of 46 participants completed the reassessment measures. 

As anticipated, some of the participants were represented in the original needs assessment 

sample (n = 16), while others were new staff or existing staff who had not previously 

participated in the assessment.

Data Analysis

The goal of these analyses was to evaluate changes in the contextual factors of 

the Framework for Dissemination following 8 months of preimplementation strategy 

deployment to ascertain the impact of the implementation teams’ efforts. Independent 

samples t tests were again performed for each of the assessment measures, this time to 

compare mean scores from the original needs assessment to the reassessment scores.

Reassessment Results

Independent analyses revealed statistically significant improvements on 24 barriers that map 

onto the Framework for Dissemination. Numerous domains within norms and attitudes 

improved, especially with respect to perceptions of the organizational climate and mission; 

pressures for change; focus on outcomes; and staff self-efficacy, ability to change, 

influence, morale, growth, adaptability, cohesion, autonomy, peer collaboration, collective 

responsibility, job satisfaction, and training satisfaction. Structure and process domains also 

improved, including office availability, electronic communications, deprivatized practice, 
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training exposure, and training utilization at both the individual and program level. 

Improvements also occurred in networks and linkages, with enhanced communication 

among staff, including better reflective dialogue and counselor socialization (see Table 2 

for full results). We generated a slide show and brought both implementation teams together 

for data review and sharing. During this 90-minute meeting, we presented graphs depicting 

scores over time, separated by site, and shared the effect sizes associated with observed 

change. We asked the implementation team members to reflect on their experience and share 

examples of how each factor was currently manifesting in their site—that is, we invited 

their anecdotal evidence as a validity check on the quantitative survey findings and found 

this exercise to be incredibly powerful for the “owners” of the implementation process and 

encouraging given the promising nature of the results.

Discussion

This study offered a detailed account of the preimplementation phase of a comprehensive 

CBT implementation effort in a youth RTF, including the description of preimplementation 

strategies from a collaboratively developed, multiphase implementation blueprint (Lewis 

et al., 2018b). The goal of this paper is to highlight the process and outcomes of 

conducting a needs assessment with WHS, describe the formation and activities completed 

by implementation teams, and provide details about the time and strategies needed to 

produce change in key barriers to CBT implementation. Seventy-six unique barriers were 

identified and 23 were prioritized through the needs assessment and tailoring process. 

Overall, preimplementation strategies in the first year resulted in the effective removal of 

all prioritized barriers driven by implementation teams, including WHS, intermediary, and 

research team representatives.

Although this work was completed prior to studies identifying implementation mapping as a 

core approach for evaluating needs and developing strategies to address these needs prior to 

an implementation effort (Fernandez et al., 2019), this study is among the first to document 

the process of collaborative prioritization, selection, and deployment of preimplementation 

strategies by an agency, intermediary, and research team. This collaborative process is 

emphasized in the literature (Blase et al., 2010; Hurlburt et al., 2014) and was critical to 

facilitating on-site ownership of the implementation effort at each of the WHS sites. WHS 

leadership, clinical, and operations staff made key decisions about CBT implementation 

while receiving expert input on CBT fidelity from the Beck Institute and applying the best 

tools from implementation science with guidance from the implementation research team.

The preimplementation phase also involved strategic deployment of implementation teams 

at each site that met biweekly across 8 months to target the most frequently endorsed and 

prioritized barriers, including communication and morale (Higgins et al., 2012). Although 

the extant literature has highlighted the crucial role of implementation teams and teamwork 

in promoting uptake of new practices, most highlight only broad guidelines for how to 

leverage these teams to promote change in barriers (Fixsen et al., 2009; Proctor et al., 2013; 

Saldana & Chamberlain, 2012). Implementation teams in this study received specific data 

regarding barriers to CBT implementation and made collaborative decisions about how to 

address these barriers both clinically with youth (with guidance from the intermediary) and 
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organizationally with leaders and staff (with guidance from the research team). They worked 

together to deploy 14 strategies to develop stakeholder interrelationships, train and educate 

stakeholders, support clinicians, adapt and tailor CBT to the context, change infrastructure, 

and use evaluative and financial strategies to assess and incentivize CBT use (Powell et al., 

2015).

Although this implementation team process led to successful improvement in key barriers, 

the teams faced a number of challenges along the way. For instance, high turnover at 

WHS resulted in frequent changes to implementation team membership, particularly among 

operations staff, which sometimes resulted in the loss of key opinion leaders who could 

influence others. As another example, although the rationale for each implementation 

strategy was front and center in the work, the implementation team members, and especially 

agency leadership, expressed a sense of urgency to move CBT implementation forward. 

Although they could see improvements in communication, for example, they expressed a 

strong desire for new clinical skills to deal with their complex youth and their patience for 

this preimplementation phase work was often challenged. Moreover, despite the early signs 

of a positive change in culture toward building skill among youth and staff, there remained 

many WHS operations staff who felt strongly that the youth must be “held accountable” for 

his or her negative behaviors, and used the existing point system as a punishment system, 

highlighting the importance of ongoing work to shift WHS culture through changes in larger 

systems.

Overall, the preimplementation strategies deployed at WHS were successful in enhancing 

readiness for CBT and providing WHS with the “green light” to move forward in their 

implementation effort. The process of preimplementation was quite involved, with a full 

year of collaborative decision making and strategy deployment needed to prepare WHS for 

CBT. Although this effort was guided by the Framework for Dissemination (Mendel et al., 

2008) and employed empirically supported implementation strategies (Powell et al., 2012), 

key decisions had to be made about how many barriers to prioritize, as well as selection and 

tailoring of implementation strategies that would maximize WHS’s investment in CBT. The 

collaborative process facilitated choices made in this study—however, additional research 

is needed to identify (a) the number of barriers that can be feasibly addressed; (b) how to 

best prioritize barriers (e.g., based on feasibility or other parameters, such as criticality); and 

(c) the core mechanisms of action of implementation strategies, which could guide other 

implementation efforts in the matching of optimal strategies to identified barriers (Lewis et 

al., 2018a).

Additionally, more work is needed to identify the needed change for achieving the “green 

light” to move forward in an implementation effort, especially when barriers do not 

improve after strategy deployment. Fortunately, WHS’s decision to move forward with CBT 

implementation occurred after successful barrier improvement. However, more strategies 

and more time spent in preimplementation may have been needed had the initial strategies 

been unsuccessful. It is difficult to say whether implementation teams would have retained 

motivation and buy-in had the quantitative data not confirmed their qualitative experience 

of change. As noted above, maintaining stakeholder commitment in the preimplementation 
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work can be challenging given the amount of potentially unanticipated work and time 

needed prior to training/implementing a new program like CBT.

Several limitations of this preimplementation effort should also be noted. First, the results 

highlighted above are unique to WHS, and the barriers to CBT implementation are specific 

to the sites explored in this study. These results may not be generalizable to the broader 

sample of RTFs, but we hope that the process and results presented in this paper may serve 

as a guide to others engaging in preimplementation strategies in other settings. Second, 

turnover within the organization resulted in different staff samples completing the original 

needs assessment and follow-up reassessment. As a result, we cannot directly attribute 

change in barriers to specific strategies put into action by the implementation teams. 

Moreover, we were unable to collect data on nonparticipating sites or design a study that 

would include a control condition to provide confidence that the successes observed here are 

a direct result of the blueprint activities.

Conclusions

This study aimed to provide an exemplar road map of the collaborative process of 

identifying barriers to implementation and the deployment of preimplementation strategies 

in preparation for sustained CBT implementation within a youth RTF. Results highlighted 

the process by which a needs assessment and implementation teams were used to improve 

key barriers to implementation and enhance WHS’s readiness for CBT. Results also noted 

the challenges of this approach, including the numerous barriers identified and difficulties 

with implementation team turnover. The process highlighted in this study serves as an 

example for how a collaborative preimplementation phase can be undertaken to enhance the 

potential for sustained implementation of EBPs in youth mental health settings.
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Highlights

• Preimplementation phases can enhance evidence-based practice 

implementation

• Many barriers to CBT were identified in a youth residential treatment facility

• CBT expert, researcher, and staff collaboration was crucial for 

preimplementation

• Use of implementation strategies led to improvement in all identified CBT 

barriers
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Figure 1. 
Phases of diffusion and timeline of site visits and assessment time points.

Note. V = visit.
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Table 1

List of Measures Administered to Clinicians and Staff at Needs Assessment and Reassessment

Measure Items Subscales Example item

Evidence-Based Practice Attitude 
Scale (Aarons, 2004)

15 Appeal
Requirements
Openness
Divergence

“I like to use new types of therapy/interventions to help my 
clients.”

Organizational Culture Survey 
(Glaser et al., 1987)

31 Teamwork
Morale
Supervision
Involvement
Information
Flow Meetings

“Top management and supervisors do not listen to or value the 
ideas and opinions of their employees.”

Survey of Organizational 
Functioning (Simpson & Dansereau, 
2007)

162 Needs/Pressure
Resources Staff
Attributes
Organizational
Climate Job
Attitudes
Workplace
Practices
Training
Exposure and Utilization

“The staff here always work together as a team.”

Infrastructure Survey (Scott et 
al.,2014)

30 Facilitative
Staff Role
Flexibility
Adaptability
Compatibility

“The team format at the agency/clinic I work at reflects the 
key elements and is compatible with the empirically based 
treatment(s) I provide.”
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Table 2

Needs Assessment, National Averages, and Re-assessment Comparisons of Framework for Dissemination 

Domains

Domain Needs Assessment 
M(SD)

National 
Average

Barrier (B) or 
Facilitator (F)

Reassessment M(SD) Independent 
Sample t values

Evidence-Based Practice Attitudes Scale

(Range 0–4, high score = positive attitudes)

2.59 (0.67) 2.3 F 2.47 (0.53) 0.75

Organizational Culture Survey

(Range 0 –5, high score = positive culture)

Teamwork 2.78 (0.90) 3.09 B 3.03 (0.77) −1.30

Climate 2.60 (1.1) 3.01 B 3.08 (0.86) −2.09*

Information Flow 2.65 (0.96) 2.93 B 3.03 (0.81) −1.85

Involvement 2.68 (1.1) 2.81 B 2.83 (1.1) −0.60

Supervision 2.90 (1.1) 3.68 B 3.20 (0.86) −1.25

Meetings 2.68 (1.1) 3.27 B 3.14 (1.0) −1.90

Survey of Organizational Functioning

(Range 10–50, high score = positive views of organizational functioning, except for Needs/Pressure, Organizational Climate Stress, and Job 
Attitudes Burnout, where high score = negative views of organizational functioning)

Needs/Pressure

Program Needs 37.7 (7.5) 32.1 B 37.3 (7.6) 0.21

Training Needs 36.7 (7.6) 30.5 B 36.9 (8.4) −0.13

Pressures for Change 34.1 (5.6) 30.8 B 38.9 (8.1) −2.81**

Resources

Offices 30.1 (8.8) 32.6 B 37.9 (6.8) −4.19***

Staffing 26.3 (6.9) 30.9 B 26.9 (7.3) −0.35

Training 28.9 (8.6) 34.2 B 33.4 (9.1) −2.23*

Computer Access 26.6 (4.9) 28.5 B 29.7 (6.4) −2.40*

Electronic 
Communications

24.6 (10.6) 25.1 B 32.2 (12.9) −2.82**

Staff Attributes

Growth 28.3 (6.9) 35.1 B 33.7 (8.0) −3.17**

Efficacy 34.5 (5.4) 39.8 B 39.3 (5.6) −3.83***

Influence 33.7 (5.7) 35.5 B 36.9 (6.1) −2.39*

Adaptability 36.1 (4.8) 38.0 B 39.1 (5.5) −2.58*

Organizational Climate

Mission 29.8 (6.2) 35.0 B 32.4 (7.7) −1.68

Cohesion 28.2 (7.8) 33.9 B 32.6 (8.1) −2.41*

Autonomy 30.2 (5.0) 34.8 B 32.9 (5.7) −2.19*

Communication 27.4 (7.4) 32.0 B 32.3 (7.5) −2.84**

Stress 36.1 (5.9) 33.0 B 34.8 (6.2) 1.00
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Domain Needs Assessment 
M(SD)

National 
Average

Barrier (B) or 
Facilitator (F)

Reassessment M(SD) Independent 
Sample t values

Change 29.4 (5.3) 33.0 B 34.4 (5.2) −4.12***

Job Attitudes

Burnout 28.6 (7.4) 23.9 B 25.8 (7.0) 1.66

Satisfaction 32.2 (8.5) 40.3 B 36.3 (5.7) −2.37*

Director Leadership 31.7 (10.4) 37.9 B 35.9 (8.2) −1.88

Workplace Practices

Peer Collaboration 29.2 (6.4) 38.2 B 33.5 (7.2) −2.76**

De-Privatized Practice 26.6 (8.6) - - 36.1 (13.3) −3.41**

Collective Responsibility 30.6 (7.0) - - 38.2 (7.4) −4.52***

Focus on Outcomes 29.8 (7.6) - - 37.0 (8.6) −3.88***

Reflective Dialogue 30.6 (6.8) - - 36.5 (9.0) −3.28**

Counselor Socialization 30.3 (8.6) - - 35.8 (9.9) −2.60*

Training Exposure and Utilization

Training Satisfaction 28.5 (9.5) - - 38.7 (11.2) −4.30***

Training Exposure 20.7 (11.5) 36.9 B 34.2 (13.4) −4.74***

Training Utilization – 
Individual Level

27.9 (8.5) - - 38.0 (12.0) −4.01***

Training Utilization – 
Program Level

25.9 (10.1) - - 35.3 (12.3) −3.62**

Infrastructure Survey

(Range 1–5, higher score = better adaptation to new interventions)

Facilitative Staff Role 3.28 (0.63) - - 3.43 (0.56) −1.09

Flexibility 3.13 (0.54) - - 3.21 (0.47) −0.67

Adaptability 3.48 (0.63) - - 3.53 (0.43) −0.39

Compatibility 3.03 (0.69) - - 3.26 (0.64) −1.46

Note.

*
p<0.05,

**
p<0.01,

***
p<0.001
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