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Background: Facilitation is a key component of JBI's approach to evidence implementation along with context
analysis and evaluation of process and outcomes. Although the role of facilitation is recognized as a critical
component of evidence implementation, what constitutes effective facilitation is poorly understood.

Aim: This article presents a descriptive exploration of facilitation as it occurs in evidence implementation initiatives
conducted in various healthcare and geographical contexts. All projects used the JBI approach to evidence
implementation.

Methods: To provide a multinational perspective on how facilitation was operationalized to promote positive
changes in clinical practice and health outcomes, five case studies of evidence implementation projects are
presented.

Results: The cases highlighted that facilitation is a multifaceted process that can be met through a variety of roles
that address aspects of education and capacity building, partnerships, action planning, problem solving and
evaluation. Facilitation in all cases appeared to be collaborative, with multiple `players' within and outside of the
health organization being involved in the process. Although there are similarities in activities, facilitation involved
some level of local contextualization where there were unique or additional activities performed to accommodate
the local needs and requirements of the health organization involved in each case. Numerous contextual factors
influenced the success of the implementation initiative.

Conclusion: The cases emphasized the complex nature of facilitation as a strategy for evidence implementation,
indicating that contextual attributes and features define the range of knowledge, skills, and activities that should
take place in order for facilitation to be effective. Although there appears to be some core components, tailoring and
adaptation of the facilitation process (or roles) is required.
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METHODOLOGY
What is known about the topic?
� Implementation of evidence into clinical practice requires

facilitation to support changes in healthcare processes and
outcomes.

� Facilitation is a multifaceted process that can be met through a
variety of roles that include core aspects, such as education and
capacity building, communication, collaboration and relationship
building and project management.

� A combination of external (by individuals outside of the healthcare
institution)andinternal (by individualswithinthehealthcare institution)
facilitation activities enable a successful implementation of evidence
JBI
 E
into clinical practice.

What does this article add?
� Facilitation varies by practice context and tailoring the facilitation

approach to the contextual attributes and features of the
healthcare setting can support sustainable practice improvements.

� The degree of facilitation including the range of activities that
must be performed and the mix of individuals' knowledge and
skills is related to resource access, information needs, leadership
engagement, and work structure of the unit/ward or health
institution where the evidence implementation occurs.

� Determining which activities and roles (or which combinations) are
required in a particular healthcare setting or situation is key to the

effectiveness of facilitation as a strategy for implementation.
Background and objectives

J BI defines evidence implementation as a `purposeful
and enabling set of activities designed to engage

key stakeholders with research evidence to inform deci-
sion-making and generate sustained improvement in the
quality of healthcare delivery'.1 Integral to JBI's approach
to evidence implementation are three pillars: context
analysis, facilitation of change and evaluation of process
and outcomes.1 Implementation researchers agree that a
certaindegreeof facilitation isneeded tosupport changes
in clinical practice and improve health outcomes. Facilita-
tion has been described as `a technique by which one
personmakes things easier for others'.2, Facilitation is also
viewed as both an individual role and a process that
includes project management, communication, relation-
ship building and strong leadership.3,4 Although the role
of facilitation is recognized as a critical component of
evidence implementation, what constitutes effective fa-
cilitation is poorly understood.

JBI (based in Adelaide, Australia) and its collaborating
entities from around the globe offer education and
training on evidence implementation, known as the
Evidence Implementation Training Program (EITP) (for-
merly known as the Clinical Fellowship Program). The
program integrates the technical and practical aspects
of evidence implementation, builds capacity in evi-
dence-based healthcare and quality improvement,
and provides support to healthcare professionals to
become leaders in clinical practice behavior changes.5

In the 6-month program, participants, mainly clinicians,
undertake an evidence implementation project to
improve quality in their clinical setting. Every participant
is assigned a facilitator, performs facilitation activities,
vidence Implementation © 2022 JBI. Unauthorized reproduction
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and/or engages with other facilitators (other than the
assigned facilitator) to initiate changes in clinical prac-
tice at their healthcare institution.

This article presents five cases of evidence imple-
mentation initiatives undertaken in various clinical
contexts and in different geographical areas. The aim
is to add to the evidence base on facilitation by
describing facilitator roles and the activities performed
to promote changes in clinical practice, and determin-
ing similarities and differences in cross-case compar-
isons. Five groups of JBI EITP trainers from the JBI
Collaboration (Australia, USA, Kenya, Brazil and Spain)
share their experiences of facilitation and provide a
multinational perspective on how facilitation was oper-
ationalized to promote positive changes in clinical
practice and health outcomes. These groups represent
trainers who have held the most number of EITPs, and
therefore, were experienced trainees in the field of
evidence implementation. The selection of cases was
purposive, and aimed for maximum variation in terms
of geographic region, area of clinical practice (i.e. acute
versus non-acute), clinical specialty (e.g. surgical, men-
tal health, maternal health, etc.) and country income
classification (i.e. high-income, middle-income and
low-income countries). This offered the advantage of
allowing comparisons to be made across several cases.
Table 1 provides a summary of the cases.

Case study 1: improving delirium practices in a
large tertiary hospital: an Australian
perspective
In Australia, delirium has been identified by the Austra-
lian Commission on Safety and Quality in Healthcare
(ACSQHC) as a high priority area for quality improve-
ment. 7 The ACSQHC released the Delirium Clinical Care
Standard to ensure that patients at risk of delirium
receive preventative strategies, and those with delirium
receive the best possible treatment.6 In 2018, one of the
largest tertiary hospitals in New South Wales recorded
299 episodes of hospital-acquired delirium; this delirium
rate was higher compared with their peer hospitals. As a
result, and in recognition of the Delirium Clinical Care
Standard,6 the hospital launched a hospital-wide quality
improvement initiative to facilitate the implementation
of best practice in delirium care and optimize hospital-
ized patient outcomes.7

At the commencement of the project, a call for
expressions of interest were sought from registered
nurses in the hospital who were interested in acting
as a change agent for each participating unit or ward.
These nurses had to have a strong interest in delirium
care and possess leadership skills and undergo the JBI
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Table 1. Summary of cases

Country/
geographic
region

Income clas-
sification

Area of
clinical
practice

Clinical
specialty

Clinical top-
ic

Setting Key implementation outcomes

Case 1 Australia/
Asia
Pacific

High Acute Mental
health

Delirium pre-
vention
and man-
agement

Emergency department,
a specialty medical
unit (constituting
specialties including
oncology, immunol-
ogy, infectious dis-
eases and other
general medical spe-
cialties), haematol-
ogy and bone
marrow transplant,
palliative care, heart
and lung stream crit-
ical care wards, reha-
bilitation, mental
health emergency
services and an
acute aged care
ward in a tertiary
hospital in a metro-
politan area

12.3% decrease in the rate of
hospital-acquired delirium
(HAD) at postimplementation
(8.1 occasions per 1000
separations at pre-implemen-
tation compared with 7.1
postimplementation)

Case 2 United
States/
North
America

High Nonacute Mental
health

Workplace
violence
and ag-
gressive
behavior

Acute care psychiatric
inpatient units with-
in an academic med-
ical center in a
metropolitan area

96% of staff in the participating
units received relevant educa-
tion on workplace violence
and aggression

Staff de-escalated patients in
83% of the episodes
postimplementation

9.1% decrease in the rate of
violence across all four inpa-
tient behavior health units

Case 3 Kenya/Africa Low Nonacute Infection
con-
trol

COVID-19 in-
fection
control

Health facilities provid-
ing maternal and
child health services
(family planning
clinics, antenatal
clinics, care during
childbirth/labour,
postnatal care as
well as child immu-
nization clinics) in
urban and rural
areas

90% of healthcare workers
showed competency in don-
ning, use and doffing of per-
sonal protective equipment

Structures such as separate areas
for triage, assessment and
management and a hand-
washing station were put in
place as a result of the project

96% compliance to standardized
infection prevention and con-
trol precautions

Case 4 Brazil/South
America

Middle Acute Vascular Peripherally
inserted
central
catheter
(PICC)
insertion

Emergency department,
ICU and other inpa-
tient units in a ter-
tiary hospital

96% of the nursing team across
units and wards in the hospi-
tal received education on
proper PICC insertion

Good-to-excellent compliance
with best practice recommen-
dations on PICC insertion,
maintenance, and removal

Case 5 Spain/
Europe

High Acute Surgical Post-opera-
tive pain
manage-
ment

Trauma unit of a hospi-
tal in an urban area

Development and implementa-
tion of a validated pain as-
sessment tool for surgical
patients, which increased the
number of patients who re-
ceived multimodal pain treat-
ment (including
pharmacological and nonphar-
macological interventions)
from 10% at baseline to 63%
at follow-up

Patients who continued to expe-
rience pain were increasingly
referred to pain specialists,
which rarely occurred prior to
the implementation initiative
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METHODOLOGY
EITP; they were referred to in the project as
delirium champions.

Two experienced evidence implementation research-
ers who were the JBI EITP trainers assisted the delirium
champions with the development of local ward or unit
project plans, ensured projects progressed as planned
and provided feedback and as-needed research support
(e.g. access to evidence-based resources, data analysis)
to the champions. Monthly meetings between delirium
champions and JBI implementation researchers were
organized to report project updates and discuss any
issues that might impact the project.

Following completion of the JBI EITP, the delirium
champions collectively performed a situational analysis
via round table discussions and considered the follow-
ing: resource availability, interdisciplinary relationships,
workplace culture, leadership support, communication
systems for information exchange, knowledge and skills
of healthcare staff, and commitment to quality manage-
ment. These confirmed the organization's overall readi-
ness for change in terms of delirium practice. To conduct
the audit, the delirium champions and the JBI imple-
mentation researchers collaborated to determine sam-
ple size and how each criterion was to be measured to
determine compliance with best practice recommenda-
tions for delirium. The delirium champions allocated
members of their project team to conduct baseline
and follow-up audit and other data collection strategies.
They held sessions with their project teams to identify
ward/unit-specific barriers to compliance with the rec-
ommended practices on delirium.

The delirium champions then convened to discuss
strategies, which could be implemented hospital-wide
for a collaborative approach to the development of
resources and tools. Given the multifactorial causes of
noncompliance to recommended practices, a multicom-
ponent strategy was developed and implemented in the
participating units/wards. Specifically, the delirium
champions developed and tested a tool that addressed
recommended practices for delirium screening, assess-
ment, prevention, and management, collaborating with
the hospital's Delirium and Cognitive Impairment Com-
munity of Practice. The delirium champions delivered
face-to-face information sessions with relevant staff on
the use of the delirium tool. Along with their project
teams, the delirium champions collated delirium resour-
ces for the nursing staff and patients (and their families)
and sought funding for the purchase of digital clocks
and calendars, which were helpful for improving the
orientation of patients. They also engaged with the
patient flow manager so that patients who are at high
risk for delirium can be identified and `flagged' to nurse
JBI Evidence Implementation © 2022 JBI. Unauthorized reproduction
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managers who oversee bed allocations and patient flow.
Overall, the delirium champions acted as an ongoing
resource person for the quality improvement activity
and provided education about delirium as well as
peer support.

In this instance, the delirium champions were the
main drivers for the quality improvement initiative, with
the JBI researchers (EITP trainers) acting as technical
support and facilitating the implementation process.

Case study 2: reducing violence and
aggressive behavior in an acute care
psychiatric inpatient unit in Southeastern
United States
Patient violence against healthcare workers is a global
concern, particularly in the mental health care setting.8,
11 In 2008, the American Psychiatric Nurses Association
published a series of recommendations to address
workplace violence, particularly violence targeting men-
tal health nurses.9 The cause of this violence is often
aggression. Aggression is defined as angry feelings or
behaviors, such as yelling, screaming, swearing, name-
calling, and bullying, which if not addressed often
escalate to physical violence within the behavioral
health unit.7 Violence reduction strategies in the behav-
ioral health unit consist of both primary and secondary
prevention strategies.10 Primary prevention strategies
aim to stop violence before it occurs. Secondary pre-
vention involves actions that assess for and reduce the
impact and harm resulting from physical violence.

An academic teaching hospital in the Southeastern
United States, in partnership with a nursing school within
anacademicmedicalcenter, conductedaproject toassess
compliance with evidence-based criteria regarding chal-
lenging behavior in the acute care psychiatric inpatient
unit, specifically aggressive or violent behaviors toward
staff. The project objectives were to engage a multidisci-
plinary team to determine compliance with evidence-
based criteria for reducing aggressive and violent behav-
ior, conduct a surveyof crisis perceptionsby staff, improve
knowledge of best practices in the management of ag-
gressive and violent behavior, and improve outcomes
regarding the management of aggressive and violent
psychiatric patients.11

There were several individuals within the hospital
that engaged in different facilitative types of roles. The
Chief Nursing Officer (CNO) served as a facilitative leader
who identified the problem of increasing aggression
and violence on the behavioral health unit, prioritized
the problem with an alignment to managerial support,
and provided funding for completion of the project. The
behavioral unit manager functioned as a process
of this article is prohibited. 183
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facilitator who provided staff support to participate in
the project, secured the unit videos for observation of
aggressive and violent behaviors and the mock aggres-
sion code sessions. Additionally, the nursing education
department staff functioned as internal process facili-
tators who administered the surveys and provided the
Crisis Prevention Education/Training (CPE). The staff
nurses functioned as operational facilitators by coordi-
nating thirteen (13) mock aggression/violence codes,
tracked mock code nursing staff and police attendance,
participated in the codes, reviewed mock code videos
for appropriate prevention interventions, and collected
data on the dates, times, frequency, locale and
code attendance.

JBI EITP trainees from the academic nursing school
served as clinical expert facilitators. They were doctoral-
prepared nursing faculty with expertise in psychiatric
nursing, nurse anesthesia, and quality improvement
intervention development. These facilitators who were
external to the hospital conceptualized the project with
the CNO, wrote the project proposal for approvals,
designed the intervention implementation process,
planned the mock codes, conducted data analysis,
and composed the final project report. The lead EITP
trainer, who was an implementation methods expert,
helped the EITP trainees and staff nurses analyze and
write up the project findings for dissemination.

The project highlighted that a decrease in violence
rate and improvements in the use of de-escalation can
be sustained through on-going yearly education, quar-
terly aggression and violence mock codes, and the
conducting of future audits.

Case study 3: improving coronavirus disease
2019 infection control and prevention
practices across different levels of healthcare
facilities offering reproductive, maternal, and
child health services in Kenya
Kenya has seen a steady fall in maternal and neonatal
mortality as well as increased uptake of childhood
immunization and family planning services attributable
to provision of well tolerated and timely reproductive,
maternal and child health (RMCH) services across differ-
ent levels of health service delivery. 12,13 Unfortunately,
in the wake of the COVID-19 pandemic, government-
imposed curfews, the public's fear of contracting COVID-
19 and stigma towards the disease have seen a reduc-
tion in utilization of these services. To prevent any loss of
gains in RMCH, the Ministry of Health in Kenya issued a
policy statement during the pandemic to ensure that
these services are provided in a well toleratedmanner so
as to protect both health service seekers and healthcare
184 JBI Evidence Implementation ©
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providers. One way of doing this is to empower health-
care providers in this sector with skills in evidence
implementation so that they can implement evi-
dence-based infection prevention and control (IPC) rec-
ommendations for COVID-19. With support from an
Australian charitable organization and JBI Adelaide, Afya
Research Africa trained nine RMCH healthcare providers
from different levels of health service provision (i.e.
primary care, secondary care and tertiary care facilities)
in evidence implementation using JBI's EITP. The project
involved assessing and improving compliance to COVID-
19 IPC measures in selected RMCH units.12

Four JBI EITP trainers from Afya Research Africa acted
as facilitators. Two facilitators were content experts
(both are consultant obstetricians/gynaecologists)
whereas the other two were experienced implementa-
tion methods experts (doctors who have conducted
numerous clinical audits in a variety of topics). These
facilitators work in the participating health organiza-
tions, and therefore, had a good understanding of the
local context. Their roles included delivering the EITP to
participants and assisting in the development of indi-
vidual project plans. This involved helping participants
with the contextualization of evidence-based audit cri-
teria as well as determination of appropriate measures
of compliance to the criteria. They also provided project
supervision and support, which involved ensuring ad-
herence to set timelines, help with access to required
resources such as audit software (i.e. JBI PACES soft-
ware), relevant evidence (clinical guidelines, policy
documents, etc.), as well as help with data analysis
and presentation. Finally, their role involved setting
up monthly meetings with participants in which project
updates were highlighted. Key attributes and contribu-
tion of these facilitators include providing positive re-
inforcement, content and methods expertise and good
communication skills.

In addition, there was a process of facilitation carried
out by individual project participants (a mix of doctors,
nurses and clinical officers) in each of the nine project
sites. Eachparticipant led an audit team thatwas involved
in assessing and improving compliance to COVID-19 IPC
practices in their RMCH units. This process enabled par-
ticipants to develop communication, interpersonal and
leadership skills, as well as encouraging stakeholder en-
gagementand involvement so that theaimsof theproject
couldbeachieved.Specifically,participantshadtoacquire
buy-in for the project from hospital administrators (bot-
tom-up approach) and staff members in their units. They
led the process of measuring compliance to evidence-
based IPC recommendations, identifying barriers to com-
plianceanddevelopingwaysofovercomingsuchbarriers.
2022 JBI. Unauthorized reproduction of this article is prohibited.
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Theparticipantsalsohad toprovideon-goingeducational
support to the staff in their units for sustained compliance
to recommendations. Wherever possible, strategies and
solutions to overcome barriers were shared and adopted
by participants as necessary in their local facility.

At the conclusion of the project, there was a modest
improvement in COVID-19 IPC measures across the nine
included sites providing evidence that empowering
RMCH service providers in sub-Saharan Africa (SSA)
can lead to well tolerated delivery of services during
the pandemic.12 Further, the project provided insights
into the impact of context (in this case, level of health
service delivery) on evidence implementation in SSA.12

Case study 4: improving practices on the use
of peripherally inserted central catheter in a
large tertiary hospital in Brazil
As with other intravenous therapies, the use of periph-
erally inserted central catheter (PICC) may cause com-
plications related to obstruction, displacement, and
infectious processes, mainly because of inadequate
maintenance.14 Major complications can include blood-
stream infection, venous thrombosis, obstruction, frac-
ture and migration of the device, and leakage.15–17 To
avoid such complications, healthcare professionals need
to implement best practices in handling the PICC. In
Brazil, PICC insertion and removal is performed by a
trained nurse using an ultrasound. An implementation
project related to PICC management in adult and pedi-
atric patients was conducted in a highly complex teach-
ing hospital, specializing in cardiology and pneumology,
in São Paulo, Brazil. The project was conducted across six
inpatient units, six ICUs, and in the emergency room.

Two experienced nurses with senior roles in the
participating hospital and a nursing professor from an
affiliated university delivered the JBI EITP. The EITP
trainers who work in the participating hospital identified
project leads (EITP participants) for each participating
site. The trainers conducted a workshop on audit and
feedback to the project leads, assisted with the devel-
opment of project plans, provided feedback and meth-
odological support to the participating sites, ensured
progress of the project, and assisted with the analysis of
audit results. Within each participating site, the project
leads organized a team of four nurses who acted as PICC
champions and facilitated the identification of barriers
relevant to their units. The project team examined
availability of resources within their units, their commu-
nication system and the knowledge and skills of the staff
relevant to the care of patients with PICC. They also
evaluated the care delivered by nurses to pediatric and
adult patients with PICC during their hospitalization,
JBI Evidence Implementation © 2022 JBI. Unauthorized reproduction
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against best practice recommendations. As many of
the barriers identified were common across sites, PICC
champions collaborated to develop strategies which
focused on sourcing educational materials and improv-
ing the knowledge of the staff regarding best practice
for handling PICCs. Two specialist cardiology nurses
provided additional facilitation support by assisting
the PICC champions in developing educational resour-
ces, with education delivered to all nursing staff. The
PICC champions then delivered the education to the
nurses, technicians and nursing assistants within
their units.

Education sessions on this topic continue on a regu-
lar basis since the commencement of the project in
2018. On-going audits of PICC practices continue to
show good to excellent compliance with best practice
recommendations on PICC insertion, maintenance,
and removal.

Case study 5: improving postoperative pain
management among surgical trauma patients
in an acute hospital ward in Spain
Poorly controlled postsurgical pain can slow down re-
covery, impair function and quality of life, increase
morbidity, prolong the hospital stay and increase the
cost of care.18 Research suggests that postoperative
pain is poorly managed in greater than 80% of surgical
patients.18 In Spain, similar outcomes have been ob-
served, with data indicating that more than 50% of
surgical patients present with moderate or severe post-
operative pain.19,20 Effective postoperative pain man-
agement has, therefore, been considered a priority in
many healthcare systems in Spain. One of the initiatives
that achieved success was an implementation project
related to post-operative pain management among
surgical patients in the trauma unit of an urban hospital
in Galicia.21

Facilitation for this project occurred at different levels
of the hospital system. The project commenced with the
establishment of an implementation team committed to
transformational change. The team consisted of eight
individuals including the supervisor of the trauma unit
(acted as project lead) and two of their nursing staff, two
nurses from the quality unit, the supervisor from the
teaching unit, a nurse from the pain unit and a supervi-
sor from another hospital unit (this hospital unit is
integrated in the same health area as the participating
trauma unit and share the same management board).
The project lead participated in the JBI EITP, and was
responsible for coordinating the clinical audits, devel-
opment of the project proposal and evaluation of find-
ings and preparation of report.
of this article is prohibited. 185
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The members of the team served as champions for
the innovation, assisted in data collection, engaged with
relevant staff to obtain buy-in and their input for devel-
opment of strategies, design of implementation strate-
gies and their implementation, and performed data
analysis. Nurses from the trauma unit trained their
colleagues around best practices in pain management
and led the development of care plans, and resources
and information sheets for patients. Nurses from the
quality unit facilitated the approval of the new care
plans by the hospital's Protocols Committee and the
inclusion of this innovation in the nursing record system
(called GACELA). A pain committee was also organized,
consisting of anesthesiologists and the management
board (Medical and Nursing Directors). The role is fo-
cused on improving awareness about pain assessment
and management across the hospital, organizing com-
munication channels and collaboration across health-
care professionals, development of guidelines,
processes and protocols and ensuring the implementa-
tion of the new practices. Implementation researchers
from the Spanish Centre for Evidence Based Nursing and
Healthcare who conducted the JBI EITP provided pe-
ripheral support in terms of evidence implementation
methodology and as-needed follow-up with the project
lead to ensure that the project progressed as planned.

Discussion
The cases presented in this article highlighted that
facilitation is a multifaceted process that can be met
through a variety of roles that address aspects of edu-
cation and capacity building, collaboration, action plan-
ning, problem solving and evaluation. Despite variations
in settings, clinical areas of implementation and target
population, clear commonalities regarding facilitation
activities were identified across cases. Additionally, fa-
cilitation in all cases appeared to be collaborative, with
multiple `players' within and outside of the health
organization being involved in the process. This has
been recognized by other researchers in the field, with
some referring to it as blended facilitation where a team-
based approach that leverages the complementary skills
and expertise of external and internal facilitators is
used.22–24 Although there are commonalities, facilita-
tion activities involved some level of local contextuali-
zation where there were unique or additional activities
performed to accommodate the local needs and
requirements of the health organization involved in
each case, as well as methodological guidance or assis-
tance with the development, implementation and anal-
ysis of findings and/or disseminating the findings. In this
article, where cases of facilitation occurred as part of the
186 JBI Evidence Implementation ©
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JBI EITP, numerous contextual factors influenced the
success of the implementation initiative.

The degree of facilitation including the range of
activities that needed to take place and the mix of
individuals' knowledge and skills set appeared to be
related to resource access, information needs, leader-
ship engagement and work structure of the unit/ward or
health institution where the evidence implementation
occurred. For example, in case 1 (Australia) external
facilitators provided technical research support (i.e. for
skills related to evidence implementation process) to
achieve the intended outcomes of the project whereas
in case 2 (USA), the external facilitators offered the
project team clinical expertise on the topic area. Case
2 (USA) facilitators from within the organization were
also a mix of senior leadership and frontline clinicians to
perform a range of roles including provision of funding,
administration of surveys, training and education, data
collection and implementation of strategies whereas in
other cases, there was an emphasis on the role of
frontline clinicians and junior staff. What this highlights
is that facilitation should be flexible so that it responds
to the local context. This is similar to the findings of a
systematic review on facilitation, which identified tai-
loring of approach to accommodate the needs of the
practice context as being associated with positive
healthcare outcomes.25 These experiences are also in
line with the findings of a study conducted by Nguyen
et al. in 2020,26 where the facilitation strategies applied
in two different practice settings, although similar, were
applied in different ways between contexts.26 One site
had fewer resources and staff, which made it challeng-
ing for facilitators to balance teaching and capacity
building with making the changes to the practice.
The other site, on the other hand, had an existing
infrastructure that allowed the facilitators to focus on
capacity building. A similar approach was reported in
another study, which described strategies for facilitation
based on the contextual characteristics of a neonatal ICU
implementing antibiotic stewardship.27 Hence, knowing
which activities and roles (or which combinations) are
required in a particular setting or situation is key to the
effectiveness of facilitation as a strategy for implemen-
tation. The examples of facilitation provided in this
article show how complex the interactions are between
the participants (facilitators) and their activities (facilita-
tion) and the context in which evidence implementation
takes place.

Conclusion
The cases reported in this article outline the specific
roles or activities performed by facilitators of evidence
2022 JBI. Unauthorized reproduction of this article is prohibited.
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implementation initiatives conducted in various clinical
areas in different geographical locations. The cases
highlight the complex nature of facilitation as a strategy
for evidence implementation, indicating that contextual
attributes and features define the range of knowledge,
skills and activities that should take place for facilitation
to be effective. Although there appears to be some core
components, tailoring and adaptation of the facilitation
process (or roles) is required. This article calls for future
studies that will link facilitation strategies with specific
context attributes and features to assist in the design of
evidence implementation initiatives.
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