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Evaluating change in a pressured 
healthcare system: a cross-sectional study 
of implementation outcomes using routine data 
indicators and proxies
Andria Hanbury1*  , Nyasha Mafirakureva2, Nicola Chicken3 and Liam Bailey4 

Abstract 

Background Implementation evaluation should focus on implementation success, guided by theories and frame-

works. With high staff vacancies in the health services, it is important to consider pragmatic methods of data col-

lection for implementation evaluation. This paper presents a cross-sectional rapid evaluation of a handheld medical 

device designed for remote examinations, piloted in Northern England. By using downloaded device data and admin-

istrative records mapped to domains from the implementation outcomes framework, this evaluation offers a prag-

matic example of assessing implementation success.

Methods The pilot design was pragmatic: sites volunteered, decided which services to use the device in, 

and launched when ready. The pilot and evaluation together lasted 1 year. Data was downloaded from the devices, 

and administrative records for the pilot accessed. Variables were mapped to five of the implementation outcomes, 

after reviewing with the device manufacturer and pilot team to assess robustness.

Results N=352 care episodes were recorded using the device with 223 patients. Out of 19 sites ‘signed up’ 

to the pilot, 5 launched and delivered 10 of 35 proposed projects: a site and project adoption rate of 26 and 29%, 

respectively. Six sites signed up to an extension period; three had launched and three had not during the origi-

nal timelines, indicating some sustainability. Feasibility was high, with only one in seven care episodes needing 

to be repeated due to poor device quality or error (sound/audio/internet). Fidelity of device usage was low for two 

of the eight available device examinations. Device and staffing costs were high but potential cost savings were attrib-

utable to fewer in-person appointments.

Conclusions Through using device and administrative data, this evaluation minimised burden on busy healthcare 

staff yet was still guided by an evaluation framework. Five out of the eight implementation outcomes were measured, 

including sustainability and costs. The findings give insight into implementation challenges, particularly around adop-

tion. For future research, it is recommended to engage with staff to prioritise outcome measurements and to focus 

on meaningful interpretation of indicators.
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Contributions to the literature

• Implementation research is currently taking place 

within a health care system with high staff vacancies.

• This paper places a timely emphasis on the ease of 

using downloaded digital device and administrative 

data within the context of a remote monitoring evalu-

ation, which can still be used with a theory or frame-

work-led evaluation.

• Limitations of such data for implementation evalua-

tion are discussed, including meaningful interpretation, 

which are suggested for future research consideration.

Background
Implementation success for healthcare interventions is 

crucial for the long-term sustainability of interventions, 

but it is often overlooked in favour of evaluating inter-

vention effectiveness. Selecting the appropriate outcome 

measures is essential for evaluating implementation suc-

cess as it allows for a comprehensive understanding of 

the implementation process and aids in the meaningful 

comparison of results across different studies and set-

tings. Assessing implementation outcomes is vital for 

determining the overall success of an intervention as it 

provides a holistic understanding of the intervention’s 

performance and ability to be effectively implemented, 

adopted, and sustained in real-world settings [21]. Even 

if an intervention is highly effective, poor implementa-

tion can impede its overall effectiveness by limiting the 

number of people who are exposed to it or by delivering a 

suboptimal version of it due to low fidelity.

Over the past two decades, there has been a grow-

ing recognition of the importance of using theories and 

frameworks to guide health care intervention develop-

ment, implementation, and evaluation. This facilitates a 

more targeted/systematic approach and helps to develop 

an evidence base. There are numerous papers on imple-

mentation determinants (barriers and facilitators) (e.g. 

[7]) and on the theories (e.g. diffusion of innovation, [22], 

models (e.g. COM-B, [14]), and frameworks (e.g. con-

solidated framework for implementation research, [4]) 

to guide exploration of these. And, they can also be used 

to guide evaluation design; for example, measuring barri-

ers and facilitators pre and post intervention delivery to 

assess how well they have been targeted. Nilsen [17] pro-

vides a helpful overview and classification of the models, 

theories, and frameworks, for example, distinguishing 

between ‘determinant frameworks’ which provide a sum-

mary of implementation barriers and facilitators, ‘classic’ 

and ‘implementation’ (specific) theories which propose 

relationships between them and outcomes, and evalua-

tion frameworks. Evaluation frameworks, such as Proctor 

et  al.’s [21] implementation outcomes framework, focus 

instead on outcomes related to implementation success. 

Proctor et al. [21] propose the following eight implemen-

tation outcomes to be of importance. Adoption is defined 

as the uptake of a new intervention or programme. Pen-

etration is the integration of the intervention within rou-

tine practice. Feasibility refers to the extent to which an 

innovation can be carried out in the given setting. Fidelity 

is defined as the degree to which an intervention is imple-

mented as intended. Perceived acceptability refers to the 

level of utility the intervention has among the target pop-

ulation or stakeholders. Perceived appropriateness is the 

level of relevance, suitability, or fit of an intervention in 

the context of the organisation or target population. Sus-

tainability is defined as the ability of an intervention to 

continue and maintain its effects over time. Finally, Cost 

refers to the financial resources required to implement 

and maintain an intervention, including innovation cost, 

the cost of the implementation strategy, and the location 

of service delivery.

Robust implementation evaluation can be challeng-

ing when working with healthcare organisations that 

have high staff vacancies (10.8% vacancy rate for reg-

istered nurses between April and December 2022, up 

from 10.2% the previous year, [15]). This can have knock-

on effects for staff workload, wellbeing, and retention; 

issues intensified during the Covid-19 pandemic and 

addressed through the NHS People Plan [16] which 

focuses on recruitment and training, new ways of work-

ing, and developing an inclusive organisational culture. 

Implementation evaluators need to be cognisant of the 

challenges faced by healthcare organisations and take 

them into consideration. This involves striking a bal-

ance between engaging with health care staff to optimise 

implementation efforts, including evaluation, while try-

ing to keep the additional workload manageable. The 

need to reduce burden for implementers and researchers 

has led to a growing focus on pragmatic measurement 

(e.g. [20, 25].

One pragmatic approach to implementation evalua-

tion is making use of routine indicators, administrative 

data and, with the increasing attention on digital inno-

vations in health care, downloadable data from health 

care devices. The latter arguably overcomes some of the 

shortcomings of traditional routine data such as elec-

tronic health records—including missing and unreli-

able data due to error in data entry [19]—through being 

device-specific and automated—e.g. a remote monitor-

ing device providing data on device usage and duration 

of usage. We suggest that quantitative indicators such 

as these should be the first ‘port of call’ when designing 
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an evaluation. This approach does not exclude the use of 

surveys and qualitative methods, as they provide valuable 

insights from the perspective of healthcare professionals 

and patients. Instead the emphasis is on first checking 

what indicators can be collected using routine or admin 

or device-downloaded data, and exploring for proxy 

measures where direct measures are not available, before 

then considering other ways of collecting data. Indeed, 

adopting a mixed approach that combines the use of 

indicators with short, targeted interviews allows for the 

exploration of constructs that may not be easily captured 

by indicators and routine data, while also keeping the 

length of interviews to a minimum. Making use of indica-

tors not only reduces the demands on front line health 

care staff but also enables easier longer-term assessment 

of intervention sustainability through routine monitoring 

and potential benchmarking [11]. If existing indicators 

or device-downloadable data are available, the burden 

on operational health care staff (such as computing and 

quality improvement) should also be kept low.

Routine data usage in evaluation is not new, but has 

less frequently been theory/framework based, and 

where it has, has focussed on some implementation 

outcomes more than others. For example, a scoping 

review of quantitative indicators used in implementa-

tion research and evaluation [29] identified only 10 

papers published between 2008 and 2018 that used such 

indicators to monitor intervention quality or imple-

mentation success. Of these, 5 papers used a theory or 

framework to guide indicator selection. When the 67 

indicators across the 10 papers were mapped to Proctor 

et  al.’s implementation outcomes framework to assess 

coverage of the different outcomes, fidelity and penetra-

tion rates were found to be most frequently reported, 

whereas appropriateness and sustainability were not 

measured. Costs, feasibility, adoption, and acceptability 

were also less frequently measured [29].

In this paper, we present an example of the admin-

istrative and downloadable device data used to evalu-

ate implementation of a handheld remote monitoring 

device—‘TytoCare’—which is able to perform clinical 

grade audio and visual examinations of the heart, lungs, 

ear, throat, and skin. The examinations can be carried out 

by patients/carers themselves, following instructions gen-

erated by the device using the ‘Home’ version of the device, 

or carried out by health care professionals using the ‘Pro’ 

version of the device. The device was piloted across the 

Yorkshire and Humber region, England, for a programme 

of work on remote monitoring and virtual wards led by 

the Yorkshire and Humber Academic Health Science 

Network (Yorkshire and Humber AHSN). Remote moni-

toring is a crucial area of development in healthcare, ena-

bling patients’ health to be monitored in their own homes. 

Remote monitoring is associated with better patient expe-

riences [5, 18] and quality of care [2, 6, 27], more efficient 

use of healthcare professionals’ time [3], and wider system 

and societal benefits [1, 23, 24].

The data collected in this evaluation were used in con-

junction with a small sample of qualitative interviews, 

analysed using the framework-guided rapid analysis 

approach [8]. The focus of this paper is on the device-

downloaded and administrative data, with the aim of 

highlighting the issues encountered and areas for future 

research. Each implementation outcome measured was 

mapped to Proctor et al.’s [21] implementation outcomes 

framework.

Methods
The pilot launch began in June 2021 and ran until June 

2022, spanning the second wave of the Covid-19 pan-

demic. To allow for additional data collection, a 3-month 

extension period was added to the pilot, ending in Sep-

tember 2022. However, data from this extension period is 

not included in this paper, as it falls outside of the scope 

and timelines of the original evaluation.

The device

The TytoCare device (Fig. 1) is a handheld remote moni-

toring device, able to perform clinical grade audio and 

visual examinations of the heart, lungs, ear, throat, and 

Fig. 1 The TytoCare device
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skin. The device has a camera for skin examinations and 

examination of the tonsils (a tongue depressor attach-

ment aids this), temperature sensor, a stethoscope to 

examine lung and heart functioning, and an otoscope to 

capture images of the ear drum. As such, the device has 

potential to be used in a range of different care settings 

for monitoring of a range of different conditions. The 

‘Home’ version of the device sits in the patient’s home 

and enables these examinations to be performed by the 

patient during a ‘live’ consultation (via a platform, simi-

lar to other online video systems), or alternatively, per-

formed and submitted ‘offline/outside of a consultation’ 

by the patient for later review by the healthcare team. The 

device provides user-friendly instructions for patients for 

how to perform each examination as appropriate. The 

‘Pro’ version of the device is designed for healthcare pro-

fessionals, enabling cross site collaborations (for example, 

between general and specialised services) and their per-

forming examinations for patients within the community, 

for example, a community nurse using the device in a 

care home and enabling a real-time or ‘offline’ review by 

a hospital specialist. The device requires internet connec-

tion for the live consultations and for the submission of 

examinations data.

Recruitment of sites

Sites (health care organisations, such as NHS founda-

tion trusts and care homes) were based within three 

integrated care systems within the Yorkshire and Hum-

ber region of Northern England. No other restrictions 

were placed on participation. The Yorkshire and Humber 

AHSN (one of fifteen organisations established by NHS 

England in 2013 to spread health and social care inno-

vation) released a call for interested healthcare sites to 

participate. Sites were free to choose the care setting and 

conditions to pilot in and with, and the most appropri-

ate ‘device usage’ for them including which device to use. 

Device usage could include virtual ward set-up, e.g. mon-

itoring patients at home or within a care home or cross 

site collaborations between general and specialist teams. 

A single site could host more than one pilot project; each 

care setting and chosen device usage was set up as a sepa-

rate pilot project.

Context and data sources

Device costs were centrally paid for and centralised 

support was provided for implementation. The cost to 

sites was, therefore, restricted to staffing costs (using 

existing staff time) for planning the pilot at their site 

(device usage, care setting, benefit realisation), pro-

ject management, and attending training. The evalua-

tion team were not involved in implementation, which 

was completed by project teams and the commission-

ers/payers, the Yorkshire and Humber AHSN and the 

device manufacturer. The process comprised:

• Scoping—project team, identifying aims, antici-

pated outcomes and benefits, scope, pathway/work-

flow design

• Governance completion—Clinical Safety, Equal-

ity Impact Assessment, Data Protection Impact 

Assessment, Data Protection Contract

• Network and IT testing and set-up

• Training—clinicians, other health care profession-

als, administrative teams, patients, families, carers, 

first-line support

• End to end testing

• Communications to all required stakeholders

• Final sign off and ‘Go-Live’

• Post-live support

Available data for evaluation was:

• Data downloaded from the device at pilot sites, 

detailing each episode of care where the device was 

used. Variables were as follows: whether the entry 

was a demonstration/test run, project, site, patient 

and clinician identifiers, date of care episode, dura-

tion, type of device (Home or Pro), the type of 

examination performed (ear, heart, lung, tempera-

ture, skin) and whether it was done using the device 

(for example, some examinations like temperature 

check could be done using standard equipment or 

the device). Device-downloaded data also included 

clinician responses to ‘pop-up’ questions that were 

programmed to appear after a real-time consul-

tation or after their reviewing ‘offline’ submitted 

examination data. These asked clinicians to:

(1) Indicate whether they considered the contact 

to have avoided a face to face appointment/

accident and emergency visit as appropriate 

(yes/no)

(2) Rate overall satisfaction and the audio and vis-

ual quality (on a 5-point scale)

(3) Indicate whether the appointment had to be 

repeated due to poor quality (e.g. sound/visual, 

internet) or error (yes/no).

Clinicians were able to skip the questions.

• Administrative data held by the pilot team:
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◦ Records of interested sites, sites that went on to 

launch, sites that signed up for an extension period, 

associated dates.

◦ Documents detailing device licencing (numbers 

and cost), device type (Home or Pro) and how the 

device was being used (for direct consultations or 

offline reviews of examinations).

• Training records: staff and patients (the latter, only 

applicable to patients coming into contact with the 

home version of the device).

The data was downloaded once at pilot end and 

supplied to the evaluation team by the device manu-

facturer. The data can be downloaded directly from a 

dashboard by clinicians/trusts/providers, for in-house 

monitoring.

Table 1 summarises the data sources and specific vari-

ables/indicators, and Table  2 summarises how these 

were combined (as appropriate) to provide implemen-

tation outcome measures mapped to Proctor et  al.’s 

framework. Adoption was measured through com-

paring the number of sites and projects expressing an 

interest in the pilot (administrative records) with the 

number that went on to launch (downloaded data). Pen-

etration was the number of clinicians trained (admin-

istrative data) who used the device (downloaded data). 

Feasibility was via a proxy: the proportion of care epi-

sodes which had to be repeated due to poor quality (e.g. 

sound/visual/internet) or error (using the third clini-

cian’s pop-up question). Fidelity was also via a proxy: 

the proportion of examinations performed using the 

device (as intended for the pilot) versus not (e.g. check-

ing heart rate with a standalone stethoscope rather than 

the device). Sustainability was estimated via the length 

of time projects and sites used the device and whether 

they signed up to the extension period.

The process for selecting these variables comprised the 

following 3 stages:

(1) Reviewing the variables available in the device-

downloadable data and the administrative data.

(2) Selecting those that could be mapped to implemen-

tation outcomes.

(3) Discussion with the device manufacturing company 

and the pilot team regarding the robustness of the 

indicators: did they measure what they appeared or 

purported to measure (validity), and reliably? Any 

issues that may reduce the reliability or validity of 

the measures were identified and followed by dis-

cussions to either address the issue if feasible, or 

discount the variable if too significant.

 There was one variable dropped from the evaluation 

based on stage 3, detailed under the subheading ‘var-

iable selection’ in the results.

Data cleaning and analysis

Data was exported into a statistical software programme, 

RStudio, for cleaning and analysis. Missing data was 

treated as missing data, and care episodes identified as 

demonstration/test runs linked to device launch or train-

ing were excluded from the analysis.

Analysis comprised:

(1) Describing the sample (number of care episodes, 

number of sites and projects represented)

(2) Running a frequency count for the one implemen-

tation outcome where no combining of variables 

was required: feasibility.

(3) Combining variables where needed to generate 

the outcome measure (see Table 2: e.g. calculating 

adoption, sustainability, fidelity) and running fre-

quency counts on the newly created variable/out-

come.

(4) The costs analysis. Costs were estimated from the 

perspective of the NHS and personal social ser-

vices. Resources used in the pilot were identified by 

mapping the steps undertaken to plan and imple-

ment the pilot. This was done through project doc-

ument review, speaking to project staff and a review 

of care pathways. An additional costing method file 

provides more detail regarding the methodology 

and calculation of device costs and project cost sav-

ings (see Additional file 1).

Results
Variable selection

Using the three-stage process to select variables for analy-

sis, one planned outcome measure—penetration—was 

removed. This was due to concerns regarding the accuracy 

of the administrative data which recorded the number of 

patients and clinicians trained. Some sites had not kept 

their training data up to date, making the numbers unreli-

able (for example, more patients using the device than had 

been trained to use them which was not possible due to 

training being a prerequisite for receiving a home device).

The sample: sites, projects, and number of care episodes

A total of N=352 care episodes were conducted using 

the device, with 223 patients and 26 clinicians participat-

ing. Of the 19 sites that had signed up to participate in the 

pilot, 5 launched the device and hosted a total of 10 pilot 
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Table 1 Data sources, variables and indicators details

Data source Variable Description

Device collected data: details for every 
recorded episode of care using the device.

Project ID Each project was named in the dataset.

Site ID Each site (NHS Trust) was named in the dataset. Some sites hosted 
multiple projects, hence the need for a project identifier as well as a site 
identifier.

Device type Home (kept in patient’s home, controlled by the patient) or Pro device 
(held and controlled by the health care professional).

Type of care episode/device usage Direct online consultation; off line examination by patient (Home device) 
sent for offline review; off line examination by health care professional 
(Pro device) sent for offline review. This was used for the costing analysis 
only.

Demonstration Whether the entry was a demonstration during testing/set-up or a genu-
ine care episode. Demonstrations were removed during data cleaning.

Duration of contact Length of care episode, in minutes. This was used for the costing analysis 
only.

Type of clinician Health care assistant; GP practice nurse; band 7 hospital nurse; GP; special-
ity registrar; Consultant (medic). This was used for the costing analysis 
only.

Pseudonymised clinician identifier Clinicians could appear more than once in the dataset; this variable 
enabled us to count the number of different clinicians using the devices 
without identifying who they were.

Examination (heart, or heart rate, lung, skin, throat, ear, temperature) Type of examination performed (but not necessarily using the device 
as clinicians could perform an examination using their own equipment 
and then enter this into the record).

Examination ordering Patients could have multiple examinations per care episode and so sepa-
rate variables were created for 1st, 2nd, 3rd, n examinations to enable us 
to capture each examination separately, which was easier for analysis.

Whether examination performed using device or not. For each examination above, we created a separate variable identify-
ing whether it was done using the device or not, which was indicated 
in the dataset via a variable titled ‘counter’, dummy coded as ‘1’ for yes 
(using device) and ‘2’ for no (‘not using device’). E.g. it was possible for cli-
nicians to use their own equipment and enter the data in to the patients’ 
record.

Real-time pop-up questions built into the device. These covered:
(1) Ratings of audio and visual quality
(2) Assessment as to whether the contact avoided a face to face appoint-
ment (yes/no)
(3) Whether the examination had to be repeated due to poor quality.

#1 was via a 5-point Likert scale, #2 and #3 via a ‘yes/no’ response.

Qualitative interviews (not covered in this paper) Perceptions of acceptability and appropriateness.

Perceptions of sustainability.

Perceptions of equality/inequalities impact.
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Table 1 (continued)

Data source Variable Description

Administrative data. Project details Care setting; specified device usage (e.g. ‘to remotely monitor paediatric 
patients following discharge’).

Number of health care professionals trained Collected at project level.

Number of patients trained to use the Home device (where applicable) For patients, training was only necessary for those needing to use 
the Home device.

Sites and projects progress:
• Signed up but not live (failed to launch).
• Live.
• Signed up to pilot extension.

In the analysis, signed up but not live were considered sites that had 
expressed an interest but had failed to launch, given that the download 
happened after the pilot end.

Device licencing (numbers and cost via procurement prices) and device 
uses.
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projects (out of the original 35 proposed). Of these 10, 1 

site used the device with working age adults in an emer-

gency care department, 4 with older people (of which 

1 was a GP practice and 3 were care homes), and 5—all 

acute care trusts—with paediatric patients and their fami-

lies. The device was used to monitor respiratory patients 

for 3 projects (all paediatric settings), a range of conditions 

for 5 projects (the older people care settings and the emer-

gency department setting), cleft lip and palate patients for 

1 (paediatric) and palliative care for 1 (paediatric). Details 

regarding the sites, projects, device type and the way they 

used the device are summarised in Table 3. Codes are pro-

vided in all of the tables to avoid identifying sites and their 

projects, based on agreements for the evaluation.

Implementation outcomes

Adoption

• Out of the 19 sites that had originally signed up to 

participate, 5 actually launched and used the device, 

resulting in a site adoption rate of 26%.

• Similarly, out of the 35 projects that were originally 

proposed, 10 were launched, giving a project adop-

tion rate of 29%.

Sustainability

How long the devices were used in each project are sum-

marised in Table 4, alongside whether the projects signed 

up to the 3-month extension period.

Only three of the ten projects, each hosted at a sepa-

rate site, continued to use the device up until the end 

of the pilot (June 2022). The average time that a pro-

ject used the device was 5 months, but it should be 

noted that this is an underestimate as Site C Project 7 

(Table  4) started using the device later on in the pilot 

and was still running at the end of the pilot. Six of 

the ten projects agreed to take part in the extension 

period until September 2022. This includes 3 sites that 

had already launched the project, and three that had 

expressed an interest but had not been able to launch 

during the original pilot timelines. This suggests posi-

tive perceptions of the device even among sites and 

projects that had stopped using the device before the 

original pilot end date.

Fidelity

Out of the 598 patient examinations that could have been 

performed using the device, 376 (62.88%) were recorded 

as having been done with the device, while 222 (37.12%) 

were not. Table  5 presents the number of examinations 

for each type of examination, and whether the device was 

used.

More examinations of patient’s temperature, throat, 

heart rate, and skin were made using the device than 

not. The use of the device when examining patient’s 

heart was the same as alternative methods. For exam-

ining patient’s lungs and ears, the device was less likely 

to be used than other methods available to the health 

care professional.

Table 2 Mapping of variables and indicators to implementation outcomes and how calculated

Implementation 
outcome

Variables used How calculated

Adoption Project ID (device data) and project progress (admin data)
Site ID (device data) and site progress (admin data)

Number of projects that expressed interest in the pilot who actu-
ally ‘went live’
Number of sites that expressed interest in the pilot who had 
at least one project that ‘went live’

Penetration Pseudonymised clinician identifier (device data) and number 
of trained clinicians (admin data)

Number of trained clinicians divided by number of clinicians 
using the device

Pseudonymised patient identifier (device data) and number 
of trained patients (admin data, Home device only)

Number of trained patients divided by number of patients using 
the device (Home device only)

Sustainability Site and project ID (device data) and whether signed up to pilot 
extension (admin data)

Frequency count of the number of sites and projects that signed 
up to the pilot extension period.

Fidelity Examination and whether performed using device (device data) Frequency count and proportion of examinations performed 
using the device (as planned) versus not (using different equip-
ment).

Feasibility Real-time clinician pop-up question #3: whether the examina-
tion had to be repeated due to poor quality

Frequency count of number and proportion of care episodes 
needing to be repeated due to poor quality.

Cost Site and project ID, duration of contact, type of contact, clinician 
type, device type (all device data) and site and project progress, 
and clinicians and patients trained and device licencing (all 
admin data).

Please see Additional file 1 for costing details.
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Table 3 The 10 pilot projects launched from the five sites, their care setting, device usage, conditions/pathway used for, what was being monitored and frequency of 

monitoring/consultations

Site (project) Care setting Device usage Conditions/pathway 
recommended for

What was being monitored Frequency of monitoring/
consultations

Site A (Project 1) GP Practice, older adults Remote GP appointments 
for older people in their own 
homes.
Pro device

Various conditions
Used to take clinical observations 
and for remote GP appoint-
ments when a home visit request 
is received into the central Home 
Visiting Hub

Various observations as needed Ad hoc when GP home visit 
requested by patient/carer

Site A (project 2) Care Home, older adults Remote GP appointments 
for older people in care homes.
Pro device

Various conditions
Used to take clinical observations 
and for remote GP appoint-
ments when usually a telephone 
appointment or in-person care 
home visit would take place

Various observations as needed Ad hoc when GP telephone 
appointment or home visit 
requested by care home

Site A (project 3) Care Home, older adults Remote GP appointments 
for older people in care homes.
Pro device

Various conditions
Used to take clinical observations 
and for remote GP appoint-
ments when usually a telephone 
appointment or in-person care 
home visit would take place

Various observations as needed Ad hoc when GP telephone 
appointment or home visit 
requested by care home

Site A (Project 4) Care Home. Older adults Remote GP appointments 
for older people in care homes.
Pro device

Various conditions
Used to take clinical observations 
and for remote GP appoint-
ments when usually a telephone 
appointment or in-person care 
home visit would take place

Various observations as needed Ad hoc when GP telephone 
appointment or home visit 
requested by care home

Site B (Project 5) Acute Hospital Trust: tertiary care, 
paediatrics

Remote hospital appointments 
for children in their own homes.
Home device

Cleft Lip and Palate Camera images and videos 
of patient’s mouth

As required for diagnosis and treat-
ment/surgery pathway

Site C (Project 6) Acute Hospital Trust, paediatrics Remote nurse visits for children 
in their own homes.
Devices with patients & families 
for virtual clinics in their own 
homes.
Home and Pro devices

Respiratory conditions 
that require home ventilation

Chest
Ears
Throat
Abdomen
Temperature

Routine (3/6/12 month
depending on patient
cohort)
Or ad hoc as required

Site C (Project 7) Acute Hospital Trust, paediatrics Remote healthcare professional 
visits for children in their own 
homes
Home and Pro devices

Palliative care Video impression
Chest sounds
Other exams as required

Routine (Fortnightly, monthly 
or less frequently
depending on patient needs)
Or ad hoc as required

Site D (project 8) Acute trust: Emergency Depart-
ment, working age adults

Emergency Department consult-
ant providing consultations 
remotely.
Pro device

Various conditions
Used to enable ED Consultant 
to provide consultations remotely 
(Patient in ED with Health Care 
Assistant, Consultant remote)

Various observations as needed 72 ED consultations conducted
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The five different sites are denoted with the letters A, B, C, D and E. The pilot projects launched for each site are donated with numbers

Table 3 (continued)

Site (project) Care setting Device usage Conditions/pathway 
recommended for

What was being monitored Frequency of monitoring/
consultations

Site D (Project 9) Acute Trust, paediatrics Devices with patients & families 
for virtual clinics in their own 
home.
Home device.

Respiratory conditions Chest
Ears
Throat
Temperature

Ad hoc when patient/family con-
tact consultant for review

Site E (project 10) Acute Trust, paediatrics Devices with patients & families 
for monitoring their condition 
in their own homes.
Home device

Respiratory conditions Chest
Ears
Throat
Temperature

Ad hoc when patient feels unwell 
at home
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Feasibility

As can be seen from Table  6, out of N=86 clinicians 

who responded, 14% (N=12) reported that they had to 

reschedule appointments due to issues with the device. 

This indicates that approximately 1 in 7 appointments 

were impacted by poor device quality or error.

Costs

The estimated total cost of the pilot for the included pro-

jects was £920,545. The largest expenses were project 

management (52%) and device costs (36%). The estimated 

costs varied from £3270 to £27,389 for projects that were 

withdrawn from the pilot, and £41,068 to £96,977 for 

projects that went live. For projects with episode of care 

data available, the cost per patient ranged from £637 to 

£9761 and the cost per visit ranged from £479 to £6101. 

Table  7 provides breakdown of the estimated cost per 

visit.

A total of 132 patient appointments were avoided, 

resulting in potential cost savings to the NHS of £34,828 

(Table 8).

Discussion
Implementation evaluators need to consider the current 

healthcare context, where staff vacancies are high and 

staff morale may be low and consider pragmatic methods 

of data collection first. In this paper, we present an exam-

ple of how device-downloadable and administrative data 

was used to evaluate a remote monitoring device pilot 

study, framed around Proctor et al.’s [21] implementation 

outcomes framework. A small sample of qualitative inter-

views was also conducted at some of the participating 

sites and care settings to provide additional insights but 

this was not the focus of this paper.

Despite the budget and time constraints, our evalu-

ation was able to measure five out of the eight imple-

mentation outcomes using quantitative indicators from 

device downloads: adoption, sustainability, fidelity, fea-

sibility and cost. By comparison, the scoping review by 

Willmeroth et al. [29] found no papers using quantitative 

indicators of sustainability and appropriateness, and cost, 

feasibility, acceptability and adoption were also infre-

quently measured.

Even using quantitative indicators, evaluating all eight 

outcomes may not typically be feasible, as it may require 

additional administrative records to be kept or other data 

sources to be identified and linked, creating additional 

burden. Therefore, it is important to prioritise and focus 

on the most critical outcomes that align with the goals 

and objectives of the implementation project. In future 

research, we recommend sufficient time be allocated at the 

beginning of a project to engage key stakeholders in identi-

fying the most critical outcomes to be measured, according 

to the chosen framework. This will allow for prioritisation 

of outcome measurement; recommended by Proctor et al. 

[21] and mirroring recommendations for patient and pub-

lic involvement and engagement more broadly.

The indicators used in this evaluation give insight into 

implementation challenges. Notably, there were chal-

lenges for sites in launching the device. Despite this, there 

was still a desire to continue collecting data during the 

extension period for three of the five sites that launched. 

Additionally, three other sites, which had encountered 

challenges and were unable to launch during the origi-

nal pilot timelines, expressed interest in re-joining and 

launching during the extension period.

Once launched, the feasibility of the device was dem-

onstrated by the low number of care episodes needing 

to be repeated due to poor device quality (sound/visual/

Table 4 Time period of device usage for each project that launched

The five different sites are denoted with the letters A, B, C, D and E. The pilot projects launched for each site are donated with numbers

Project (site) Start month/year End month/year Time used Extension 
agreed

Project 1 (Site A) Jul 2021 Jun 2022 11 months Yes

Project 2 (Site A) Jul 2021 Oct 2021 3 months No

Project 3 (Site A) Jul 2021 Oct 2021 3 months No

Project 4 (Site A) Sep 2021 Oct 2021 1 month No

Project 5 (Site B) Jul 2021 Apr 2022 9 months Yes

Project 6 (Site C) Jul 2021 Jan 2022 6 months Yes

Project 7 (Site C) May 2022 Jun 2022 1 month Yes

Project 8 (Site D) Aug 2021 Oct 2021 2 months Yes

Project 9 (Site D) Oct 2021 May 2022 7 months Yes

Project 10 (Site E) Sep 2021 Jun 2022 9 months Yes
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internet). The cost analysis indicated significant up-front 

cost for the device and staffing, but also potential sav-

ings to offset this cost from avoidable in-person appoint-

ments. However, the fidelity of the device was called into 

question by the proportion of examinations performed 

using the device versus other instruments, indicating 

that some of the device’s examination functions were not 

being used. Each of these implementation challenges was 

further explored through qualitative interviews, not cov-

ered in this paper, to give richer insight from which to 

develop recommendations for scale-up across other sites.

The pragmatics of evaluation design, of which admin-

istrative and downloadable data is one such example, is 

gaining traction in the literature. For instance, Hull et al. 

[12] reviewed the robustness of survey-based outcome 

measures which were mapped onto the implementa-

tion outcomes framework and scored these measures in 

terms of their practicality. This was conceptualised as the 

brevity of the measure, emphasising the importance of 

measures that are both psychometrically sound (having 

good reliability, validity and sensitivity to detect change) 

and brief, to minimise the burden on respondents and 

improve completion rates. Similarly, the rapid framework 

approach to the analysis of qualitative data, as outlined 

by Gale et  al. [8], emphasises speed of analysis without 

sacrificing quality. This approach allows for a more effi-

cient use of researcher time while still producing reli-

able and valid results. As demonstrated in their study, 

the rapid analysis yielded highly similar findings to those 

obtained through their comparative in-depth analysis. 

This is important as with low robustness, measurement 

becomes meaningless.

In the evaluation reported here, the reliability and 

validity of the indicators was considered through dis-

cussions with the device manufacturer and the pilot 

team to check that the variables measured what they 

appeared to measure, and that they did this reliably. 

The decision was taken to exclude the penetration out-

come measures for both patients and clinicians due to 

project sites failing to update those records over time, 

making the data unreliable. This decision would not 

have been made without the participation of these key 

stakeholders. The need for valid and reliable measures 

is as relevant for indicators as it is for surveys and is 

an area still requiring effort in future research for both 

types of measures. Willmeroth et al. [29], for example, 

found only 2 of the 10 studies in their scoping review 

had indictors which met quality criteria laid down by 

the National Quality Forum (2017), while Lewis et  al. 

[13] emphasise the need to assess the psychometric 

robustness of future survey measures. Weiner et  al.’s 

[28] validated measures of feasibility, appropriateness 

and acceptability provide a good example of how the 

latter can be done. Nonetheless, for quick turn-around 

pilot evaluations such as this example, which lasted a 

year from start to finish, we suggest that the stakeholder 

engagement process is on par with checking the face 

and content validity of surveys. Additional robustness 

checks—for example, identifying other similar meas-

ures and then collecting and comparing scores to test 

convergent and divergent validity, could be particularly 

time consuming and need to involve additional opera-

tional health care staff. This is justifiable and right for 

large-scale research studies, but likely to be less amend-

able to smaller-scale pilots, where indicators may vary 

from project to project, especially those led by health 

care organisations.

Nonetheless, a limitation of this evaluation is the ina-

bility to confidently interpret the indicator data as, for 

example, high, middle or low adoption/feasibility/fidel-

ity. Future research efforts, thus, should explore how 

best to interpret indicator data, in a more meaningful 

way, beyond simply reporting rates. For example, while 

we have been able to report adoption rates, the confident 

interpretation and classification of them as ‘high’, ‘moder-

ate’ or ‘low’ has not been possible and is a limitation of 

this evaluation. When examining other implementation 

evaluation papers that have been guided by Proctor et al.’s 

framework (e.g. [9]) to help guide our interpretation, no 

firm rules were identified. Garner et al. [10] did suggest 

a cut-off point for interpreting fidelity rates based on evi-

dence linking a particular number of intervention expo-

sures and patient health outcomes, but this was relevant 

only in the context of their particular evaluation. Stiles 

et  al. [26] examined different methods of calculating 

Table 5 Examinations performed by the device for each health 

check-up

Variable Total 
examinations

Device used Device not used

Lungs 174 86 (49.42%) 88 (50.57%)

Temperature 66 64 (96.97%) 2 (3.03%)

Heart 112 56 (50%) 56 (50%)

Ears 58 28 (48.28%) 30 (51.72%)

Throat 98 75 (76.53%) 23 (23.47%)

Heart Rate 38 34 (89.47%) 4 (10.53%)

Skin 52 33 (63.46%) 19 (36.54%)

Table 6 Health care professionals’ responses to the ‘repeated 

due to poor quality?’ question

Repeated visit due to poor quality (of device)? Yes No

12 (14%) 74 (86%)
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penetration rates, offering recommendations for best 

practice. However, interpretation was not the focus of 

their paper. Cut-off points or classifications may be less 

important when monitoring implementation over time 

or benchmarking, as the results can be interpreted rela-

tive to previous measures or other sites. However, clear 

and meaningful interpretation is essential for effective 

decision-making and action-planning irrespective of 

research design.

A further limitation is the lack of comparison across 

sites, taking into account their context and methods of 

device usage, which would have provided greater rich-

ness. The remit of the evaluation was broad and the 

timelines tight to include all sites and projects where the 

device was implemented and to focus on aggregated data, 

rather than focussing only on, for example, care home 

settings. The qualitative findings, not covered in this 

paper, provided more insight into care setting-specific 

issues and as such, we recommend that future research 

consider contextual variables a priori that data can be 

split by, and consider complementing the indicators with 

some qualitative data.

This paper does not attempt to claim that adminis-

trative and routine or downloadable data can solve all 

challenges of implementation evaluation. Indeed, there 

are limitations as outlined above. Further, the task of 

downloading and cleaning data, while reducing burden 

on frontline health care professionals, may still require 

involvement of operational staff, such as computing and 

quality improvement or audit teams. Further insights 

afforded by in-depth qualitative research and psychomet-

rically robust survey measures such as those developed 

by Weiner et al. [28] are also incredibly valuable. None-

theless, we argue that it is important for researchers to 

Table 7 Estimated costs, cost per patient, and cost per visit for the pilot projects

The five different sites are denoted with the letters A, B, C, D and E. The pilot projects launched for each site are donated with numbers. Where – is used to represent 

projects that were withdrawn, for which costs were not estimated or missing data. All costs are in 2022 and in sterling pounds

Project (site) Project 

planning 

cost

Project 

management 

cost

Devices cost Patient visits Total project 

cost

Number 

of 

patients

Number 

of visits

Cost per 

patient

Cost per visit

Site A (project 1) 1006 49,012 3646 464 54,128 85 113 637 479

Site A (projects 

2, 3, 4)

1006 47,539 18,230 389 67,165 17 28 3951 2399

Site B (project 5) 5844 46,480 5469 3423 61,217 39 44 1570 1391

Site C (project 6) 6157 32,343 56,842 1634 96,977 16 25 6061 3879

Site C (project 7) 12,350 17,565 18,732 160 48,807 5 8 9761 6101

Site D (project 8) 3542 40,112 1823 957 46,433 47 67 988 693

Site D (Project 9) 4480 33,362 9474 1477 48,793 6 30 8132 1626

Site E (project 10) 5555 36,546 18,589 1882 62,572 9 37 6952 1691

Withdrew 1006 - 5541 - 6547 - - - -

Withdrew 3270 - - - 3270 - - - -

Withdrew 2461 40,367 26,828 - 69,656 - - - -

Withdrew 5738 24,320 11,010 - 41,068 - - - -

Withdrew 6264 - 0 - 6264 - - - -

Withdrew 8590 15,278 67,079 - 90,946 - - - -

Withdrew 5366 - 13,852 - 19,218 - - - -

Withdrew 5366 - - - 5366 - - - -

Withdrew 6972 26,740 36,461 - 70,173 - - - -

Withdrew 5838 26,740 11,368 - 43,947 - - - -

Withdrew 2012 44,952 3646 - 50,610 - - - -

Withdrew 4421 - 22,967 - 27,389 - - - -

Total 97,247 481,356 331,558 10,385 920,545 224 352 4110 2615

Table 8 The number of visits potentially avoided and estimated 

cost savings

Visit type Number 
of visits 
avoided

Unit cost of visit Total costs saved

GP 64 £184.00 £11,776.00

A&E 2 £185.00 £370.00

Acute admission 11 £802.00 £8822.00

Ambulance 55 £252.00 £13,860.00

Total 132 £34,828.00
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first consider using these data sources to measure imple-

mentation outcomes rather than relying solely on inter-

views and surveys.

Conclusions
This research has provided an example of a rapid evalu-

ation of implementation of a remote monitoring pilot 

study, framed around Proctor et al.’s [21] implementation 

outcomes framework and using downloaded and admin-

istrative data to measure these outcomes. The results 

have shown that despite some limitations and challenges, 

the use of this data can provide valuable insights into 

the implementation process and success without adding 

substantially to healthcare staff burden. However, it is 

important to note that this approach should not entirely 

replace other methods of data collection, such as quali-

tative research and psychometrically robust measures 

where these are feasible. Future research should focus 

on finding a balance between the use of difference data 

sources and methods to ensure that implementation 

evaluations are both efficient and effective. Emphasis 

should be placed on robust measurement and interpreta-

tion of implementation indicators. Overall, this research 

emphasises the importance of considering and using dif-

ferent data sources in implementation evaluation to gain 

a comprehensive understanding of the implementation 

process.

Abbreviations

COM-B  Capability, Opportunity, Motivation- Behaviour Model

Yorkshire and 

Humber AHSN  Yorkshire and Humber Academic Health Science Network

Supplementary Information
The online version contains supplementary material available at https:// doi. 

org/ 10. 1186/ s43058- 023- 00471-x.

Additional file 1: Additional costing methods. Table S1. Summary of 

assumptions used for training and meetings held during the device 

implementation used in the cost analysis. Table S2. Unit costs per type of 

resource. Table S3. Details of projects used in the cost analysis. Table S4. 

Visit types, number of patients and visits, and duration of visits for each 

project.

Additional file 2. Standards for Reporting Implementation Studies: the 

StaRI checklist for completion.

Additional file 3. Audit worksheet organized by manuscript or grant 

proposal section.

Acknowledgements

We would like to thank the sites that supported this evaluation.

Authors’ contributions

AH designed and lead the evaluation, and lead on the paper writing. NC led 

on the pilot roll out and contributed to the paper. NM led on the economic 

analysis and contributed to the paper. LB analysed the indicators data and 

contributed to the paper.

Funding

This report is independent research funded by the National Institute for Health 

and Care Research Yorkshire and Humber ARC (NIHR 200166). The views 

expressed in this publication are those of the author(s) and not necessar-

ily those of the National Institute for Health Research or the Department of 

Health and Social Care.

Availability of data and materials

The dataset is not available due to data sharing agreements.

Declarations

Ethics approval and consent to participate

The study was granted ethical approval from HRA, reference number: 21/

LO/0684.

The researchers complied with the UK Policy Framework for Health and Social 

Care Research.

Consent for publication

Participants consented to participate and share their data. This was on a site 

by site basis. A data sharing agreement and data impact assessment were 

undertaken for the pilot as a whole. No one is personally identifiable within 

the datasets used for analysis and this publication.

Competing interests

The authors declare that they have no competing interests.

Author details
1 Yorkshire and Humber Applied Research Collaboration, Bradford Institute 

for Health Research, Bradford, UK. 2 School of Health and Related Research, 

University of Sheffield, Sheffield, UK. 3 Yorkshire and Humber Academic Health 

Science Network, Wakefield, UK. 4 Yorkshire Quality and Safety Research Group, 

Bradford Institute for Health Research, Bradford, UK. 

Received: 16 March 2023   Accepted: 15 July 2023

References

 1. Bashshur RL, Shannon GW, Bashshur N, Yellowlees PM. The empirical evi-

dence for telemedicine interventions in mental disorders. Telemedicine 

Journal of E-Health. 2016;22(2):87–113. https:// doi. org/ 10. 1089/ tmj. 2015. 

0206.

 2. Brender J. Evaluation of health information applications–challenges 

ahead of us. Methods Inform Med. 2006;45(1):62–6.

 3. Chumbler NR, Kobb R, Brennan DM, Rabinowitz T. Recommendations for 

research design of telehealth studies. Telemed E Health. 2008;14(9):986–9. 

https:// doi. org/ 10. 1089/ tmj. 2008. 0108.

 4. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. 

Fostering implementation of health services research findings into prac-

tice: a consolidated framework for advancing implementation science. 

Implement Sci. 2009;4(1):50. https:// doi. org/ 10. 1186/ 1748- 5908-4- 50.

 5. Elbert NJ, van Os-Medendorp H, van Renselaar W, Ekeland AG, Hakkaart-

van Roijen L, Raat H, Nijsten TEC, Pasmans SGMA. Effectiveness and cost-

effectiveness of ehealth interventions in somatic diseases: a systematic 

review of systematic reviews and meta-analyses. J Med Internet Res. 

2014;16(4):e110. https:// doi. org/ 10. 2196/ jmir. 2790.

 6. Feehan LM, Geldman J, Sayre EC, Park C, Ezzat AM, Yoo JY, Hamilton CB, Li 

LC. Accuracy of Fitbit devices: systematic review and narrative syntheses 

of quantitative data. JMIR Mhealth and Uhealth. 2018;6(8):e10527. https:// 

doi. org/ 10. 2196/ 10527.

 7. Foy R, Walker A, Penney G. Barriers to clinical guidelines: the need for 

concerted action. Br J Clin Governance. 2001;6(3):166–74. https:// doi. org/ 

10. 1108/ EUM00 00000 005680.

 8. Gale RC, Wu J, Erhardt T, Bounthavong M, Reardon CM, Damschroder 

LJ, Midboe AM. Comparison of rapid vs in-depth qualitative analytic 

methods from a process evaluation of academic detailing in the Veterans 

Health Administration. Implement Sci. 2019;14:11. https:// doi. org/ 10. 

1186/ s13012- 019- 0853-y.

https://doi.org/10.1186/s43058-023-00471-x
https://doi.org/10.1186/s43058-023-00471-x
https://doi.org/10.1089/tmj.2015.0206
https://doi.org/10.1089/tmj.2015.0206
https://doi.org/10.1089/tmj.2008.0108
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.2196/jmir.2790
https://doi.org/10.2196/10527
https://doi.org/10.2196/10527
https://doi.org/10.1108/EUM0000000005680
https://doi.org/10.1108/EUM0000000005680
https://doi.org/10.1186/s13012-019-0853-y
https://doi.org/10.1186/s13012-019-0853-y


Page 15 of 15Hanbury et al. Implementation Science Communications            (2023) 4:96  

•

 

fast, convenient online submission

 
•

  

thorough peer review by experienced researchers in your field

• 

 

rapid publication on acceptance

• 

 

support for research data, including large and complex data types

•

  

gold Open Access which fosters wider collaboration and increased citations 

 

maximum visibility for your research: over 100M website views per year •

  
At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research   ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 9. Garcia-Cardenas V, Benrimoj SI, Ocampo CC, Goyenechea E, Martinez-

Martinez F, Gastelurrutia MA. Evaluation of the implementation process 

and outcomes of a professional pharmacy service in a community phar-

macy setting. A case report. Res Soc Admin Pharm. 2017;13(3):614–27. 

https:// doi. org/ 10. 1016/j. sapha rm. 2016. 05. 048.

 10. Garner BR, Hunter SB, Funk RR, Griffin BA, Godley SH. Toward evidence-

based measures of implementation: examining the relationship between 

implementation outcomes and client outcomes. J Subst Abuse Treat. 

2016;67:15–21. https:// doi. org/ 10. 1016/j. jsat. 2016. 04. 006.

 11. Heidkamp R, Hazel E, Nsona H, Mleme T, Jamali A, Bryce J. Measuring 

implementation strength for integrated community case management 

in Malawi: results from a national cell phone census. Am J Trop Med 

Hygiene. 2015;93(4):861–8. https:// doi. org/ 10. 4269/ ajtmh. 14- 0797.

 12. Hull L, Boulton R, Jones F, Boaz A, Sevdalis N. Defining, conceptualizing 

and evaluating pragmatic qualities of quantitative instruments measur-

ing implementation determinants and outcomes: a scoping and critical 

review of the literature and recommendations for future research. Transl 

Behav Med. 2022;12(11):1049–64. https:// doi. org/ 10. 1093/ tbm/ ibac0 64.

 13. Lewis CC, Fischer S, Weiner B, Stanick C, Kim M, & Martinez R. Outcomes 

for implementation science: an enhanced systematic review of instru-

ments using evidence-based rating criteria. 2015. Implement Sci: 10: 155. 

https:// doi. org/ 10. 1186/ s13012- 01509 342-x

 14. Michie S, van Stralen MM, West R. The behaviour change wheel: a new 

method for characterising and designing behaviour change interven-

tions. Implement Sci. 2011;6:42. https:// doi. org/ 10. 1186/ 1748- 5908-6- 42.

 15. NHS Digital. NHS Vacancy Statistics England, April 2015-March 2023, 

Experimental Statistics. May 2023. Available at: https:// digit al. nhs. uk/ 

data- and- infor mation/ publi catio ns/ stati stical/ nhs- vacan cies- survey/ april- 

2015--- march- 2023- exper iment al- stati stics#: ~: text= Key% 20Fac ts,- Data% 

20from% 20NHS & text= show% 20a% 20vac ancy% 20rate% 20of,10.0% 25% 

20(38% 2C972% 20vac ancies). Accessed 01/06/2023.

 16. NHS. We are the NHS: People Plan for 2020/2021- action for us all. July 

2020. Available at: https:// www. engla nd. nhs. uk/ wp- conte nt/ uploa ds/ 

2020/ 07/ We- Are- The- NHS- Action- For- All- Of- Us- FINAL- March- 21. pdf. 

Accessed 1 July 2023.

 17. Nilsen P. Making sense of implementation theories, models and 

frameworks. Implement Sci. 2015;10:53. https:// doi. org/ 10. 1186/ 

s13012- 015- 0242-0.

 18. Olff M. Mobile mental health: a challenging research agenda. Eur J Psy-

chotraumatol. 2015;6:27882. https:// doi. org/ 10. 3402/ ejpt. v6. 27882.

 19. Powell AE, Davies HTO, Thomson RG. Using routine comparative data to 

assess the quality of health care: understanding and avoiding common 

pitfalls. Qual Saf Health Care. 2002;12(2):122–8. https:// doi. org/ 10. 1136/ 

qhc. 12.2. 122.

 20. Powell BJ, Stanick CF, Halko HM, Dorsey CN, Weiner BJ, Barwick MA, 

Lewis CC. Toward criteria for pragmatic measurement in implemen-

tation research and practice: a stakeholder driven approach using 

concept mapping. Implement Sci, 12 (1), 118. https:// doi. org/ 10. 1186/ 

s13012- 017- 0649-x.

 21. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, Griffey 

R, Hensley M. Outcomes for implementation research: conceptual dis-

tinctions, measurement challenges, and research agenda. Admin Policy 

Mental Health Mental Health Serv. 2011;38:65–76. https:// doi. org/ 10. 

1007/ s10488- 010- 0319-7.

 22. Rogers EM. Diffusion of Innovations  (3rd Ed). The Free Press: New York.

 23. Salmoiraghi A, Hussain S. A systematic review of the use of telepsychiatry 

in acute settings. J Psychiatric Pract. 2015;21(5):389–93. https:// doi. org/ 

10. 1097/ PRA. 00000 00000 000103.

 24. Seritan AL, Heiry M, Iosif A, Dodge M, Ostrem JL. Telepsychiatry for 

patients with movement disorders: a feasibility and patient satisfac-

tion study. J Clin Move Disord. 2019;6:1. https:// doi. org/ 10. 1186/ 

s40734- 019- 0077-y.

 25. Smith JD, Hasan M. Quantitative approaches for the evaluation of imple-

mentation research studies. Psychiatry Res. 2021;283:112521. https:// doi. 

org/ 10. 1016/j. psych res. 2019. 112521.

 26. Stiles PG, Boothroyd RA, Snyder K, Zong X. Service penetration by per-

sons with severe mental illness: how should it be measured? The Journal 

of Behavioral Health Services & Research. 2002;29:198–207. https:// doi. 

org/ 10. 1007/ BF022 87706.

 27. Vandenbroucke JP. Observational research, randomised trials, and two 

views of medical science. PLoS Med. 2008;5(3):e67. https:// doi. org/ 10. 

1371/ journ al. pmed. 00500 67.

 28. Weiner BJ, Lewis CC, Stanick C, Powell BJ, Dorsey CN, Clary AS, Boynton 

MH, Halko H. Psychometric assessment of three newly developed imple-

mentation outcome measures. Implement Sci. 2017;12:108. https:// doi. 

org/ 10. 1186/ s13012- 017- 0635-3.

 29. Willmeroth T, Wesselborg B, Kuske S. Implementation outcomes and 

indicators as a new challenge in health services research: a systematic 

scoping review. INQUIRY. 2019;56. https:// doi. org/ 10. 1177/ 00469 58019 

861257.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-

lished maps and institutional affiliations.

https://doi.org/10.1016/j.sapharm.2016.05.048
https://doi.org/10.1016/j.jsat.2016.04.006
https://doi.org/10.4269/ajtmh.14-0797
https://doi.org/10.1093/tbm/ibac064
https://doi.org/10.1186/s13012-01509342-x
https://doi.org/10.1186/1748-5908-6-42
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---march-2023-experimental-statistics#:~:text=Key%20Facts,-Data%20from%20NHS&text=show%20a%20vacancy%20rate%20of,10.0%25%20(38%2C972%20vacancies
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---march-2023-experimental-statistics#:~:text=Key%20Facts,-Data%20from%20NHS&text=show%20a%20vacancy%20rate%20of,10.0%25%20(38%2C972%20vacancies
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---march-2023-experimental-statistics#:~:text=Key%20Facts,-Data%20from%20NHS&text=show%20a%20vacancy%20rate%20of,10.0%25%20(38%2C972%20vacancies
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---march-2023-experimental-statistics#:~:text=Key%20Facts,-Data%20from%20NHS&text=show%20a%20vacancy%20rate%20of,10.0%25%20(38%2C972%20vacancies
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey/april-2015---march-2023-experimental-statistics#:~:text=Key%20Facts,-Data%20from%20NHS&text=show%20a%20vacancy%20rate%20of,10.0%25%20(38%2C972%20vacancies
https://www.england.nhs.uk/wp-content/uploads/2020/07/We-Are-The-NHS-Action-For-All-Of-Us-FINAL-March-21.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/07/We-Are-The-NHS-Action-For-All-Of-Us-FINAL-March-21.pdf
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.3402/ejpt.v6.27882
https://doi.org/10.1136/qhc.12.2.122
https://doi.org/10.1136/qhc.12.2.122
https://doi.org/10.1186/s13012-017-0649-x
https://doi.org/10.1186/s13012-017-0649-x
https://doi.org/10.1007/s10488-010-0319-7
https://doi.org/10.1007/s10488-010-0319-7
https://doi.org/10.1097/PRA.0000000000000103
https://doi.org/10.1097/PRA.0000000000000103
https://doi.org/10.1186/s40734-019-0077-y
https://doi.org/10.1186/s40734-019-0077-y
https://doi.org/10.1016/j.psychres.2019.112521
https://doi.org/10.1016/j.psychres.2019.112521
https://doi.org/10.1007/BF02287706
https://doi.org/10.1007/BF02287706
https://doi.org/10.1371/journal.pmed.0050067
https://doi.org/10.1371/journal.pmed.0050067
https://doi.org/10.1186/s13012-017-0635-3
https://doi.org/10.1186/s13012-017-0635-3
https://doi.org/10.1177/0046958019861257
https://doi.org/10.1177/0046958019861257

	Evaluating change in a pressured healthcare system: a cross-sectional study of implementation outcomes using routine data indicators and proxies
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Contributions to the literature
	Background
	Methods
	The device
	Recruitment of sites
	Context and data sources
	Data cleaning and analysis

	Results
	Variable selection
	The sample: sites, projects, and number of care episodes
	Implementation outcomes
	Adoption
	Sustainability
	Fidelity
	Feasibility
	Costs


	Discussion
	Conclusions
	Anchor 25
	Acknowledgements
	References


