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Abstract

Background Excessive alcohol consumption is a significant global health issue, often unaddressed in primary care.
The 15-method, a three-step opportunistic screening and treatment tool premised on Motivational Interviewing and
integrated within the Screening, Brief Intervention and Referral to Treatment framework, offers a structured approach
for healthcare professionals to identify and treat alcohol-related problems. The present study aimed to assess
healthcare professionals' perceptions of determinants for early-stage implementation of the 15-method in Danish
general practice and to classify these determinants using the Consolidated Framework for Implementation Research
(CFIR).

Methods This qualitative study involved individual interviews and group interviews with general practitioners and
nurses (N=28) from 12 general practices participating in the Identification and Treatment of Alcohol Problems in
Primary Care (iTAPP) study, a stepped-wedge cluster randomized controlled trial evaluating the effectiveness of the
15-method in Danish general practice. Interviews were semi-structured, guided by the CFIR framework, and analyzed
using directed content analysis. Determinants were rated for their influence on implementation.

Results Key facilitators included the 15-method'’s adaptability, strong evidence base, relative advantage, and
compatibility with existing practices. Barriers included structural characteristics in the practices and local conditions.
A central finding revealed a tension between patients’motivation and healthcare professionals’ opportunities

and capabilities to deliver the 15-method. Mixed determinants highlighted the complexity of implementing the
15-method across diverse practices.

Conclusion Implementing the 15-method in Danish general practice is feasible but requires addressing specific
barriers and leveraging facilitators. A multifaceted implementation strategy tailored to individual practices may
be necessary to address the variations in contexts and resources across different practices with an emphasis on
increasing healthcare professionals’ capabilities and opportunities to deliver the intervention.
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Introduction

Excessive alcohol consumption is globally a leading cause
mortality and morbidity [1]. Mild to moderate alcohol
problems often go unaddressed, as individuals with less
severe problems rarely seek treatment [2] and less obvi-
ous symptoms tend to be overlooked [3]. As most alcohol
problems are mild to moderate, addressing these issues
earlier could yield substantial public health benefits [4, 5].

Screening and brief intervention (SBI) for alcohol
problems has proven effective in primary care and
holds promise due to frequent patient interactions [4,
6, 7]. General practice is particularly well-positioned
for implementing the Screening, Brief Intervention, and
Referral-to-Treatment (SBIRT) approach, given its con-
tinuity of care, coordinated treatment, and generalist
approach [3, 4, 8-11]. However, research indicates that
the Referral-to-Treatment component has limited effi-
cacy in increasing patient engagement with specialized
alcohol-treatment services after the initial intervention
[12]. Moreover, implementing sustainable methods to
address and treat alcohol problems in general practice
is challenging as several factors hinder implementation
and sustainability [11, 13, 14], including patients’ fear of
stigmatization [15], time constraints and lack of training
among healthcare professionals (HCPs) [11], insufficient
leadership support, and an organizational culture that
does not facilitate work with alcohol issues [16-18].

The 15-method [19] offers an alternative to the tradi-
tional SBIRT approach, by integrating screening, inter-
vention, and treatment within the same primary care
setting. This method offers HCPs in general practice a
manual-based tool to identify and treat alcohol-related
problems using evidence-based techniques from Moti-
vational Interviewing and Cognitive Behavioral Therapy.
The method is premised on opportunistic screening,
where HCPs screen the patient for alcohol-related prob-
lems if the patient presents with symptoms that might
be related to alcohol. The HCP can utilize the Alco-
hol Use Disorder Identification Test (AUDIT) [20] as
screening tool. As the second step, the HCP engage the
patient in a structured consultation, similar to the Drink-
ers Check-Up [21], to explore patient symptoms in rela-
tion to alcohol use. If needed, the HCP offers the patient
treatment through one to four structured consultations,
including patient homework assignments and phar-
macological treatment when appropriate. Treatment
with the 15-method is targeted patients with an AUDIT
score of 15 points or more, hence the name. Notably, all
steps, including treatment, are delivered in the same pri-
mary care setting. The method’s effectiveness in Swedish

general practice has been found to be non-inferior to
specialist treatment [22, 23].

After feasibility testing and adjustment to Danish pri-
mary care [24, 25], the effectiveness of the 15-method in
Danish general practice is now being tested in The Iden-
tification and Treatment of Alcohol Problems in Primary
Care (iTAPP) Study [26], a randomized controlled trial
involving 21 Danish general practices. The iTAPP study
is based on the Medical Research Council (MRC) guid-
ance on complex interventions [27], involving an imple-
mentation evaluation aimed to identify factors that might
influence the implementation of the method and impact
study outcomes [28]. The present study aimed to assess
healthcare professionals’ perceptions of determinants for
early-stage implementation of the 15-method in Dan-
ish general practice and to classify these determinants
using the Consolidated Framework for Implementation
Research (CFIR) [29].

Methods and material

Design

The present study was a qualitative interview study with
general practitioners (GPs) and nurses in general practice
in Denmark conducted as part of the iTAPP study as an
evaluation of determinants influencing the implementa-
tion of the 15-method. We used the Consolidated Frame-
work for Implementation Research (CFIR) [29] to guide
data collection and analyses of determinants. The CFIR
framework synthesizes multiple implementation theories
and frameworks into five determinant domains consist-
ing of barriers and facilitators that have been found to
influence implementation of various practices [25].

The iTAPP study was designed as a stepped-wedge
cluster randomized controlled trial in which four groups,
i.e. clusters, of practices were randomized to four differ-
ent launch times for implementation of the 15-method.
All practices began with a three-month baseline period
prior to training in the 15-method and were set to launch
in three-to-four-month increments. Training in the
15-method lasted three hours and included suggestions
for implementation strategy, measures, and goals. HCPs
were encouraged to start using the 15-method immedi-
ately after training, meaning that there was no designated
‘implementation period’ before adding the 15-method
into their routine practice. A detailed description of the
iTAPP study and 15-method training has been described
elsewhere [26].
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Setting

The present study was conducted in 12 of the 21 general
practices participating in the iTAPP study. The general
practices are located in the Region of Southern Denmark
which encompasses 1,2 million inhabitants [30], 345 gen-
eral practices [31] with an average of 2, 3 GPs working
in each practice. The average GP in this region has 1.541
affiliated patients, and 99% of Danish residents are listed
with a general practice [30, 32]. Treatment and consulta-
tions are free of charge for the patient. The GP serves as
first-line provider and gatekeeper to the secondary health
care system [33]. Practices in the iTAPP study were
located in both urban and rural areas and included solo
practices (one GP) as well as partnership practices (more
GPs with shared ownership) [26, 32]. GPs often hold both
the managerial and ownership positions in their respec-
tive practices but may have additional GPs without own-
ership employed as part of their staff.

Recruitment

We recruited HCPs through their participation in the
15-method training session conducted as part of the
iTAPP study. The interviews for the present study were
outlined in the agreement signed between practice heads
and The University of Southern Denmark for the iTAPP
study. We recruited HCPs from all practices in clus-
ter one and cluster two in the iTAPP study. We further
aimed to include a minimum of one GP in a managerial
position and one nurse from each practice to provide
insights from both a managerial and a staff perspective.

The 15-method
The 15-method consists of three steps to address alcohol-
related problems. The first step is opportunistic screen-
ing and brief advice. The HCP screens for alcohol-related
issues during regular consultations if the patient pres-
ents physical or mental symptoms that may be affected
or caused by alcohol [34]. Screening tools include the
AUDIT and biological markers like Alanin-Amino
Tranferase (ALAT) and Gamma-Glutamyl Transferase
(GGT). If alcohol is found to be relevant for the patient’s
situation, the HCP can recommend a follow-up. The
patient may also fill in the AUDIT questionnaire between
consultations as a link between screening and follow-up.
The second step involves assessment and feedback
based on AUDIT scores and biological markers. The
HCP provides feedback on the patient’s alcohol con-
sumption and its potential consequences in relation
to relevant symptoms. This step aims to enhance the
patient’s motivation to change alcohol habits through
reflection and feedback. Additional questionnaires such
as one-week Timeline Follow-Back [35], The Short Alco-
hol Dependence Data Questionnaire [36], and the Inter-
national Classification of Diseases 10th revision (ICD-10)
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criteria for alcohol dependence [37] may be used to fur-
ther assess alcohol habits and the HCP can screen for the
use of other addictive substances (nicotine, narcotics,
benzodiazepines, and opioids).

The third step is comprised of treatment based on
Motivational Interviewing [38], Cognitive Behavioral
Therapy, and Guided Self-Change [39, 40]. This involves
up to three treatment sessions and a follow-up evalu-
ation, using tools like an alcohol diary and homework
assignments between sessions for reflection, goal set-
ting, self-monitoring, and identification of risk situations.
The HCP and patient determine the treatment intensity
and goals through shared decision-making [41], with
concomitant pharmacological treatment available fol-
lowing national guidelines (Disulfiram, Acamprosate,
Nalmefene, or Naltrexone).

The 15-method material includes HCP manual, quick
guide, and homepage. Further, a patient logbook, home-
work assignments, AUDIT questionnaires, and materials
to encourage discussions about alcohol habits (icebreak-
ers) including posters, bottles, and flyers. Supplementary
File 1 features examples of the icebreakers. Training of
HCPs is conducted through academic detailing [42, 43],
focusing on recognizing alcohol-related symptoms, using
the 15-method materials, and applying Motivational
Interviewing techniques. The 15-method, and its use in
the iTAPP study, has also been described in detail else-
where [19, 26, 44].

Implementation determinant framework

We selected the CFIR for three main reasons. First, its
flexibility allows for application across diverse settings.
Second, its multilevel approach to assessing imple-
mentation determinants aligns well with the nature of
an SBI intervention, which represents a discrete clini-
cal practice change affecting multiple levels, from indi-
vidual behavior to organizational processes. Third, we
prioritized the evaluation of contextual factors, given
the variability inherent across multiple practice settings.
The CFIR has been comprehensively detailed in previ-
ous literature [29, 45]. In essence, the CFIR synthesizes
key determinants from various implementation theo-
ries at a “meta-theoretical” level but does not delineate
the interrelationship among these theories or propose
specific hypotheses regarding the potential interactions
between determinants [46]. The framework consists of
five domains encompassing 48 constructs and 19 sub-
constructs, i.e. determinants, known to influence imple-
mentation effectiveness [29]. Domain 1, Innovation,
focuses on determinants influential to any “idea, practice,
or objective perceived as new” following Rogers’ defini-
tion [47], e.g. the perceived complexity of the innova-
tion. Domain II, Outer Setting, can include multiple levels
and represents the setting in which the inner setting is
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located, e.g. a state, system or region. Domain III, Inner
Setting, focuses on the implementation setting within
the outer setting and may also include multiple levels or
units, e.g. classrooms, practices, or teams. Domain IV,
Individuals, includes a subdomain focusing on the roles
of the individuals, and a subdomain focusing on the char-
acteristics of the individual, e.g. needs, capabilities, and
opportunities. Finally, Domain V, Implementation Pro-
cess, assesses the implementation activities and strategies
used, e.g. the level of planning or tailoring strategies.

In the present study, the Innovation refers to the
15-method, the Outer Setting refers to the Region of
Southern Denmark and the general healthcare system
in Denmark, and the Inner Setting refers to the specific
practices participating in the iTAPP study.

Notably, implementation determinants refer to factors
that may influence implementation success such as pro-
vider attitudes, patient motivation, and organizational
support, whereas implementation outcome measures
refer to measurable indicators of implementation success
such as fidelity scores, adoption rates, and penetration
measures [48, 49] which were not assessed in the present
study.

Data collection

We collected data in two rounds of interviews between
May and December 2023. The first round of interviews
included HCPs from all practices in cluster one, at which
point they had been using the 15-method for approxi-
mately 6-8 weeks. The second round included HCPs
from all practices in cluster two, along with follow-up

Table 1 Overview of interview participants
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interviews with most HCPs from cluster one to be able
to identify potential changes in determinants over time.
By the time of the second interview round, HCPs in clus-
ter two had used the 15-method for 11-13 weeks, while
those in cluster one had been using it for 32—34 weeks.
One practice in cluster one could not participate in the
follow-up due to withdrawal from the iTAPP study (low
staftf resources and lack of time). Additionally, one GP
was unavailable during follow-up so a nurse from the
same practice participated instead (Table 1).

We conducted both group interviews and individual
interviews, both in-person and via video. We used this
varied approach to accommodate HCPs' preferences
(about half preferred video), manage logistical consider-
ations (e.g., conducting interviews in multiple practices
in the Region on the same day), and account for HCPs’
time constraints. PNS conducted the interviews which
lasted 30—60 min and were recorded as audio files for the
in-person interviews and as audio-video files with auto
transcription for the video interviews. The interviews
were semi-structured and guided by the CFIR interview
guide provided at www.cfirguide.org. As recommended
in the CFIR and in other implementation determinant
evaluations [46, 50], we did not include the complete
CFIR interview guide, but focused on questions consid-
ered relevant for our research question. Through group
discussions we chose constructs based on a mix of clini-
cal experience, relevance to our focus on context and the
intervention, implementation research experience, and
information from the feasibility and intervention adap-
tation studies [24, 25] leading up to the iTAPP study.

Practice  Cluster Number Number of par- Number of participating Number of HCP in the Type of interview

number numberin ofinter- ticipatingHCPin  HCP ininterview round two practice participating in the

the iTAPP  views interview round (n=25) iTAPP study / total number of
study (N=17)  one(n=12) HCP in the practice ®

1 10 2 1GP 1 nurse 2/2 Individual. Video.

2 2° 1 - 4 GPs 6/9 Focus group. Video.

3 1 2 1GP 1 GP (re-interview) 1/2 Individual. First in per-
son, second via video.

4 1 1 1 nurse (discontinued) 1/5 Individual. Video.

5 1 2 2 nurses 2 nurses (re-interview), 1 GP 3/6 Focus group. Video.

6 1 2 1 GP, 2 nurses 2 nurses (re-interview) 5/6 Focus group. Firstin
person, second via
video.

7 1 2 2 GPs, 2 nurses 2 GPs (re-interview), 2 nurses ~ 4/4 Focus group. In person.

(re-interview)

8 2 1 - 1 GP, 2 nurses 3/4 Focus group. In person.

9 2 1 - 1GP 1 nurse 8/8 Focus group. In person.

10 2 1 - 1GP 7/8 Individual. In person.

11 2 1 - 2 GPs 3/3 Focus group. Video.

12 2 1 - 2 GPs 4/4 Focus group. Video.

Notes: GP, General practitioner. HCP, Healthcare professional. @ HCP refers to general practitioners, nurses, and social workers participating in the iTAPP study,
excluding secretaries, short-term interns, student workers, and laboratory assistants. ® The practice participated in the feasibility study of the 15-method in Danish
general practice leading up to the iTAPP study and continued as participating practice in the iTAPP study
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Supplementary File 2 features the interview guide. PNS
translated the CFIR interview guide to Danish and dis-
cussed the translated version with SR, ASN, and JS to
ensure correct translation.

To minimize recall bias, we encouraged participants
to narrate their experiences concerning their use of the
15-method and concerning their implementation process
of the 15-method into everyday work [51]. We followed
open-ended questions with prompts or asked the HCPs
to provide examples to ensure adequate level of details
to understand how potential determinants manifested
themselves in the practice. Three research assistants
transcribed the interviews verbatim. PNS checked and
corrected all auto transcribed material for errors.

Cluster one encompassed six practices, one of which
had participated in the feasibility study of the 15-method
prior to the iTAPP study which meant that the HCPs in
this practice had more experience using the 15-method
than personnel in the other five practices. In cluster two,
the pattern was the same, with five practices having no
previous knowledge or experience of the 15-method
before their launch date, and one practice with experi-
ence from the feasibility study.

Data storage

Data were stored on secure serves hosted by the Region
of Southern Denmark at Odense Patient data Explorative
Network (OPEN) [52] in compliance with the European
General Data Protection Regulations.

Data analysis

Coding

We worked in a consensual qualitative research approach
[53, 54], which is commonly used with the CFIR because
its coding scheme is complex and not well suited for
inter-rater reliability testing [50, 55]. PNS conducted all
initial coding to the CFIR determinants and created a
memo for each practice with a short summary of main
findings and reflections from the coding process. An
overall memo was also developed for reflections on com-
mon themes, insights, and findings across practices and
determinants and used for discussions in the research
group. We followed the central components in a consen-
sus-bases approach [53] by: (i) using open-ended ques-
tions in semi-structured interviews; (ii) ensuring multiple
perspectives in the data analysis via team discussions
and written correspondences including case memos and
summaries of ongoing analyses; (iii) ensuring consensus
judgments about the meaning of the data via team dis-
cussions and by making sure all authors agreed on the
final analysis and results; (iv) having an external audi-
tor to oversee or check the process. In this instance, an
external qualitative expert from the research support unit
at Odense University Hospital and Region of Southern

Page 5 of 18

Denmark [52] without affiliation to the project group;
Finally, (v) using cross-oriented analyses, e.g., identify
and compare determinants across practices.

We used a directed content analysis for coding, start-
ing from theory and structured with pre-defined codes,
i.e. the CFIR determinants [56]. We utilized Nvivo 12 for
analysis with a pre-populated template containing CFIR
determinants [57] as coding instrument. We created
codes for each practice and HCP and linked the HCP
codes to their respective practice codes. We adhered to
the CFIR codebook and allowed for coding of data to
more than one determinant [57]. We further allowed
for inductive coding of additional determinants if iden-
tified during analysis as presented in other CFIR-guided
evaluations [56, 58]. Regarding CFIR domain IV, Indi-
viduals, high level leaders referred to the GPs, Implemen-
tation Leads referred to all HCPs, Innovation Deliverers
referred to all HCPs, and Innovation Recipients referred
to patients. Sites did not contain mid-level leaders, for-
mal implementation teams, or “other implementation
support”

All constructs were assessed from the perspective of
the HCPs. This meant that aspects such as patient moti-
vation were evaluated based on the providers’ percep-
tions rather than directly from patients. Additionally,
constructs within Domain V, Process, focused solely on
implementation process as viewed through the lens of
the HCPs.

Rating

We rated the valence (positive or negative) and strength
(-2 to +2) of determinants in Domain I, II, III, and V
across each practice, following Damschroder and Lowery
2013 [50]. Determinants were rated as neutral (0) if they
were mentioned by the interviewees but had no influence
on implementation. Determinants were considered to
have a weak positive or negative valence (-1/+1) if they
were either (i) mentioned in passing or in general terms
without provision of details or concrete examples, (ii)
if they were associated with both positive and negative
comments with an overall positive/negative influence, or
(iii) if the determinant was absent, i.e. not mentioned in
the interviews, but sufficient data supported an indirect
inference about its influence. Determinants with a strong
rating (-2/+2) were explicitly described by interview-
ees, and details or strong statements conveyed key or all
aspects of the determinant. We also included a mixed
rating category (X) following the rating instructions pro-
vided by the CFIR research team [57] for determinants
containing contradictory statements, i.e. both positive
and negative ratings. Specifically for Domain IV, Indi-
viduals, data were analyzed using a matrix with Roles in
rows and Characteristics (need, capability, opportunity,
motivation) in columns following Damschroder et al.
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(2022) [29] and assessed for overall patterns using matrix
query statistics such as word- and case counts and coding
percentages (Supplementary File 3).

We calculated an overall rating of each determinant to
assess the overall valence of each determinant in early
stages of implementation. The rating was the rounded-
off average of ratings across practices, provided that
data from HCPs in at least three different practices were
available. This minimum threshold was set to mitigate
the impact of idiosyncratic responses and to enhance
determinant reflectivity through multiple perspectives,
aligning with similar CFIR-based studies evaluating
determinants of intervention implementation in primary
care [55].

Using a matrix coding query, PNS re-read the coded
material and provided an initial rating for each prac-
tice based on the identified determinants. Blinded to
the practices and the initial ratings, KHV independently
rated practices on a sub-set of the data providing a sec-
ond rating with notes for comparison. The research team
then discussed disagreements in coding and ratings until
consensus was reached.

Results

We had insufficient data for an overall rating of eight
determinants, seven of which contained data that
emerged during analysis and were coded inductively,
i.e., were not part of our interview guide and selected
determinants of focus. Table 2 presents the overall and
the practice-specific ratings for determinants in Domain
L, 1L, ITI, and V. Supplementary File 3 provides verbatim
examples and rationales for the overall ratings along with
matrix coding statistics regarding Domain IV. The find-
ings below highlight HCPs” perceptions on the determi-
nants influencing implementation. All participating GPs
held managerial positions in their respective practices.

Barriers to implementing the 15-method

Local attitudes (outer setting domain)

Sociocultural values and beliefs regarding “normal” alco-
hol consumption influenced how easy HCPs found it to
ask about alcohol habits. This determinant was closely
tied to the perceived Innovation Complexity, Engaging
Innovation Recipients and patients’ motivation and needs
(Domain IV):

‘I mean it’s difficult to talk about (alcohol). They (the
patients) find it culturally completely acceptable. And we
have a lot going on in a consultation. It matters for sure —
where peoples’ general mindset is” (HCP 27).

Local conditions (outer setting domain)

This determinant contained little data. HCPs from three
practices expressed negative statements regarding the
current regional and national set-up for treatment of
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alcohol problems in general practice, also presented in
Incentive Systems. Statements included lack of economic
compensation to GPs for treating alcohol problems, lack
of local specialized treatment facilities, and negative per-
ception regarding the general tempo and busyness of
Danish general practice:

To be honest, I don’t know what will happen in gen-
eral practice — In general, not just here — If things
keep being so busy. I don’t see how we are supposed
to fit anything else in ... My colleagues are down to
ten-minute consultations. You can barely get the
patient through the door and get their blood work
done before the time is up” (HCP 10) / “There is defi-
nitely a need. The Regions (regional healthcare sys-
tem) should prioritize this gray-zone of patients with
moderate alcohol problems ... Targeting this patient
group makes sense and I can see how some patients
don’t want to go to specialized addiction treatment
facilities. They don’t see themselves going there. But
we lack dedicated time for them... (HCP 7).

Partnership and connections (outer setting domain)

This determinant assesses how well the practices are
networked with their outer setting, e.g. referrals, organi-
zations and other external entities. The determinant con-
tained little data. HCPs from three practices expressed a
low degree of connection to external networks and refer-
ral options. The HCPs perceived their number of options
in their municipality to be low or unknown, while logis-
tical and patient-related barriers seemed to increase the
Tension for Change:

I sometimes have patients who take up a lot of
resources, and I want to help them, so I make time
for them. I know I can refer them to the specialized
treatment facility but it’s just too far for us out here.
And the municipality — it’s hard to figure out what
they actually offer (for this patient group) so I fig-
ured it would be nice if I could do something extra,
to get some additional tools myself and maybe do
something about it myself” (HCP 9) / “We already
get most of our referrals (to other specialists) rejected
and there is going to be a big fight for our resources
(in general practice). (HCP 7).

Structural characteristics (inner setting domain)

We found two sub-determinants related to Structural
characteristics in the inner setting that were identified as
barriers:
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Table 2 (continued)

Practice number

Name

11 12

10

1

Overall determinant rating

Reflecting & Evaluating

Implementation
Innovation

+1 +1

+2

+1

+2

Mixed

+1

+1

+1

+1

+1

+1

+1

Adapting

The table presents determinants with available data from >3 practices. *Not included in interview guide but included during analysis. M, missing. X, mixed positive and negative statement valence. Strength of valence

rages from -2 to +2. 'Relates to the “thing” being implemented, i.e. the 15-method. ? The setting in which the Inner Setting exists. In this case, the Region of Southern Denmark and Danish primary health care sector in which
the practices exist. 3The setting in which the innovation is implemented, i.e. the individual practices. “The actions and/or strategies applied to use and/or implement the innovation, e.g. the degree to which the healthcare

professionals teamed up (determinant “teaming”) to coordinate and collaborate on interdependent tasks to implement the innovation. # Determinant exist regardless of the innovation or the implementation/delivery

thereof, the determinant is inherent in the Inner Setting. ® Determinant is specific to the implementation and/or delivery of the innovation

(2025) 20:43
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Information technology-infrastructure (structural
characteristics, inner setting domain)

The practices’ IT systems differed which meant that the
HCPs had different opportunities for using their IT sys-
tem to support their daily work, e.g. the use of statistics
and ease of data retrieval from the system. Regarding
digital solutions and technology infrastructure, our data
suggested that the HCPs wanted more digital solutions
for the 15-method, e.g. a digital version of the AUDIT,
and were motivated by for example statistics and visual
representations of their progress using the method.

Work infrastructure (structural characteristics, inner setting
domain)

This determinant includes organization of tasks, respon-
sibilities between HCPs, staff availability, workload,
and time availability. Time and staff were the most fre-
quent barriers within this determinant. HCPs frequently
cited lack of time in their everyday work as a barrier to
implementation. Specifically, they reported insufficient
time for implementation efforts such as maintaining
the new practice, reflecting on, or organizing the work.
Busy schedules and long waiting times were frequently
brought up as barriers to making time for implementa-
tion efforts:

... It’s just way too busy here. Both of my colleagues
quit, and I just can’t keep up. So I haven’t handed
out anything other than one of those flyers... I think
its a shame... It’s just too busy, we have way too
much to do because we are understaffed (HCP 10) /.
... from a resource point of view, we have not been
able to make time in our schedule for supervision.
Right now we have up to eight weeks waiting time for
our patients... we sometimes have to schedule things
in late afternoon in our overtime... logistically it's
very difficult (HCP 26).

Planning (implementation process domain)

This determinant focuses on identifying roles, responsi-
bilities, and defining goals, measures and milestones for
implementation. It had an overall negative mixed score.
No HCPs defined goals or measures for implementa-
tion success. HCPs in two practices presented clear roles
and responsibilities for the delivery of the intervention,
while the HCPs in the remaining practices either had no
explicit plans, lacked clear responsibilities, or had not
communicated among staff groups how to use the inter-
vention in their practice. This determinant was related to
the Communication in the practice; less frequent or inef-
ficient communication seemed to be associated with a
lower degree of planning, and vice versa.
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Facilitators for implementing the 15-method

Innovation evidence-base (innovation domain)

HCPs perceived training in the 15-method and the
method’s material to be credible and based on trustwor-
thy evidence. Some HCPs became more aware of phar-
macological treatment options through training in the
15-method, and others found the evidence concerning
symptom-based screening to facilitate their use of the
method.

After listening to your session on pharmacological
treatment, I thought a lot about it, because we had
a number of patients who were on Disulfiram. After
seeing the data you showed us I started a patient on
Campral instead, while having your session in the
back of my mind (HCP 24).

Innovation relative advantage (Innovation Domain)

This determinant evaluates the degree to which HCPs
perceive the 15-method to be better than other avail-
able innovations or current practice. We found that the
HCPs were positive towards the 15-method, highlighting
its structured approach and support in discussing alco-
hol with tangible and structured next steps. Some HCPs
struggled to find the time to use the method in a busy
consultation, which tied this determinant closely to Work
Infrastructure (described below).

I think it’s great that we now have a tool to help us
go more in depth. I am still surprised at how many
drink more than they are allowed. But now it’s
something we can get a hold of and ask “would you
like to talk about this?” before, I would just have said
You can’t drink that much; you should stay below
the national recommendations’ (HCP21).

Innovation adaptability (innovation domain)

This determinant assesses the degree to which the
15-method could be modified or refined to fit the con-
text. Most of the HCPs found that the mix-and-match
structure and the possibility for interdisciplinary work
with 15-method made implementation easier. HCPs in
several practices had ideas for tailoring the method to
their specific practice e.g., who in the practice could con-
duct screening and how to make sure patients had flex-
ible follow-ups.

Communications (inner setting domain)

This Inner Setting determinant assesses the degree of
information sharing within the practice. It had a mixed
but overall facilitating influence. Practices with a high
degree of formal and informal communication used the
intervention more and the staff expressed higher levels of
comfort using the 15-method. In practices with positive
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ratings, HCPs were more likely to have adjusted their
strategies for implementing the 15-method, and were
more likely to reflect on their progress, as illustrated in
the following example:

We have an ongoing evaluation, and I think it is pos-
sible because we are a small clinic. We have a thirty-
minute coffee break every morning and we always
eat lunch together. That makes time for us to talk
about even the smallest things, and we usually dis-
cuss professional topics. On top of that we have our
scheduled staff meetings every four weeks to keep us
ahead in our planning. (HCP 1).

In practices with sparse communication, the scores in
the determinants Planning and Reflection and Evalu-
ation were lower, and staff were more likely to find the
15-method complex and less compatible to their work.
As one HCP said on communication in their practice
regarding planning and reflection:

Everyone just started on their own and tried to use it
(the 15-method) the best they could. I think we might
have brought it up once or twice but what we actu-
ally discussed... well... I think it was just randomly
brought up during lunch one day. (HCP 11).

Culture (inner setting domain)

This determinant assesses the degree to which there
are shared values, beliefs, and norms around “car-
ing, supporting, and addressing the needs and wel-
fare of recipients/deliverers” or around “psychological
safety, continual improvement, and using data to inform
practice” [57]. The determinant contains four sub-
determinants, three of which we found to facilitate
implementation.

Recipient-Centeredness (culture, inner setting
domain) HCPs in practices with higher recipient-cen-
teredness, were more flexible in their approach to using
the elements of the 15-method and to accommodate for
their patients’ resources, needs, or motivation. The fol-
lowing example illustrates how a GP used the 15-method
as an adaptable approach, to ensure a patient-centered
progress:

He (the patient) drinks less now, he feels better, and
when I ask him what his goals are he is like ‘well, if
you tell me it's unhealthy to drink that much I'll try
to reduce my intake, and that’s what we’re working
towards right now. But I'm really trying to make
his motivation carry this forward - that’s sort of the
point right. I'm not supposed to sit here and pretend
to be clever (HCP 7).
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Deliverer-centeredness (culture, inner setting
domain) This had a mixed but overall positive rating.
We found that this determinant was closely tied to Com-
munications and Work Infrastructure, as staff in practices
with lower deliverer-centeredness generally had a percep-
tion of low resources and/or less communication in their
practice. As one staff member stated it in a practice with a
culture of high deliverer-centeredness:

Us nurses are always the ones writing up our new
checklists and such in our patient filing system.
It takes a lot of time, but we always have the free-
dom to just make the time in our schedule. It might
take a couple of hours but it’s never a problem. If we
aren’t finished by that time, we just schedule another
timeslot. He (the practice owner) knows we need
the time, and he knows one needs the time to make
something happen (HCPI5).

Learning-centeredness (culture, inner setting
domain) HCPs in three practices stated that learning
and getting better at something had influenced their deci-
sion to participate in the iTAPP project. HCPs in two
practices also stated that they prioritized participating in
projects, such as the iTAPP study, to be able to contribute
to research in addition to their own learning.

The fourth sub-determinant within Culture, human
equality-centeredness, was not included in our interview
guide and did not include any data.

Tension for change (inner setting domain)

This determinant assesses the degree to which the cur-
rent situation is (in)tolerable and needs to change. It var-
ied between HCPs as to what they perceived needed to
change. One common perspective was that the way in
which alcohol was addressed in the practice could be bet-
ter, both in terms of focus, approach, and priority. Some
HCPs felt that the stigma surrounding alcohol needed to
be addressed, as it posed a barrier for both providers and
patients. This stigma hindered HCPs from delivering care
to the best of their abilities and limited open conversa-
tions with patients. Another general perspective was that
treatment of alcohol problems was fragmented between
sectors and the HCPs would need a concrete way to go
about treatment in their practice e.g., specific treatment
material as in the 15-method. Several HCPs also pointed
to the fact that they had a hard time referring their
patients to specialized treatment facilities since many of
the treatment facilities were located far away from the
general practice. These tensions helped facilitate imple-
mentation of the 15-method because the HCPs wanted
options and tools different from their current situation as
illustrated in the following:
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... when we saw your project, I thought ‘that’s a topic
I don'’t discuss enough with my patients’ and it is
exactly that - the barriers surrounding alcohol. Are
those barriers with me or the patients... We as GPs
have a responsibility to ask about such things, it’s an
aspect of overall health and I got curious whether
we could get some new tools or routines to get better
at it” (HCP2) / “It would be great if we can keep it
going and learn something from this project, because
the nearest treatment facility is far away and many
of our patients don’t even have a car and driving to
alcohol treatment - well that’s in many cases just a
bad idea. We need something closer. (HCP 26).

Compatibility (inner setting domain)

This determinant assesses to what degree the HCPs per-
ceive the 15-method to fit with their workflows, systems,
and processes. This was closely tied to Relative Priority
and Innovation Complexity, as HCPs who perceived the
15-method to be too complex found the method to have
low compatibility with their work and were less likely to
prioritize resources for implementing the 15-method.
However, most of the HCPs found the 15-method com-
patible, as illustrated in the following statements:

We have incorporated it (the 15-method) into many
of our daily routines and conversations regard-
ing alcohol. I don’t think it takes up extra time any
longer” (HCP 2). / “I have always asked about life-
style factors and now when I think ‘well in this case
there might be something more’ I have this (the
15-method) to use, right? (HCP 9).

Access to knowledge and information (inner setting domain)
This determinant assesses the degree to which the HCPs
felt they had sufficient training and guidance to imple-
ment the 15-method, and to what degree they felt com-
fortable using the project website and material. The
determinant had a positive but mixed score. Most of the
HCPs were positive or neutral as to whether they felt
training in the 15-method had been adequate for them
to use the intervention and whether they felt comfortable
with where to find material and support. HCPs from two
practices stated that they found their staff needed longer
training sessions and more hands-on training to be com-
fortable delivering the intervention:

I think I can apply it (the 15-method), I just took
what 1 found available... 1 don’t know my way
around all the material yet, but I use what I know
and when [ feel like it, I add some more” (HCP 22).
/ “I have visited the website a couple of times to peek
around. Just to get comfortable with it and know
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where to look if I want to print something during a
consultation (HCP 17).

Teaming (implementation process domain)

This determinant concerns the degree to which HCPs
team up, coordinate, and collaborate to implement the
15-method. This was closely tied to the degree of formal
and informal communication in the practice, and the
degree to which task responsibilities were clear. In prac-
tices with a high degree of teaming, the leadership was
clear in delegation of tasks, and staff had time to coordi-
nate and discuss implementation of the 15-method.

Assessing Needs - innovation recipients (implementation
process domain)

This determinant focuses on the degree to which the
HCPs assessed the priorities, needs, and preferences of
their patients and included data from five practices. In
all five, the HCPs expressed an inherent patient-centered
approach. The HCPs were attuned to listening to patient
priorities, preferences, and needs. Assessing recipient
needs was closely tied to the determinant Compatibility
and patient motivation and needs as the HCPs found it
challenging to use the 15-method’s material or “getting
to” questions on alcohol habits if the patient had specific
priorities or preferences to the content of the consulta-
tion different from the topic of alcohol habits. Assessing
patients’ needs facilitated implementation as it entailed
the HCP and patient worked together on the patient’s
needs, including elements from the 15-method when rel-
evant, which also enhanced the perceived compatibility
of the 15-method.

Assessing context (implementation process domain)

Similar to assessing needs, this determinant assesses the
degree to which HCPs collect information about their
context to identify and address facilitators and barri-
ers for implementation. This determinant had a posi-
tive mixed rating and was tied to the determinant Local
Attitudes regarding barriers for addressing alcohol. The
HCPs were generally good at identifying barriers and
facilitators in their context to implement and deliver the
15-method. The barriers were predominantly related to
alcohol culture, stigma, and fear of damaging the patient-
provider relationship:

If the patients get a question on alcohol a lot, they
learn that, just like tobacco, it’s just part of the con-
versation and we ask them. That might help, but
right now we have to be careful. The change has to
occur out there, in the real world outside our walls.
It’s definitely a challenge for us, because it demands
that the patients accept that there is a problem...
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but right now it is socially acceptable, and we can’t
change that. It takes time. (HCP 4).

Adapting (implementation process domain)

The HCPs were attentive to how the 15-method could be
adapted or modified to fit their practice, patients, or work
infrastructure. HCPs in practices with a neutral rating
had considered how possible modifications might occur
or envisioned future use of the intervention.

Determinants with neutral influence on implementing the
15-method

Tailoring strategies (Implementation process Domain)

This determinant assesses the degree to which HCPs
selected or conducted strategies to address barriers, fit
their context or use facilitators to their advantage. No
HCPs had made an explicit implementation plan or strat-
egy at the time of data collection. HCPs in four practices
had either made or considered taking small measures to
facilitate easier application of the 15-method’s material
and support conversations on alcohol, e.g. where to place
the material for ease of use and incorporate phrases and
communication tips into their IT patient filing system.

Reflecting and evaluating - innovation (implementation
process domain)

The rating refers to whether and to what degree the
HCPs reflected on and discussed the effectiveness of the
15-method. This determinant was neutral, and the HCPs
had made no formal data collection on this matter. Over-
all, the HCPs had reflected little on their perceived suc-
cess of the 15-method prior to the interviews and had
only to a limited degree discussed the success of the
method.

Determinants with mixed influence on implementing the
15-method

Recipient needs and motivation vs. deliverer opportunities
and capatbilities (individuals domain)

The tension between patient needs and motivation and
HCPs’ opportunities and capabilities in delivering the
15-method played a key role in all interviews. HCPs’ gen-
erally perceived patient motivation for discussing alcohol
as low. Additionally, patients often prioritized addressing
immediate concerns over long-term risks and the interac-
tion was further complicated by variations in HCPs’ self-
perceived capability in delivering the 15-method. While
most HCPs were motivated and capable, they found it
challenging to navigate a sensitive topic within time con-
straints especially when they perceived patient motiva-
tion to be low or perceived the intervention to not meet
the patient’s current needs for the specific consultation.
Barriers such as stigma, fear of offending the patient, or
difficulty assessing patient readiness, could lead HCPs to
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feel underprepared or in need of further training. Con-
trary, a positive synergy occurred when patient needs
and motivation were high, whether due to a clear recog-
nition of the problem, symptom connection, or interest
in related treatments (e.g., weight loss medication), and
when HCPs’ capabilities aligned with those needs. HCPs
opportunities to deliver the 15-method were influenced
by determinants such as structural characteristics, inno-
vation relative priority, and assessing the needs of the
intervention deliverers. The following three quotes illus-
trate contrasting perspectives on HCPs’ own capabili-
ties and opportunities to deliver the 15-method. While
some felt confident even when having limited opportu-
nities to deliver the intervention, others felt constrained
by either their own abilities or their opportunities. Low
patient motivation further complicated this dynamic and
affected some HCPs more than others:

I don’t have to sit here and convince (the patient). I
don’t have to fight either. The patient is here out of
his own will, and by being a catalyst I can help the
process along” (HCP 7) / “I think we experience more
and more how much of a taboo it (alcohol) really is.
People may see that they drink too much, but then
say, ‘and that’s not a problem for me” and then the
next step, to say that it might be a problem - to
convince them, I find that really difficult... Perhaps
we are just not skilled enough” (HCP14) / “We can
talk about it, but we can’t shift the agenda enough
to motivate the patient. They often have a need for
treatment, but they don’t have any motivation for
treatment. It just doesn’t move (them) enough — they
might say they’ll think about reducing their drinking,
but I can’t get anyone into anything concrete regard-
ing the 15-method. They slip away from us (HCP
16).

Innovation complexity (innovation domain)

This determinant assesses how complex the HCPs per-
ceived the intervention to be and it is reverse-rated, i.e.
a negative rating indicates more complexity. Most of the
HCPs found the steps in the 15-method to be simple and
the structure easy to understand. They did, however, also
find the material to be too extensive and occasionally too
complicated. The most prominent factors related to the
perceived innovation complexity were HCPs opportu-
nities to deliver the intervention (e.g., time constraints)
and patient needs and motivation to talk about alcohol or
change alcohol habits. The HCPs who found the method
more complex relative to their peers, found the method’s
“fixed” structure unsuited for the complexity of a messy
consultation, found it difficult to determine what mate-
rial to use when, and how to use the method when facing
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low patient motivation. The following quotes illustrate
the mixed perception of the 15-method’s complexity:

The tools are fine, but the biggest challenge for me
is time. With the 15 minutes I have for a full yearly
check-up, I mean - there is so much other stuff... The
challenge is that the patient comes here because of
something else... the patient has to find it relevant
to fill out an AUDIT questionnaire” (HCP 25) / “It’s
great. I just took what made sense to me... I have
worked with motivational interviewing before, and I
am always trying to stay curious. I think I will use it
(the 15-method) more and more along the way (HCP
29).

Innovation design (innovation domain)

This determinant concerns how well the innovation
is designed, packaged, assembled, bundled, and pre-
sented. Some HCPs found the material and design of the
15-method to be fun and engaging, also for their patients,
while some HCPs found the layout of the patient mate-
rial to be unserious. Generally, the HCPs stated that the
patient material was overly complex and/or excessively
extensive. “Icebreakers” such as posters, mugs, and bot-
tles, were received positively and neutrally. Not all prac-
tices used these items. The following quotes illustrate the
mixed perceptions of the material among HCPs:

It can be a sensitive topic and if one chooses to do
something about their alcohol habits the material
has to be serious as well... The illustrations and
drawings - we just thought... you know, they’re silly
or not serious, in some way. (HCP 2) / “Did you see
we put the posters up? And the bottles are great...
and we have the flyers lying around in the waiting
room and you can just see how they (the patients)
are fiddling with them and reading them. (HCP 21).

Innovation cost (innovation domain)

This determinant assesses the degree to which operating
costs and purchase of the intervention are affordable, but
as HCPs were compensated for their time spent in the
iTAPP study, they had no explicit monetary operating
cost. Some HCPs worried that they, beyond the scope of
the iTAPP study, could generate more “alcohol-related”
consultations in their practice for which they would not
be compensated. Other HCPs did not share this view and
saw “alcohol treatment” as within the scope of their work,
why this determinant had a mixed rating. This aspect is
elaborated in Inventive Systems below.

Relative priority (inner setting domain)
This determinant assesses how important the HCPs
find the implementation and delivery of the 15-method
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compared to other initiatives. We found that this was tied
to how compatible the HCPs considered the method to
be (Compatibility), how complex they viewed the inter-
vention to be (Intervention Complexity), and how many
available resources they had to implement the interven-
tion (Work Infrastructure). Low resources regarding time
and staff lowered the relative priority, while shared moti-
vation or focus regarding alcohol issues in the practice
increased priority. As one GP expressed the many aspects
of making something a priority:

We don’t have any other major projects going on
right now, but we are challenged due to high levels of
sick leave among our staff at the moment... I mean,
it's no excuse, I guess that’s just how it always is...
This (addressing alcohol) is something I get excited
about, but it’s difficult - we all think it’s relevant, it's
just hard to figure out how we can fit it in and keep
it going (HCP 24).

Incentive systems (inner setting domain)

This determinant assesses how different incentives
affected the implementation of the 15-method. Data from
five practices indicated that the HCPs who were incen-
tivized to deliver the intervention had personal interest
in the topic or stated that they believed the intervention
could improve the treatment of their patients. No HCP
perceived the economic compensation for participating
in the iTAPP project as a reward or incentive to imple-
ment the 15-method. A few HCPs stated that they were
disincentivized to continue the 15-method interven-
tion after the iTAPP project due to the current national
economic structure for treating alcohol related issues in
general practice which does not include separate reim-
bursement to the GPs for treating alcohol specific issues:

I hear many stories from our patients. They (alco-
hol problems) are present in almost any family...
But patients with addictions are in a group that
some people just distance themselves from... some-
one needs to be the front-runners. I want to support
this (project)” (HCP 1). / “I can imagine it (money)
could be a problem; if we for instance treat a patient
with diabetes who also has an alcohol problem — we
would not get paid (for treating the alcohol prob-
lem). So it will become a problem if we are going to
have many extra consultations because we are not
getting paid to do alcohol treatment (HCP 15).

Assessing needs - innovation deliverers (implementation
process domain)

The degree to which GPs in managerial positions com-
municated with their staff and collected information on
the needs of the innovation deliverers varied significantly
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between practices. In some instances, HCPs, including
managerial GPs, had shared responsibilities regarding
the delivery of the intervention which entailed collective
reflection on their priorities and thus a high degree of
teaming. HCPs in practices with a negative score stated
that their needs and preferences were not heard and/or
questioned the backing and support from their managers.

Engaging (implementation process domain)

This determinant holds two sub-determinants assessing
(i) the degree to which HCPs encourage other staff mem-
bers (deliverers) to implement the 15-method, and (ii) the
degree to which HCPs attract patients (recipients) to use
the 15-method.

Innovation deliverers (engaging, implementation pro-
cess domain) Practices with frequent informal commu-
nication on implementation efforts were more likely to
engage the intervention deliverers (HCPs) as their com-
munication facilitated ongoing adjustments and kept the
team engaged in trying out or using the intervention.
A common aspect among practices with low deliverer
engagement was a lack of specified time to work through,
supervise, and plan how to use the intervention in their
practice, which relates to Relative Priority, Communica-
tion, and Work Infrastructure.

Innovation recipients (engaging, implementation pro-
cess domain) We focused this determinant on the HCPs’
perception of their patients’ level of engagement and use
of the 15-method material. Overall, the HCPs stated that
they had difficulties engaging their patients in using the
15-method’s material and moving from screening to treat-
ment (from step 1 to step 2 and/or 3). The HCPs related
this challenge to the existing alcohol culture in Denmark
as well as to stigma around alcohol problems. Engage-
ment of recipients was further influenced by the HCPs’
(self-perceived) communicative skills, comfort level with
addressing alcohol problems, available time in the con-
sultation (Work Infrastructure and Opportunity), and
the challenge of engaging the patients in a conversation
on alcohol if the patient had a different agenda, different
needs, or low motivation.

Doing (implementation process domain)

This determinant assesses the degree to which the HCPs
implemented or tested the 15-method in small steps or
cycles to optimize delivery. We found great variation
in the degree to which HCPs had tested and tried the
15-method material and its integration into their daily
routines. Responses varied from no use of the material or
method at all, to high degrees of structure, planning, and
trial cycles of material and staff involvement to provide
internal feedback in the practice. The following quotes
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present first a response from a practice with a high
degree of Doing and a second with low degree:

In the beginning we used it (AUDIT screening) in
every cardio-vascular control. We now use it in
COPD (chronic obstructive pulmonary disease), dia-
betes, and osteoporosis controls as well... My nurse
handles some of the yearly controls. If she is the one
doing the screening, she is also the one doing the fol-
low up consultation. Previously, I did all the yearly
controls, but we thought it more natural for her to do
the follow-ups and take some of these conversations.
I mean, we're currently testing it” (HCP 2) / ‘I think
I'm more aware of alcohol related problems now, but
I haven't really had a patient who I thought might
have a problem... I think I have handed one (AUDIT
questionnaire) out, and I think the patient was to be
scheduled for a follow-up with our GB but I haven’t
heard anything (HCP 25).

Reflecting and evaluating - implementation (implementation
process domain)

This determinant assesses the degree to which HCPs
collected and discussed information about the prog-
ress of the implementation. HCPs in practices with high
frequent informal and formal communication (Com-
munication) were more likely to discuss and reflect on
the implementation process in their practice. HCPs in
practices with a negative score had little or no ongoing
evaluation or communication concerning their imple-
mentation process, had no actual ongoing implementa-
tion efforts, or stated that they had not had the time to
make such plans or evaluate the process.

Discussion

The present study aimed to assess healthcare profession-
als’ perceptions of determinants for early-stage imple-
mentation of the 15-method in Danish general practice
and to classify these determinants using the Consolidated
Framework for Implementation Research (CFIR).

From the HCPs’ perspective, the most important bar-
rier was the tension between patient needs and motiva-
tion and provider opportunities to use the 15-method,
complicated by HCP’s self-perceived capabilities. Being
short on time, perceiving a low patient motivation, or
feeling inadequately equipped to discuss alcohol in depth
all hindered HCPs’ use and increased the perceived com-
plexity of the 15-method. Further, implementation was
hindered by low attention to staff members’ needs related
to delivering the intervention, emphasizing the need for
adequate opportunities to deliver an intervention [49,
59].

HCPs identified several factors that facilitated the
implementation of the 15-method in general practice.
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The method’s adaptability and compatibility with exist-
ing practices, coupled with its strong evidence base, and
relative advantage over current practices, including easy
access to knowledge and information, facilitated imple-
mentation. Further, effective communication within
practices, a perceived tension for change, and a practice
culture that emphasized learning while prioritizing staff
and patient needs supported implementation.

Nearly one-third of the identified determinants had
mixed ratings, highlighting the complexity of implement-
ing an intervention across 21 different practices which
may differ in many contextual aspects [60]. What we
identified as a facilitating determinant in one practice
could act as barrier in another (Table 2), underscoring
the significant influence of local context. On example is
the degree to which the HCPs accepted the “new behav-
ior” of the 15-method [61]. The acceptance of change
in a team or workplace is dependent on the culture and
leadership. Leaders are often considered important “cul-
ture creators” because of their power to influence group
members with their norms and values, but culture also
influences who is recognized as leader [62]. We found
that the leaders of implementation for this “new behav-
ior” were not necessarily the GPs. Instead, nurses some-
times functioned as implementation champions for the
method. Implementation champions are individuals who
are internal to the implementation setting and commit-
ted to implementing a change, often without formal com-
pensation, and can help drive implementation through
diverse challenges such as low stakeholder engagement
by persistence or their strength of conviction in the inter-
vention [63]. The use of implementation champions is a
commonly recognized approach when designing imple-
mentation strategies [50], albeit not a planned aspect of
the iTAPP study.

HCPs found the 15-method more complex when faced
with communicative challenges, such as fear of stigma-
tizing the patient, particularly under time constraints, or
when the patient’s agenda was different from that of dis-
cussing potential alcohol-related issues. This perception
among HCPs was exacerbated by perceived low patient
motivation. While most HCPs stated that they screened
more patients for alcohol problems and were more atten-
tive to possible alcohol-related problems, they also stated
that they had very few patients who wished to engage
in further treatment or in follow-up consultations. The
initial screening questions on alcohol were considered
feasible, as most of the HCPs felt comfortable asking
routine questions. However, the subsequent steps of the
method appeared to be more challenging as the HCPs
tried to engage patients in follow-ups or elaborate on
the situation. Similar findings of higher screening rates
but restricted treatment engagement have been seen in
other implementation intervention studies for alcohol
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treatment in primary care [64] and this combination of
high screening and low treatment engagement is a com-
mon challenge in alcohol use disorder treatment [65]. It
is worth noting that the 15-method in a general practice
context with non-alcohol-treatment seeking patients
could be considered both a prevention program and a
treatment intervention. The overall public health may
benefit from higher rates of screening and brief advice
[4], but the HCPs” perception of the intervention may
change, e.g. seen as more complex or less useful [47], if
the HCPs expect the intervention to be a treatment inter-
vention and experience that few patients return. This
could yield lower HCPs acceptance of the 15-method
[66] which can negatively influence intervention fidel-
ity, adoption, and sustainability [11, 67]. Thus, in a gen-
eral practice context it may be beneficial to consider the
15-method to be two interventions in one: asking about
alcohol, i.e. screening, which HCPs are generally com-
fortable with [68], and discussing and treating alcohol
problems, which may require more training, skills, and
resources than screening alone [16, 69].

Regarding financial incentives, the HCPs received
compensation for their participation in both the iTAPP
study and the present study. Notably, Danish GPs are not
specifically compensated for addressing alcohol-related
issues at the time of the present study. We identified two
determinants influenced by the economic aspects of cur-
rent national and regional GP compensation structures:
Innovation Cost (mixed rating) and Local Conditions
(-1). As this evaluation occurred within the context of
the iTAPP study, the financial incentive structure for the
delivery of alcohol treatment did not reflect real-world
conditions. Although the participants generally perceived
the financial incentive to be of little influence, some
HCPs did raise concern that neglect of such incentives
could negatively affect future large-scale implementation
efforts of the 15-method.

The present study provides an assessment of determi-
nants for early-stage implementation based on health-
care professionals’ perceptions while actively using the
intervention. These insights are critical for anticipat-
ing potential implementation challenges and inform-
ing future strategy development. However, given the
absence of formal implementation outcome measures in
this study, these findings should be interpreted as gener-
ating hypotheses for future evaluation. For instance, the
tension between low patient motivation and low pro-
vider opportunity to deliver the intervention suggests
that monitoring fidelity and adoption rates in later trials
will be important for understanding the actual impact of
this determinant [70, 71]. Whether the identified deter-
minants align with and to what degree they influence
actual implementation outcomes and intervention effec-
tiveness in the iTAPP study is the subject for planned
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studies, ultimately helping to inform future tailored and
theory-based implementation strategies [67, 72]. The
variation in determinants across the practices indicate
that a one-size-fits-all-strategy for implementing the
15-method in Danish general practice would likely be
inefficient compared to a more comprehensive, multifac-
eted strategy [73, 74]. The Expert Recommendations for
Implementing Change (ERIC) project [75, 76] identified
73 implementation strategies, making it possible to select
evidence-based strategies that can be aligned with iden-
tified barriers although the process of matching specific
determinants to appropriate strategies can be quite chal-
lenging [77]. Future efforts to implement the 15-method
may benefit from exploring what implementation strat-
egies according to the ERIC compilation might be most
relevant for facilitating the implementation. It may also
be beneficial to guide the implementation by developing
a process and/or logic model, clearly specifying imple-
mentation outcomes to monitor and evaluate the prog-
ress effectively [28, 78, 79]. Potentially relevant strategies
from the ERIC compilation to address barriers and mixed
determinants identified within CFIR Domain I, II, III
and V in this study are provided in Supplementary File 4
while we recognize the need for robust quantitative mea-
sures of implementation outcomes and their correlation
to the identified determinants before specific strategies
can be proposed [50, 80]. Notably, the ERIC tool does
not map to the updated CFIR regarding Individual Char-
acteristics (Domain IV) which played a key role in our
study. Thus, future strategies should also consider how to
improve HCPs capabilities (such as through training) and
opportunities to deliver the 15-method, drawing from
established theories of behavior change and implemen-
tation such as the COM-B model or other role-specific
theories and implementation frameworks.

The present study has important limitations. First, as
the MRC guidance on process evaluation states, work-
ing with intervention stakeholders can be challenging as
to whether the researchers should communicate emerg-
ing findings to provide feedback and help correct imple-
mentation problems or challenges, or merely be passive
observers [28]. A more active role is generally found in
feasibility testing, whereas effectiveness evaluation is
preferably conducted without interference from the
researcher, as this might compromise the external valid-
ity of the evaluation. In the present study, the evaluators
(PNS, KHV) were also part of the iTAPP research team.
This requires the evaluators to choose between mul-
tiple possible roles during different stages of the proj-
ect. However, being on the “inside” during evaluation
offers distinct advantages. An internal evaluator pos-
sesses in-depth contextual knowledge, understanding
both the environment and the intervention in detail. This
allows for a more nuanced, context-specific evaluation,
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capturing subtleties that might be overlooked by exter-
nal evaluators [81]. Additionally, we aimed to include
a minimum of one GP and one nurse in each practice
to provide multi-disciplinary perspectives. In four of
the twelve practices, we did not manage to include the
nurses’ perspective and in one practice no GP was inter-
viewed. This happened due to logistical constraints in the
practices as interviews were conducted during opening
hours and a minority of practices were unable to free up
staff from patient consultations. This entails that most
participants were GPs (17 of 28) who represented both
an intervention deliverer and a managerial perspective.
Lastly, we focused solely on HCP’s perceptions of deter-
minants, including aspects such as implementation pro-
cess in their own practices and patient motivation. Future
planned studies will address implementation evaluation
from the perspective of the iTAPP research team and
evaluation from the patients’ perspective.

Conclusion

Healthcare professionals identified several determinants
facilitating early-stage implementation of the 15-method
in Danish general practice, indicating that implementa-
tion of the method is possible. From the healthcare pro-
fessionals’ perspective, the main challenge was balancing
patient motivation with their own opportunities and
capability to deliver the intervention. The findings sug-
gest that a multifaceted implementation strategy may
be necessary to address the variations in context and
resources across different practices.

Abbreviations
SBIRT Screening, Brief Intervention, and Referral to Treatment
HCP Healthcare Professional

AUDIT  Alcohol Use Disorder Identification Test

iTAPP Identification and Treatment of Alcohol Problems in Primary Care
MRC Medical Research Council

CFIR Consolidated Framework for Implementation Research

GP General Practitioner

ALAT Alanin-Amino Tranferase

GGT Gamma-Glutamyl Transferase

ICD-10  International Classification of Diseases 10th revision

OPEN Odense Patient data Explorative Network

ERIC Expert Recommendations for Implementing Change

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/513722-025-00571-0.

Supplementary Material 1
Supplementary Material 2
Supplementary Material 3

Supplementary Material 4

Acknowledgements
We thank the healthcare professionals who participated in this study and
Odense Patient data Explorative Network (OPEN) for collaboration, data

Page 16 of 18

storage, and data management. We also thank TrygFonden for funding the
project and Lene Bjerregaard for overseeing the analyses.

Author contributions

Author eligibility adheres to Vancouver recommendations. PNS: Funding
acquisition, study conceptualization, study planning and design, recruitment,
interviews, data analyzes, drafting of manuscript and tables. JS: Funding
acquisition, study conceptualization, study planning and design, editing of
manuscript. SR: Study conceptualization, study planning and design, editing
of manuscript. KHV: Recruitment, data analyses, editing of manuscript PN:
Study conceptualization, methods advisor, editing of manuscript. ASN:
Funding acquisition, study conceptualization, study planning and design,
editing of manuscript.

Funding
Open access funding provided by University of Southern Denmark

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate

The iTAPP study is approved by the Research Ethics Committee at The
University of Southern Denmark (REC 21/66119) and the Danish College of
General Practitioners (MPU 18-2021). Data storage and handling is approved
by Odense Patient data Explorative Network (OPEN) (license agreement
OP1523, case number 21/61172) and by the Research and Innovation
Organization at The University of Southern Denmark (ref. number 11.521). This
study was not eligible for application to the Danish National Research Ethics
Committee according to national regulations Sect. 14,2 of the Danish Act on
Research Ethics Review of Health Research Projects (case no. 20212000144).
The study adheres to the Declaration of Helsinki for ethical principles for
medical research.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Unit for Clinical Alcohol Research, Research Unit of Psychiatry,
Department of Clinical Research, University of Southern Denmark,
Odense, Denmark

“Research Unit of General Practice Odense and Esbjerg, Department of
Public Health, University of Southern Denmark, Odense, Denmark
3Department of Psychiatry Odense, Mental Health Services Region of
Southern Denmark, Odense, Denmark

4Departmem of Health, Medicine and Caring Sciences, Linképing
University, Linkdping, Sweden

5(BRIDGE), Brain Research - Inter Disciplinary Guided Excellence, University
of Southern Denmark, Odense, Denmark

Received: 11 October 2024 / Accepted: 28 April 2025
Published online: 16 May 2025

References

1. World Health Organization. Global status report on alcohol and health 2018.
World Health Organization; 2019.

2. Saunders SM, Zygowicz KM, D'Angelo BR. Person-related and treatment-
related barriers to alcohol treatment. J Subst Abuse Treat. 2006;30(3):261-70.

3. Mueller S. MH. Alcohol and Alcohol-related diseases S. Mueller MH. editor:
Springer Nature Switzerland AG; 2023.

4. Kaner EF, Beyer FR, Muirhead C, Campbell F, Pienaar ED, Bertholet N et al.
Effectiveness of brief alcohol interventions in primary care populations.
Cochrane Database Syst Reviews. 2018(2).


https://doi.org/10.1186/s13722-025-00571-0
https://doi.org/10.1186/s13722-025-00571-0

Scheler et al. Addiction Science & Clinical Practice

20.

22.

23.

24,

25.

26.

(2025) 20:43

Rehm J, Allamani A, Elekes Z, Jakubczyk A, Manthey J, Probst C, et al. Alcohol
dependence and treatment utilization in Europe — a representative cross-
sectional study in primary care. BMC Fam Pract. 2015;16(1):90.

Rehm J, Shield KD, Gmel G, Rehm MX, Frick U. Modeling the impact of
alcohol dependence on mortality burden and the effect of available treat-
ment interventions in the European union. Eur Neuropsychopharmacol.
2013;23(2):89-97.

Glass JE, Andreasson S, Bradley KA, Finn SW, Williams EC, Bakshi AS, et al.
Rethinking alcohol interventions in health care: a thematic meeting of the
international network on brief interventions for alcohol & other drugs (INE-
BRIA). Addict Sci Clin Pract. 2017;12(1):14.

Miller pm. Thomas Se, Mallin R. Patient attitudes towards self-report and
biomarker alcohol screening by primary care physicians. Alcohol Alcohol.
2006;41(3):306-10.

Karlsson N, Skagerstrém J, O'Donnell A, Abidi L, Thomas K, Nilsen P, et al.
Public perceptions of how alcohol consumption is dealt with in Swedish and
Norwegian health care. Nordic Stud Alcohol Drugs. 2021;38(3):243-55.
Morris M, Johnson D, Morrison DS. Opportunities for prevention of alcohol-
related death in primary care: results from a population-based cross-sectional
study. Alcohol. 2012,46(7):703-7.

McNeely J, Kumar PC, Rieckmann T, Sedlander E, Farkas S, Chollak C, et al. Bar-
riers and facilitators affecting the implementation of substance use screening
in primary care clinics: a qualitative study of patients, providers, and staff.
Addict Sci Clin Pract. 2018;13(1):8.

Glass JE, Hamilton AM, Powell BJ, Perron BE, Brown RT, llgen MA. Specialty
substance use disorder services following brief alcohol intervention: a meta-
analysis of randomized controlled trials. Addiction. 2015;110(9):1404-15.
Nilsen P, Aalto M, Bendtsen P, Seppa K. Effectiveness of strategies to imple-
ment brief alcohol intervention in primary healthcare. A systematic review.
Scand J Prim Health Care. 2006;24(1):5-15.

Zurynski Y, Ludlow K, Testa L, Augustsson H, Herkes-Deane J, Hutchinson K, et
al. Built to last? Barriers and facilitators of healthcare program sustainability: a
systematic integrative review. Implement Sci. 2023;18(1):62.

Wallhed Finn S, Bakshi A-S, Andréasson S. Alcohol consumption, depen-
dence, and treatment barriers: perceptions among nontreatment seekers
with alcohol dependence. Subst Use Misuse. 2014;49(6):762-9.

Johnson M, Jackson R, Guillaume L, Meier P, Goyder E. Barriers and
facilitators to implementing screening and brief intervention for alcohol
misuse: a systematic review of qualitative evidence. J Public Health (Oxf).
2011,33(3):412-21.

Aarons GA, Ehrhart MG, Farahnak LR, Sklar M. Aligning leadership across
systems and organizations to develop a strategic climate for Evidence-Based
practice implementation. Annu Rev Public Health. 2014;35(1):255-74.

King DK, Gonzalez SJ, Hartje JA, Hanson BL, Edney C, Snell H, et al. Examining
the sustainability potential of a multisite pilot to integrate alcohol screening
and brief intervention within three primary care systems. Trans| Behav Med.
2018,8(5):776-84.

Wallhed Finn S, Hammarberg A, Andreasson S. Treatment for alcohol
dependence in primary care compared to outpatient specialist Treatment-A
randomized controlled trial. Alcohol Alcohol. 2018;53(4):376-85.

Saunders JB, Aasland OG, Babor TF, De La Fuente JR, Grant M. Development
of the alcohol use disorders identification test (AUDIT): WHO collaborative
project on early detection of persons with harmful alcohol Consumption-Il.
Addiction (Abingdon. England). 1993;88(6):791-804.

Miller WR, Sovereign RG, Krege B. Motivational interviewing with problem
drinkers: Il. The drinker's Check-up as a preventive intervention. Behav Cogn
Psychother. 1988;16(4):251-68.

Wallhed Finn' S, Hammarberg A, Andreasson S, Jirwe M. Treating alcohol use
disorders in primary care-a qualitative evaluation of a new innovation: the
15-method. Scand J Prim Health Care. 2021:1-9.

Wallhed Finn S, Andréasson S, Hammarberg A. Treatment of alcohol
dependence in primary care compared with outpatient specialist treatment:
Twelve-Month Follow-Up of a randomized controlled trial, with trajectories of
change. J Stud Alcohol Drugs. 2020;81(3):300-10.

Scheler PN, Sendergaard J, Barfod S, Nielsen AS. Danish feasibility study of a
new innovation for treating alcohol disorders in primary care: the 15-method.
BMC Prim Care. 2022;23(1):1-14.

Scheler PN, Sendergaard J, Rasmussen S, Nielsen AS. Adjusting the
15-method to Danish general practice: identification of barriers, facilitators,
and user needs. BMC Prim Care. 2024;25(1):248.

Scheler PN, Volke KH, Andréasson S, Rasmussen S, Sendergaard J, Nielsen AS.
The identification and treatment of alcohol problems in primary care (iTAPP)

27.

28.

29.

30.

31.

32

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

5T

Page 17 of 18

study: protocol for a stepped wedge cluster randomized control trial testing
the 15-method in a primary care setting. Addict Sci Clin Pract. 2024;19(1).
Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM, et al.

A new framework for developing and evaluating complex interventions:
update of medical research Council guidance. BMJ. 2021,374:02061.

Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: medical research Council guidance.
BMJ: Br Med J. 2015;350:h1258.

Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The updated con-
solidated framework for implementation research based on user feedback.
Implement Sci. 2022;17(1).

Statistics Denmark [Internet]. Statistics Denmark. 2024 [cited 10/10/2024].
Available from: https://www.dst.dk/en/Statistik/

General practices in the Danish regions [Internet]. Danish Ministry of the
Interior and Health and Danish Regions. 2023 [cited 03/10/2023]. Available
from: https://medcom.dk/medcom-in-english/

General practice and affiliated patients [Internet]. The Danish Health Data
Authority. 2023 [cited 10/03/2023]. Available from: https://sundhedsdatastyre
Isen.dk/da/english/health_data_and_registers

Pedersen KM, Andersen JS, Sendergaard J. General practice and primary
health care in Denmark. J Am Board Family Med. 2012;25(Suppl 1):534-8.
Coulton S, Drummond C, James D, Godfrey C, Bland JM, Parrott S, et al.
Opportunistic screening for alcohol use disorders in primary care: compara-
tive study. BMJ. 2006;332(7540):511-7.

Sobell LC, Sobell MB. Timeline follow-back. Measuring alcohol consumption:
Springer; 1992. pp. 41-72.

Raistrick D, Dunbar G, Davidson R. Development of a questionnaire to mea-
sure alcohol dependence. Br J Addict. 1983;78(1):89-95.

World Health Organization. The ICD-10 classification of mental and behav-
joural disorders: diagnostic criteria for research. World Health Organization;
1993.

Miller WR, Rollnick S. Motivational interviewing: helping people change and
grow. Guilford; 2023.

Andréasson S, Hansagi H, Osterlund B. Short-term treatment for alcohol-
related problems: four-session guided self-change versus one session of
advice—a randomized, controlled trial. Alcohol. 2002;28(1):57-62.

Sobell MB, Sobell LC. Problem drinkers: guided self-change treatment. The
Guilford Press; 1996.

Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, Kinnersley P, et
al. Shared decision making: A model for clinical practice. J Gen Intern Med.
2012;27(10):1361-7.

O'Brien MA, Rogers S, Jamtvedt G, Oxman AD, Odgaard-Jensen J, Kristoffer-
sen DT, et al. Educational outreach visits: effects on professional practice and
health care outcomes. Cochrane Database Syst Rev. 2007;2007(4):CD000409.
Van Hoof TJ, Harrison LG, Miller NE, Pappas MS, Fischer MA. Characteristics of
academic detailing: results of a literature review. Am Health Drug Benefits.
2015;8(8):414-22.

Wallhed Finn S. Alcohol dependence: barriers to treatment and new
approaches in primary care. Inst for folkhalsovetenskap/Dept of Public Health
Sciences; 2018.

Damschroder LJ, Reardon CM, Opra Widerquist MA, Lowery J. Conceptual-
izing outcomes for use with the consolidated framework for implementation
research (CFIR): the CFIR outcomes addendum. Implement Sci. 2022;17(1):7.
Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC.
Fostering implementation of health services research findings into practice: a
consolidated framework for advancing implementation science. Implement
Sci. 2009:4:50.

Rogers EM, Singhal A, Quinlan MM. Diffusion of innovations. An integrated
approach to communication theory and research. Routledge; 2014. pp.
432-48.

Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, et al. Out-
comes for implementation research: conceptual distinctions, measurement
challenges, and research agenda. Adm Policy Mental Health Mental Health
Serv Res. 2010;38(2):65-76.

Fixsen DL. Implementation research: A synthesis of the literature. National
Implementation Research Network; 2005.

Damschroder LJ, Lowery JC. Evaluation of a large-scale weight management
program using the consolidated framework for implementation research
(CFIR). Implement Sci. 2013;8(1):51.

Belli RF. The structure of autobiographical memory and the event history
calendar: potential improvements in the quality of retrospective reports in
surveys. Memory. 1998;6(4):383-406.


https://www.dst.dk/en/Statistik/
https://medcom.dk/medcom-in-english/
https://sundhedsdatastyrelsen.dk/da/english/health_data_and_registers
https://sundhedsdatastyrelsen.dk/da/english/health_data_and_registers

Scheler et al. Addiction Science & Clinical Practice

52.

53.
54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

(2025) 20:43

Region of Southern Denmark. Odense Patient data Explorative Network
(OPEN) [Webpage]. 2023 [Available from: https://en.ouh.dk/research/open-o
dense-patient-data-explorative-network/

Hill CE, Knox S, Thompson BJ, Williams EN, Hess SA, Ladany N. Consensual
qualitative research: an update. J Couns Psychol. 2005;52(2):196.

Hill CE, Thompson BJ, Williams EN. A guide to conducting consensual qualita-
tive research. Couns Psychol. 1997,25(4):517-72.

Hagedorn HJ, Wisdom JP, Gerould H, Pinsker E, Brown R, Dawes M, et al.
Alcohol use disorder pharmacotherapy and treatment in primary care
(ADaPT-PQ) trial: impact on identified barriers to implementation. Subst Abus.
2022;43(1):1043-50.

Forman J, Damschroder L. Qualitative content analysis. Empirical methods for
bioethics: A primer. Emerald Group Publishing Limited; 2007.

CFIR Research Team - Center for Clinical Management Research. cfirguide.
org North Campus Research Complex, Ann Arbor, Ml 2024 [Available from:
https://cfirguide.org/

Damschroder LJ, Goodrich DE, Robinson CH, Fletcher CE, Lowery JC. A sys-
tematic exploration of differences in contextual factors related to implement-
ing the MOVE! Weight management program in VA: a mixed methods study.
BMC Health Serv Res. 2011;11:248.

Feldstein AC, Glasgow RE. A practical, robust implementation and sustainabil-
ity model (PRISM) for integrating research findings into practice. Joint Comm
JQual Patient Saf. 2008;34(4):228-43.

May CR, Johnson M, Finch T. Implementation, context and complexity. Imple-
ment Sci. 2016;11(1):141.

Kwasnicka D, Dombrowski SU, White M, Sniehotta F. Theoretical explanations
for maintenance of behaviour change: a systematic review of behaviour
theories. Health Psychol Rev. 2016;10(3):277-96.

Alvesson M, Spicer A. Critical perspectives on leadership. The Oxford hand-
book of leadership and organizations. 2014:40-56.

Miech EJ, Rattray NA, Flanagan ME, Damschroder L, Schmid AA, Damush

TM. Inside help: an integrative review of champions in healthcare-related
implementation. SAGE Open Med. 2018;6:2050312118773261.

Lee AK, Bobb JF, Richards JE, Achtmeyer CE, Ludman E, Oliver M et al.
Integrating Alcohol-Related prevention and treatment into primary care: A
cluster randomized implementation trial. JAMA Intern Med. 2023.

O'Brien P, Crable E, Fullerton C, Hughey L. Best practices and barriers to
engaging people with substance use disorders in treatment. US, Department
of Health and Human Services, Washington, DC,; 2019.

Evans RE, Moore G, Movsisyan A, Rehfuess E, Panel A, Arnold APL. How

can we adapt complex population health interventions for new contexts?
Progressing debates and research priorities. J Epidemiol Community Health.
2021,75(1):40-5.

Damschroder LJ, Hagedorn HJ. A guiding framework and approach for imple-
mentation research in substance use disorders treatment. Psychol Addict
Behav. 2011;25(2):194.

Friedmann PD, McCullough D, Chin MH, Saitz R. Screening and interven-

tion for alcohol problems. A National survey of primary care physicians and
psychiatrists. J Gen Intern Med. 2000;15(2):84-91.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

Page 18 of 18

Anderson P, Laurant M, Kaner E, Wensing M, Grol R. Engaging general practi-
tioners in the management of hazardous and harmful alcohol consumption:
results of a meta-analysis. J Stud Alcohol. 2004;65(2):191-9.

Brown CH, Curran G, Palinkas LA, Aarons GA, Wells KB, Jones L, et al. An over-
view of research and evaluation designs for dissemination and implementa-
tion. Annu Rev Public Health. 2017;38(1):1-22.

Graham Moore MC, Lauren Copeland P, Craig A, Movsisyan P, Hoddinott

H, Littlecott AO'Cathain, Pfadenhauer L, Rehfuess E, Segrott J, Hawe P, Kee

F. Danielle Couturiaux, Britt Hallingberg, Rhiannon Evans. Adaptation of
interventions for implementation and/or re-evaluation in new contexts: the
ADAPT guidance (v1.0). 2020.

Rosario F, Santos MI, Angus K, Pas L, Ribeiro C, Fitzgerald N. Factors influenc-
ing the implementation of screening and brief interventions for alcohol use
in primary care practices: a systematic review using the COM-B system and
theoretical domains framework. Implement Sci. 2021;16(1):6.

Grimshaw JM, Thomas RE, MacLennan G, Fraser C, Ramsay CR, Vale L, et al.
Effectiveness and efficiency of guideline dissemination and implementation
strategies. Health Technol Assess. 2004;8(6):iii-iv.

Hawe P, Shiell A, Riley T. Theorising interventions as events in systems. Am J
Community Psychol. 2009;43(3-4):267-76.

Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu MM,

et al. Arefined compilation of implementation strategies: results from the
expert recommendations for implementing change (ERIC) project. Imple-
ment Sci. 2015;10(1):1-14.

Waltz TJ, Powell BJ, Matthieu MM, Damschroder LJ, Chinman MJ, Smith JL, et
al. Use of concept mapping to characterize relationships among implemen-
tation strategies and assess their feasibility and importance: results from the
expert recommendations for implementing change (ERIC) study. Implement
Sci. 2015;10:109.

Nilsen P, Augustsson H. Implementation strategies and outcomes. Implemen-
tation Science: Routledge; 2024. pp. 99-113.

Mclntyre SA, Francis JJ, Gould NJ, Lorencatto F. The use of theory in process
evaluations conducted alongside randomized trials of implementation
interventions: A systematic review. Trans| Behav Med. 2018;10(1):168-78.
Smith JD, Li DH, Rafferty MR. The implementation research logic model: a
method for planning, executing, reporting, and synthesizing implementation
projects. Implement Sci. 2020;15(1):84.

Damschroder LJ, Reardon CM, Sperber N, Robinson CH, Fickel JJ, Oddone
EZ. Implementation evaluation of the telephone lifestyle coaching (TLC)
program: organizational factors associated with successful implementation.
Transl Behav Med. 2017;7(2):233-41.

Volkov BB. Beyond being an evaluator: the multiplicity of roles of the internal
evaluator. New Dir Evaluation. 2011,2011(132):25-42.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://en.ouh.dk/research/open-odense-patient-data-explorative-network/
https://en.ouh.dk/research/open-odense-patient-data-explorative-network/
https://cfirguide.org/

	﻿Determinants of implementing the 15-method in Danish general practice using the consolidated framework for implementation science
	﻿Abstract
	﻿Introduction
	﻿Methods and material
	﻿Design
	﻿Setting
	﻿Recruitment
	﻿The 15-method
	﻿Implementation determinant framework
	﻿Data collection
	﻿Data storage
	﻿Data analysis
	﻿Coding
	﻿Rating


	﻿Results
	﻿Barriers to implementing the 15-method
	﻿Local attitudes (outer setting domain)
	﻿Local conditions (outer setting domain)
	﻿Partnership and connections (outer setting domain)
	﻿Structural characteristics (inner setting domain)
	﻿Information technology-infrastructure (structural characteristics, inner setting domain)
	﻿Work infrastructure (structural characteristics, inner setting domain)
	﻿Planning (implementation process domain)


	﻿Facilitators for implementing the 15-method
	﻿Innovation evidence-base (innovation domain)
	﻿Innovation relative advantage (Innovation Domain)
	﻿Innovation adaptability (innovation domain)
	﻿Communications (inner setting domain)
	﻿Culture (inner setting domain)
	﻿Recipient-Centeredness (culture, inner setting domain)
	﻿Deliverer-centeredness (culture, inner setting domain)
	﻿Learning-centeredness (culture, inner setting domain)


	﻿Tension for change (inner setting domain)
	﻿Compatibility (inner setting domain)
	﻿Access to knowledge and information (inner setting domain)
	﻿Teaming (implementation process domain)
	﻿Assessing Needs ﻿- innovation recipients﻿ (implementation process domain)
	﻿Assessing context (implementation process domain)
	﻿Adapting (implementation process domain)
	﻿Determinants with neutral influence on implementing the 15-method
	﻿Tailoring strategies (Implementation process Domain)
	﻿Reflecting and evaluating – ﻿innovation﻿ (implementation process domain)

	﻿Determinants with mixed influence on implementing the 15-method
	﻿Recipient needs and motivation vs. deliverer opportunities and capabilities (individuals domain)
	﻿Innovation complexity (innovation domain)
	﻿Innovation design (innovation domain)
	﻿Innovation cost (innovation domain)
	﻿Relative priority (inner setting domain)
	﻿Incentive systems (inner setting domain)
	﻿Assessing needs – ﻿innovation deliverers﻿ (implementation process domain)
	﻿Engaging (implementation process domain)
	﻿Innovation deliverers (engaging, implementation process domain)
	﻿Innovation recipients (engaging, implementation process domain)


	﻿Doing (implementation process domain)
	﻿Reflecting and evaluating - ﻿implementation﻿ (implementation process domain)
	﻿Discussion
	﻿Conclusion
	﻿References


