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Abstract This mixed-method study examined the facili-
tators and barriers discussed by 166 informants interviewed
from 78 innovative mental health projects. Facilitator and
barrier coding reflected two dimensions: the topic of the
comment (e.g., funding); and the time phase of the issue’s
influence (e.g., pre-decision). Proportions of facilitators to
the sum of facilitator and barrier comments made by pro-
ject informants were calculated. Overall, facilitator pro-
portions were higher for projects that proceeded with
implementation than those that did not adopt the practice.
In addition, facilitator proportions were generally highest at
pre-decision and lowest at full implementation for imple-
menting projects.

Keywords Evidence-based practice - Innovation -
Facilitator - Barrier - Risk

Introduction

Experts in mental health share a conviction that consci-
entiously expediting the diffusion of evidence-based men-
tal health practices into provider settings would result in
substantial benefits to a variety of stakeholders (e.g.,
Mental Health: A Report of the Surgeon General 1999).
Despite this expectation, the delay in moving research-
based mental health practices into usage has been estimated
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at a decade or more (Corrigan et al. 2001). Based upon this
acknowledged gap between scientific evidence and com-
mon practice, a branch of mental health research has pri-
oritized the effort to identify mechanisms that underlie the
adoption of evidence-based practices by providers and to
investigate the factors that delay the transfer of these
practices to broad usage (e.g., Goldman et al. 2001; Bar-
wick et al. 2005).

There is a rich literature which suggests that risk-related
assessments have a bearing on organizationally-important
decisions and on the dispositions of organizational projects
(e.g., MacCrimmon and Wehrung 1986). The innovation
adoption literature lends support to the idea that innovation
attributes (e.g., complexity, relative advantage, trialability)
with implications pertaining to risk (e.g., ease of use, cost/
benefit, gain/loss) have been linked to the decision to adopt
innovations (e.g., Rogers 1995; Tornatzky and Klein 1982).
In fact, Panzano and Roth (2006) found direct support for
their conceptualization that the decision to adopt innova-
tive mental health practices (IMHPs) is an organizationally
important decision involving risk. Perceived risk was found
to explain a substantial part of what differentiated adopters
from non-adopters. Furthermore, perceived risk was found
to be associated with other assessments (e.g., strength of
scientific evidence; evidence from the field), especially to
views about the capacity to manage implementation-related
risks.

However, attributes of innovations are expected to
interact with organizational characteristics and contexts
resulting in differences among organizations in the per-
ceived costs and benefits of adopting innovations
(Damanpour 1987, 1991; Frambach and Schillewaert 2002;
Meyer and Goes 1988). This explains why the perceived
risk of adopting a particular innovation can vary from
organization to organization (Panzano and Roth 2006).
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It is reasonable to expect that the specific mix of factors
seen as hindering (i.e., barriers) and supporting (i.e.,
facilitators) the adoption and implementation of a given
innovation may vary by organization. In turn, these dif-
ferences may impact beliefs (e.g., capacity to manage risk)
that affect the perceived risk of adopting the innovation
and/or the risk of proceeding with implementation (Panz-
ano and Roth 2006). In other words, differences in orga-
nizational context reflected in views about barriers and
facilitators may partly explain the decision to adopt inno-
vations and also account for the extent to which practices
are sustained (Glisson 2002). Thus, it is important to
examine these views to better understand the decision-
making contexts.

This exploratory investigation will examine the content
of interviews with key organizational informants in terms
of the identification and discussion of certain factors (i.e.,
barriers and facilitators) that occurred during the consid-
eration, adoption, planning and/or implementation of IM-
HPs that could reasonably be expected to be linked to risk
perceptions More specifically, barriers and facilitators will
be classified and analyzed in terms of content (e.g.,
financial, system) and the time phase during which they
emerged (e.g., pre-decision, full implementation). Particu-
lar attention will be given to the relative consideration
given by informants to facilitators versus barriers during
the course of these non-directive interviews.

Two exploratory research questions will be investigated.
First, do the content and relative frequency of facilitators
and barriers mentioned that pertain to the pre-decision
phase vary as a function of decision status (i.e., IMHP non-
adopter versus implementer)? For example, do non-
adopters tend to report fewer facilitators pertaining to the
pre-decision time-period, relatively speaking, than do their
implementer counterparts? Second, do the content and
relative frequency of facilitators and barriers mentioned
vary over time among implementers?

Methods

The Innovation Diffusion and Adoption Research Project
(IDARP) was mounted soon after the initiation of the Ohio
Department of Mental Health’s Quality Agenda which
promotes action in three arenas: consumer outcomes,
quality improvement and evidence-based practices. Eight
coordinating centers of excellence (CCOEs) were estab-
lished to serve as statewide champions and technical
experts to facilitate the uptake of selected IMHPs, includ-
ing evidence-based and promising practices, within the
system (Panzano et al. 2005). A deliberative process
informed by university-based experts on organizational
behavior resulted in four of these IMHPs being chosen as

the focus for IDARP because it was expected that provider
experience with these practices would be diverse, provid-
ing variability in the data collected (Panzano and Roth
2006). These practices include: (1) Cluster-based planning,
a research-based consumer classification scheme (Rubin
and Panzano 2002); (2) Integrated dual disorder treatment,
an evidence-based practice tailored to individuals with co-
occurring mental illness and substance abuse issues (Drake
et al. 2001); (3) Multisystemic therapy (MST), an evi-
dence-based practice involving intensive home-based
treatment for youths (Henggeler et al. 1998); and (4) The
Ohio medication algorithms for schizophrenia and
depression based on the Texas Medication Algorithms
Project (Chiles et al. 1999).

Informants and Interviews

In addition to its survey (i.e., quantitative) methodology,
the IDARP study included a longitudinal qualitative
research component that involved interviewing key infor-
mants (Kumar et al. 1993) at participating organizations
(see Panzano et al. 2005). These non-directive interviews
offered a particularly valuable source of information about
barriers and facilitators encountered prior to and, when
relevant, after the adoption decision because they involved
informants who were profoundly engaged in these orga-
nizational processes (e.g., executives, caregivers, collabo-
rating organizations) and because of the deep and rich
descriptive detail that these individuals provided (Patton
1990).

The CCOEs promoting and supporting these four prac-
tices provided IDARP with contact information for orga-
nizations that had experience with the process of
considering, adopting and/or implementing these IMHPs.
Each of these organizations was contacted and if the pro-
ject was under consideration or early in the implementation
process, interviews were requested with one or two infor-
mants who were knowledgeable about the project such as
the CEO and Clinical Director. If the project was in full
implementation, interviews were requested with one or two
additional informants involved directly with the practice
such as the project manager, quality manager and/or front-
line staff. While the IDARP research was longitudinal, this
analysis is limited to data gathered at the time of first
contact with the projects (described next).

To ensure standard interviewing techniques, IDARP
interviewers underwent rigorous training and participated
in practice interviews that were systematically critiqued.
Two-person teams conducted hour-long interviews with
each key informant from the IMHP projects. Interviews
followed a written protocol and opened with the collection
of biographical information about the interviewee (e.g.,
title). Next, the non-directive portion of the protocol (based
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on Nutt 2002) elicited project information. Although pro-
jects were in various stages of development and execution,
the non-directive portion of the first contact interviews
consistently assessed the informant’s initial awareness of
the IMHP, then moved to the developments that occurred
during the consideration and/or planning and/or imple-
mentation of the project, and ended with the anticipated
next steps for the project. Neutral interview questions were
worded to elicit description of the interviewee’s experience
with the IMHP without influencing the valence of the
response. For example, a frequent prompt by interviewers
was neutrally phrased: “What happened next?” The final
portion of the interview consisted of several structured
questions about the project (i.e., multiple choice and Lik-
ert-type items).

Interview teams collaborated to approximate a verbatim
transcript of each interview. These transcripts were
imported to the Atlas.ti qualitative software package where
a variety of codes were attached to the interview texts.
Most coding occurred within the open-ended portion of the
interview, but pertinent comments made by informants
throughout the entire interview were scrutinized by coders.
Inter-rater reliability of coding was bolstered by ongoing
group training sessions, team collaboration on coding of
interview texts and extensive written protocols.

Facilitators and Barriers

This analysis focuses on coded facilitator and barrier
mentions from the texts of the IDARP interviews. A
facilitator is defined as an event or condition that favors the
adoption decision, the advancement of the project or sus-
tained implementation. A barrier is defined as an event or
condition that hinders the adoption decision, the advance-
ment of the project or sustained implementation. Facilitator
and barrier codes reflected two dimensions: the content
topic of the facilitators or barriers (e.g., funding issues);
and the time phase during which the facilitator or barrier
occurred or had influence (e.g., prior to the adoption
decision).

Five a priori content topics of facilitators and barriers
were developed based upon literature pertaining to the
adoption and diffusion of evidence-based practices (e.g.,
Corrigan et al. 2001; Goldman et al. 2001; Rosenheck
2001) and deliberation of the research team. These topics
related to the CCOE, project funding, project staff, the
system in which the project operates and a miscellaneous
category to capture all other issues. These topics were
subdivided following content analyses of the coded inter-
views. For example, the content topic “staff” was sepa-
rated into “staff attitudes” (see Seffrin 2007) and
“staffing” (defined below). Meanwhile, the most fre-
quently mentioned topic that emerged from the
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miscellaneous category related to the fit of the IMHP with
the organization (detailed below). Content topics included
in this paper are not exhaustive of all topics mentioned by
interviewees, but represent 83.67% (2,537/3,032) of all
facilitators and barriers identified during coding. The five
topics defined below are the focus of this paper based upon
their prevalence, diversity and universality across projects:

(1) CCOE: a purveyor entity that promotes the IMHP and
provides information and technical assistance to
interested organizations throughout Ohio (Panzano
et al. 2005);

(2) Funding: Financial resources available or needed to
support the practice;

(3) IMHP Fit: The logistical and philosophical fit of the
practice with the organization, considering local
demand for the practice, evaluation of the IMHP,
compatibility between the IMHP and the organiza-
tion, and internal knowledge related to the practice;

(4) Staffing: Availability of dedicated personnel to carry
out the practice, impacted by recruitment, retention,
turnover and the competing priorities encountered by
project staff; and

(5) System: The network in which the project operates,
ranging from collaborative entities in the immediate
community to statewide funding streams.

Time Phase Categories

Three a priori time phase categories were adapted from
existing literature (Rogers 1995), and coders assigned the
single time phase in which each facilitator and barrier
event occurred or had influence according to the infor-
mant. These time phases included: (1) pre-decision, the
phase that begins with the initial awareness of the new
practice by the organization and ends with the decision to
adopt or to not adopt the practice (comparable to Rogers’
initiation activities); (2) early implementation, the phase
that begins once the decision to adopt the practice has
been made and ends when the practice is kicked off at the
organization (e.g., clients are accepted into the practice).
This time phase is similar to the redefining and restruc-
turing stages of Rogers’ implementation activities.
Finally, (3) full implementation is the phase that begins
once the IMHP is actively practiced at the organization
and lasts as long as the practice is sustained (compare to
the clarifying and routinizing stages of Rogers’ imple-
mentation activities). Table 1 contains excerpts of infor-
mant comments that were coded for each content topic
and time phase, although these comments are best
understood and classified in consideration of full inter-
view texts.
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Table 1 Excerpts of coded facilitator and barrier comments, identi-
fying content topics and time phases

Topic Quotation Coding
CCOE “It’s one thing to see research on Facilitator
MST, but [the CCOE] was able Pre-decision
to bring the model to Ohio and
tell us how to apply it here”
Funding  “There’s no money in the county Barrier
or the state. If you can’t be Full
self-sufficient, you can’t keep implementation
going”
IMHP Fit “We had been doing SAMI services Facilitator
for years and we had a working Pre-decision
familiarity with the Dartmouth
model. We had a commitment to
work with dually diagnosed clients”
Staffing “It took forever to recruit staff” Barrier
Early
implementation
System “We don’t have enough Barrier

1 - QQ ” .« .
collaboration across the systems Pre-decision

Data Conversion and Analysis

Following the coding of the interviews, data were con-
verted to counts of comments. The rationale for counting
interview comments is that issues of importance to orga-
nizations that are considering adopting or are currently
implementing IMHPs will also be more salient to project
informants. Salience is expected to impact the ease with
which pertinent information is retrieved from memory (i.e.,
cognitive availability), manifested by interviewees citing
important issues with greater frequency than unimportant
ones (e.g., Taylor 1982; Taylor and Fiske 1978; Tversky
and Kahneman 1973). Furthermore, because theory and
research suggest that issues which “engulf attention often
have a disproportionately large impact on the judgment
process” (Folkes 1988; Taylor et al. 1979, p. 357), it is
reasonable to conclude that the frequency at which issues
are mentioned is important to consider in understanding
decision and implementation outcomes. Consistent with
this logic, Hoffman and Maier (1979) provided evidence
for the importance of considering the number and valence
of comments made by decision-making groups. Using an
index created by subtracting the count of negatively val-
enced comments (e.g., barrier mentions) from the number
of positively valenced comments (e.g., facilitator men-
tions), they effectively predicted groups’ problem-solving
decisions.

Counts of facilitators and barriers were aggregated to the
project level by averaging the total number of comments in
each category across project informants. Aggregating to the
project level allowed the viewpoints of all project infor-
mants to be represented in the inquiry, providing more

complete information for each project (Klein et al. 1994;
Rousseau 1985). Also, averaging the number of comments
made across project informants controlled for the differing
numbers of informants per project, weighting all projects
equally in the analyses.

The first research question compared projects within two
decision statuses (i.e., non-adopter and implementer pro-
jects; Panzano and Roth 2006). Only pre-decision com-
ments were considered for this research question, as this is
the only time phase that was common to the two types of
projects. The second research question investigated facili-
tators and barriers across the time phase in which they
occurred. Only implementer data were analyzed for this
research question, because only these projects had experi-
enced all three time phases.

Data to test research questions were treated in two
ways. First, mean numbers of facilitators or barriers per
project were compared within decision status (e.g., within
non-adopter projects) and time phase (e.g., within early
implementation time phase) to examine each issue’s
within-group relevance. In contrast, between-group com-
parisons were achieved by using proportions of facilita-
tors to all comments. Proportions preserve the integrity of
the relationship between the facilitators and barriers,
while presenting this relationship in a simplified and
standardized manner. In addition, proportions offer the
important benefit of controlling for differences between
informants (e.g., more interview time devoted to the pre-
decision time phase by non-adopter informants than by
implementer informants, talkativeness of informants, etc.)
by focusing on the relative number of facilitators to all
comments.

The proportions of facilitators to all comments were
calculated by dividing the average number of facilitators by
the sum of the average numbers of barriers and facilitators
in each category for each project. For example, if infor-
mants from a project averaged one facilitator comment for
every one barrier comment, then the proportion of facili-
tators would be 1F/(1F 4 1B), or 0.50. A proportion less
than 0.50 reflects that more barriers were mentioned than
facilitators, for example, 1F/(1F 4 3B) is a proportion of
0.25. A proportion greater than 0.50 reflects that more
facilitators were mentioned than barriers, for example, 3F/
(3F 4 1B) creates a proportion of 0.75. Proportions are
expected to reflect the extent to which facilitators are more
salient than barriers to the organizations participating in
this study (e.g., Folkes 1988).

The examination of data represents a mixed-methods
design in which a qualitative data-gathering method
informed a quantitative analysis. Mentions of facilitators
and barriers by interviewees were counted, summed and
averaged within project. Proportions of facilitators to total
comments were calculated. 7-tests and ANOVAs with
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Tukey’s HSD post-hoc tests were used to investigate all
research questions at the project level of analysis.

This research met the requirements of the human sub-
jects review process of the Ohio Department of Mental
Health, Office of Program Evaluation and Research. In
addition, the archival data on which these analyses are
based satisfied the requirements of the Internal Review
Board of The Ohio State University. The authors of this
manuscript have no known conflict of interest with regard
to their roles in the research or in presenting findings from
the study. All authors certify responsibility for the content
of this paper.

Results
Participants

CCOE:s identified 93 IMHP projects, of which 91 (97.85%)
participated in the interview component of the IDARP
research. About 193 informants (x = 2.12/project, SD =
1.17) were interviewed during the first contact with partici-
pating projects between December 2001 and December
2003. There were 37 (X = 1.28/project, SD = .65) infor-
mants interviewed from 29 (31.87%) non-adopter projects.
Specifically, 23 (79.31%) non-adopter projects had one
informant, five (17.24%) had two informants, and one
(3.45%) had four informants. Turning to implementers, there
were 129 (X = 2.63/project, SD = 1.17) informants inter-
viewed from 49 (53.85%) projects. Specifically, 6 (12.24%)
implementer projects had 1 informant, 20 (40.82%) had 2
informants, 14 (28.57%) had 3 informants, 6 (12.24%) had 4

informants, 1 (2.04%) had 5 informants, and 2 (4.08%) had 6
informants. In addition, there were 27 informants inter-
viewed from 13 (14.28%) projects that had decision statuses
that were not relevant to the research questions (Panzano and
Roth 2006).

Statistical Testing of Research Questions

The first research question asked whether mentions of
facilitators and barriers by informants vary by project
decision status. On average, the most frequently mentioned
facilitator topic among non-adopter projects was the sys-
tem in which the project would operate, followed by the
CCOE. Differences in the mentions of facilitators by topic
were statistically significant. For example, there were sig-
nificantly more mentions about system facilitators than
about IMHP fit, funding or staffing. See Table 2 for com-
plete details of statistical tests.

Like their non-adopter counterparts, the topic that
averaged the most facilitator mentions among implementer
projects was the system in which the project would operate,
followed by IMHP fit. Differences in the average mentions
of facilitators by topic were statistically significant. For
example, there were significantly more mentions about
system facilitators than about the CCOE, funding or
staffing. See Table 2 for complete details of statistical tests.

Turning to barriers, non-adopter projects averaged the
most mentions about funding, followed by the system and
IMHP fit (see Table 2 for details). There were no significant
differences in the average number of barriers identified.

On average, the most frequently mentioned barrier
among implementer projects related to the system in which

Table 2 Descriptives of average facilitator and barrier mentions by content topic and within decision status at the project level of analysis (pre-

decision time phase only)

CCOE IMHP Fit Funding Staffing System F
X SD X SD X SD X SD X SD
Facilitators
Non-adopter® 1.80 1.44 1.03 1.29 0.34 0.89 0.09 0.38 2.64 3.33 10.20°
Implementer® 0.34 0.44 0.56 0.65 0.29 0.42 0.06 0.14 0.78 0.85 12.30¢
Barriers
Non-adopter 0.91 2.29 1.22 1.62 1.91 2.46 1.00 1.46 1.75 2.53 1.30°
Implementer 0.03 0.11 0.14 0.29 0.14 0.23 0.04 0.12 0.23 0.47 4.45°

*p=29; df = 144
® n = 50; df = 249

¢ P < .001. Significant differences, non-adopter facilitators: more mentions of system than IMHP fit, funding and staffing; and more mentions of

CCOE than funding and staffing

4 P < .001. Significant differences, implementer facilitators: more mentions of system than CCOE, funding and staffing; and more mentions of

IMHP fit than staffing

¢ No significant differences, non-adopter barriers

T P < .01. Significant differences, implementer barriers: more mentions of system than staffing and CCOE; and more mentions of IMHP fit than

CCOE
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the project would operate. IMHP Fit and funding tied for
the second most frequently mentioned barrier. Differences
in the average mentions of barriers by topic were statisti-
cally significant. For example, there were significantly
more barrier mentions about the system than about staffing
or the CCOE. See Table 2 for complete details of statistical
tests.

Next, the proportions of facilitator comments to all
comments were compared by the decision status of the
project. Table 3 shows that implementer projects discussed
a significantly higher proportion of facilitators than did

Table 3 Descriptives of proportions of facilitators to all comments
[i.e., facilitators/(barriers + facilitators)] by decision status for all
content topics at the project level of analysis (pre-decision time phase
only)

Non-adopter Implementer arf

X SD X SD
CCOE 77 .36 .90 24 50 —1.49
IMHP Fit 45 44 78 32 57 —3.27%*
Funding 12 24 .64 .39 44 —5.13%*
Staffing .08 21 .59 49 24 —3.65%%*
System .59 .38 15 37 60 —1.63
Total® 52 21 7 25 74 —4.30%%*

# Degrees of freedom vary based on number of projects that had no
comments for the topic

® Total represents the five topics shown on this table
#* P < .01
#HE P <001

non-adopter projects for three of five content topics,
including IMHP fit, funding and staffing. In addition, the
proportion of facilitators for the totaled content topics was
significantly higher for implementers than for non-
adopters.

The second research question asked whether the iden-
tification of facilitators and barriers among implementer
projects varies depending on the time phase of the project.
On average, the system was the most frequently mentioned
facilitator in all three time phases. Differences in the
average mentions of facilitators were statistically signifi-
cant for all three time phases. For example, in early
implementation, there were significantly more facilitator
mentions about the system than IMHP fit. For full imple-
mentation, there were significantly more facilitator men-
tions about system than funding. See Table 4 for complete
details of statistical testing.

Turning to barriers, the barrier topic with the most
average mentions for pre-decision was the system in which
the project operated. During early and full implementation,
staffing barriers were most frequently mentioned followed
by funding barriers. Differences in the average mentions of
barriers were statistically significant for all three time
phases. For example, in both early and full implementation,
there were significantly more barrier mentions about the
staffing and funding than about the CCOE. See Table 4 for
complete details of statistical testing.

Finally, the proportions of average facilitator comments
for implementer projects were compared across the three
time phases. Table 5 shows that for all categories, the

Table 4 Descriptives of facilitator and barrier mentions by content topic and within time phase at the project level of analysis (implementer

projects only)

CCOE IMHP fit Funding Staffing System F*
X SD X SD X SD X SD X SD
Facilitators
Pre-decision 0.34 0.44 0.56 0.65 0.29 0.42 0.06 0.14 0.78 0.85 12.30°
Early implementation 0.29 0.48 0.19 0.33 0.40 0.65 0.24 0.39 0.56 1.00 2.81¢
Full implementation 0.52 0.65 0.46 0.70 0.30 0.55 0.46 0.71 0.82 1.10 3.11¢
Barriers
Pre-decision 0.03 0.11 0.14 0.29 0.14 0.23 0.04 0.12 0.23 0.47 4.45°
Early implementation 0.05 0.17 0.18 0.31 0.31 0.60 0.34 0.53 0.24 0.46 3.32f
Full implementation 0.28 0.57 0.66 1.14 1.00 1.66 1.16 1.54 0.73 1.24 3.438

* n=50; df = 249

® P < .001. Significant differences, pre-decision facilitators include: more mentions of system than CCOE, funding and staffing; and more

mentions of IMHP fit than staffing

¢ P < .05. Significant differences, early implementation facilitators include: more mentions of: system than IMHP fit

4 P < .05. Significant differences, full implementation facilitators include: more mentions of system than funding

¢ P < .0l. Significant differences pre-decision barriers include: more mentions of system than staffing and CCOE

f P < .01. Significant differences, early implementation barriers include: more mentions of: staffing and funding than CCOE

& P < .01. Significant differences full implementation barriers include: more mentions of: staffing and funding than CCOE
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Table 5 Descriptives of proportions of facilitators to all comments [i.e., facilitators/(barriers + facilitators)] by time phase for all content topics

at the project level of analysis (implementer projects only)

Pre-decision Early implementation Full implementation dr F

X SD X SD X SD
CCOE .90 24 .82 37 .73 .38 83 1.77
IMHP fit 78 32 50 44 42 41 96 8.24°
Funding .64 .39 .57 .38 31 .39 81 5.87°
Staffing .59 49 40 40 .33 .35 75 1.81
System 5 .37 .68 41 .52 40 110 3.45¢
Total 717 25 .63 24 49 24 137 11.38°

? Degrees of freedom vary based on number of projects that had no comments for the topic

® P < .001. For IMHP fit, there are significantly greater proportions of facilitator comments in the pre-decision time phase than in the early and

full implementation time phases

¢ P < 01. For funding, there are significantly greater proportions of facilitator comments in the pre-decision and early implementation time

phases than in full implementation

4 P < 05. For system, there is a significantly greater proportion of facilitator comments in the pre-decision time phase than in the full

implementation time phase

¢ P < 001. Overall, there are significantly greater proportions of facilitator comments in the pre-decision and early implementation phases than

in full implementation

highest proportion of facilitators was discussed during pre-
decision and the lowest proportion of facilitators was dis-
cussed during full implementation. Significant differences
between time phases were found for the proportions related
to three of the five content topics including IMHP fit,
funding and system, and for the totaled content topics. For
example, the proportion of facilitators for the totaled con-
tent topics was significantly higher for both the pre-deci-
sion and early implementation time phases than for full
implementation. See Table 5 for complete details of sta-
tistical testing.

Discussion

In this study, there were similarities and differences related
to the relative frequency that facilitators and barriers were
discussed by informants based upon: (1) the decision status
of the project; and (2) the time phase of the implementa-
tion. In addition, analyses of the proportions of facilitators
to all comments revealed that for most topics: (1) imple-
menter projects identified a greater proportion of facilitator
comments than did non-adopters; and (2) proportions of
facilitator comments made during interviews were consis-
tently highest for the pre-decision time phase and lowest
for the full implementation time phase. It is important to
note that these exploratory analyses are presented with the
intention of generating rather than testing hypotheses.
Therefore, the discussion that follows is preliminary and it
will be important to replicate the findings in future studies,
investigating a priori hypotheses.

@ Springer

Decision Status

The first research question asked whether interviewees’
observations about pre-decision issues varied depending on
the project’s decision status. Both non-adopter and imple-
menter project informants cited system facilitators most
frequently, and funding and staffing facilitators least fre-
quently. In fact, staffing facilitators and barriers were rarely
mentioned by non-adopter or implementer informants
during the pre-decision time phase, suggesting that some
issues are minimally relevant during certain time frames.
However, complete data were reported for the readers’
interest and as points for comparison to other content topics
and time phases. Meanwhile, the three most frequently
cited barriers were common across decision status (i.e.,
system, funding and IMHP fit), although the order varied
slightly. When it came to barriers, implementer informants
mentioned the system and the IMHP fit significantly more
often than some other issues (e.g., CCOE), but there were
no significant differences in the frequency of barriers
mentioned across content domains by non-adopter
informants.

These findings suggest that certain issues are salient to
organizations engaged in considering the adoption of IM-
HPs regardless of decision status. During pre-decision,
non-adopter and implementer informants discussed both
facilitators and barriers related to the system context and
the extent to which the IMHP represented a good fit for
their organization more frequently than other topics (e.g.,
staffing). This pattern of findings is consistent with the
growing body of research that suggests the system in which
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an organization operates is a key factor with implications
for innovation, adoption and implementation (e.g., Glisson
2002). In addition, it attests to the importance given to
innovation-organization fit or compatibility (e.g., Rogers
1995; Tornatzky and Klein 1982) in the innovation
implementation literature (e.g., Klein et al. 2001; Klein and
Sorra 1996).

During the pre-decision time phase, the proportions of
facilitator comments were significantly higher (i.e., more
positive) for implementer projects than for non-adopter
projects for three of five content topics (i.e., IMHP fit,
funding and staffing) and for the total of all barriers and
facilitators mentioned. On average, 77% of comments
made by implementers at pre-decision dealt with facilita-
tors compared to 52% of comments made by non-adopters.
Consistent with this overall pattern, only 12% of funding
comments made by non-adopters were facilitators, com-
pared to 64% of funding comments made by implementers.
One non-adopter informant explained, “The executive
committee was not interested in trying to cobble the money
together for this. Everyone’s funding is stretched very
thin.” Similarly, 8% of non-adopter staffing comments
were facilitators, compared to 59% of staffing comments
made by implementers. A non-adopter noted, “I really
don’t have enough FTEs [to enable the organization to
adopt the IMHP]”. Regarding the fit of the IMHP to their
organizations, 45% of non-adopter comments were posi-
tive, compared to 78% by implementers. One non-adopter
informant summed up the lack of fit with the IMHP by
saying, “Our [client] population just didn’t fit neatly with
the [IMHP].”

As stated earlier, the proportion of facilitators is an
operational measure which reflects the relative attention
devoted to facilitators by project informants during the
course of interviews (e.g., Taylor 1982). Common logic
suggests that recognizing barriers (e.g., threats) will thwart
and recognizing facilitators (e.g., opportunities) will foster
adoption (e.g., Thomas and McDaniel 1990). Therefore, an
assumption was made that proportions partly reveal the
extent to which adoption facilitators are more salient than
barriers to the organizations participating in this study (e.g.,
Folkes 1988); and the extent to which organizations are
inclined or disinclined to move forward with adoption.
Whether the extent to which facilitators “engulf the
attention” of decision-makers (e.g., Folkes, p. 357) is
actually linked to other risk-related perceptions (e.g.,
capacity to manage risk, Panzano and Roth 2006) remains
an empirical question.

Time Phase

The second research question asked whether implementer
projects identify facilitators and barriers differently based

upon the time phase of the project. Results showed that the
system was the primary focus of facilitator comments
across all three time phases, although the focus of the
second most mentioned facilitator shifted as implementa-
tion progressed. During pre-decision, the attention given to
discussing IMHP fit facilitators suggests the importance
placed on assessing the compatibility between the IMHP
and the organization prior to making an IMHP adoption
decision. During early implementation, facilitators related
to marshalling funding resources became a major focus for
these projects. During full implementation, the salience of
the CCOEs and their expertise related to the IMHPs was
emphasized.

For barriers, the most mentioned content topics shifted
across time. During pre-decision, implementer projects
primarily focused on system barriers that impeded the
adoption of the IMHP. During early- and full implemen-
tation, these projects primarily focused on barriers related
to staffing the IMHP, such as recruiting new staff or
dealing with the conflicting demands placed upon existing
staff. One implementer exclaimed, “Recruitment! The
hassles that we had! In a rural area, it’s very hard to recruit
[qualified] people to do this work.”

Meanwhile, barriers related to funding were salient
throughout all three time phases of implementation, as
funding was consistently mentioned second most fre-
quently. One informant alluded to an unexpected barrier
that occurred during full implementation when he
explained that the funding for his IMHP project shrunk by
25% during the first year of implementation.

The analysis of facilitator proportions to total comments
revealed a significant pattern of diminishing facilitator
proportions over time for three of the content topics (IMHP
fit, funding and system) and for the total of all facilitators
and barriers mentioned, in which proportions were lowest
during full implementation. As one informant admitted,
“When the decision (to adopt the IMHP) was made, I
began to whine”. This pattern of diminishing proportions is
likely to reflect the emergent and ongoing operational
challenges that organizations face in the course of imple-
menting and potentially sustaining IMHPs within envi-
ronments in which resources are both scarce and shifting
(e.g., staff turnover; e.g., Blasinsky et al. 2006).

Conclusions

This study suggests that the IMHP adoption decision may
be influenced by the relative salience of facilitators and
barriers to mental health providers during the pre-decision
phase. If so, entities interested in fostering the adoption and
diffusion of IMHPs need to develop a thorough under-
standing of the views of potential adopters about barriers
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and facilitators to adoption, recognizing that specific arrays
are likely to vary as a function of context. In some cases,
such things as the provision of new information and
exposure to IMHP experts (e.g., developers, peer organi-
zations implementing the IMHP) may be adequate to shift
views. In other situations, knowledge about arrays may
suggest that other avenues need to be taken (e.g., system
intervention, Glisson 2002) in order to pave the way for
adoption and implementation.

Findings also suggest that the relative salience of
facilitators tends to diminish as implementation efforts
progress. This is not surprising given the many operational
challenges to implementing innovations. However, it also
suggests that organizational leaders must maintain strong
and visible support for innovation implementation efforts
until innovative practices become stable and cross what
Repenning (2002) has coined the motivation threshold.

Limitations

The data on which these analyses are based reflect the
perceptions of key informants. No attempt was made to
determine the extent to which these perceptions mirror an
objective reality. However, the data were considered wor-
thy of study based on the notion that perceptions of top
managers drive organizational decisions and action (Ajzen
1991; Hambrick and Mason 1984). Future work is needed
in which objective indices (e.g., financial data) are used to
calibrate facilitators and barriers to implementation.

A key informant design involving interviews (Kumar
et al. 1993) was used for data gathering, and results are
limited by the usual issues related to this method (e.g.,
impression management; Goffman 1959). For example,
informants may have been inclined to rationalize the
adoption decision by selectively emphasizing positive or
negative factors to bolster the wisdom of their decisions
(i.e., cognitive dissonance, Festinger 1957). In addition,
retrospection was required of informants. However, com-
pared to research using the same design (e.g., Nutt 2002),
the time lag was sufficiently brief to limit memory effects.

In a majority of cases there was a single informant for
non-adopter projects, but multiple informants for imple-
menter projects. Frequently, only one individual at non-
adopter agencies had considerable knowledge of the IMHP
project, and to demand additional informants from those
sites may have added noise to the data, or endangered
research participation. To control for the discrepancy in the
number of project informants, data were averaged and
aggregated to the project level.

The pace at which implementer projects progressed
from the point of considering the IMHP to full imple-
mentation could impact the time devoted to discussing each

@ Springer

time phase during interviews and the absolute number of
issues identified by informants by time phase. The com-
putation of facilitator proportions was used in this study to
compensate for these tendencies, however, other method-
ologies (e.g., allocating specific interview time segments to
discuss each time phase) may also be effective in
addressing these issues.

Finally, some of the methods employed in this explor-
atory study (e.g., the quantification of qualitative data and
the use of proportions in analyses) may seem unconven-
tional. A theoretical basis was provided for the argument
that the relative attention given to barriers and facilitators
might explain the decision to adopt, implement and sustain
an IMHP within an organization. Although our findings
were compatible with this idea, we hope this manuscript
will inspire other researchers to generate and test a priori
hypotheses on these topics.
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