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Preface

Provision of high-quality care to persons with different health problems rests
on the delivery of interventions that are appropriate and effective in ad-
dressing the presenting problem. Interventions are subjected to a systematic
process consisting of four phases, before making them available for use in the
context of day-to-day practice.

The first phase relates to the careful design of interventions, which is based
on a comprehensive understanding of the presenting problem and the devel-
opment of interventions that target the problem. The acquired knowledge is
synthesized into an intervention theory that clarifies the nature of the tar-
geted problem; identifies the active ingredients, mode of delivery, and dose of
the intervention; and explains the mechanisms underlying the intervention's
effects on the intended outcomes. The second phase focuses on the oper-
ationalization of the intervention into an intervention manual. The manual
details the human and material resources required to deliver the intervention,
as well as the specific actions or steps undertaken to carry out the inter-
vention. The manual directs the actual implementation and assessment of
the fidelity of the intervention implementation. The third phase consists of
a series of consecutive studies for investigating the acceptability, feasibility,
efficacy, and effectiveness of the intervention. To be relevant to practice,
the studies’ results should indicate which clients, presenting with which per-
sonal and health or clinical characteristics, benefit, to what extent, from the
intervention delivered in what mode and at what dose, under what context.
The fourth phase involves the translation of the intervention. Translation en-
tails the transformation of the studies’ results into meaningful guidelines and
the transfer of the guidelines to healthcare professionals who are ultimately
responsible for providing the intervention in their day-to-day practice.

Although the systematic process has been delineated, there are limited re-
sources available to inform nurses and other healthcare professionals of the
general approaches and specific methods for designing, evaluating, and trans-
lating interventions. This book is concerned with describing the phases of the
systematic process and clarifying what is to be achieved, and how, in each
phase. It is intended to serve as a helpful “one-step” reference for healthcare
professionals planning to engage in this process. The content of the book
covers conceptual, methodological, and practical knowledge needed to carry
out each phase. The conceptual knowledge clarifies the aspects of the prob-
lem that should be understood to guide the development of interventions;
the active ingredients of the intervention that are responsible for inducing

xi



xii Preface

the desired changes in the presenting problem; the mechanisms underpinning
the intervention effects on the intended outcomes; and the definition and
indicators of the acceptability, feasibility, efficacy, and effectiveness of the
intervention. The methodological knowledge presents different but comple-
mentary approaches for designing and evaluating interventions. The principles
underlying each approach are explained and its strengths and limitations are
discussed. The practical knowledge entails detailed description of the methods
and procedures for carrying out the approaches in each phase of the process.
The goal is to support students, researchers, and healthcare professionals
in the careful design, systematic evaluation, and meaningful translation of
interventions, and, consequently, in the provision of high-quality care.
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Introduction






Introduction to
Intervention Research

In many countries around the world, nursing has achieved recognition as a
scientific discipline (Lutzen, 2000). Nursing research is developing rapidly
(Hallberg, 2009), evidenced by the quantity and quality of nurse-led studies
reported in regional and international journals describing the health and/or
illness experience and response to interventions of individuals residing in
countries that vary in cultural beliefs and values, and in healthcare systems.
To preserve recognition as a scientific discipline, nurses need to generate,
expand, and refine the knowledge base that demonstrates the unique contri-
bution of the discipline to meet the needs of individuals, families, groups, and
society at large. Nursing's contribution is reflected in the provision of high-
quality care that successfully promotes health, addresses clinical problems,
and produces beneficial outcomes. Therefore, it is imperative to prioritize
efforts to advance nursing science so that it supplies the theoretical and prac-
tical knowledge required for the provision of high-quality care (Evers, 2003;
Hallberg, 2009).

The nursing process forms the foundation of high-quality nursing care. The
nursing process consists of four steps: (1) assessment, (2) diagnosis, (3) inter-
vention, and (4) evaluation, which nurses implement when caring for individu-
als, families, or communities (thereafter referred to as clients). Nurses assess
the biophysiological, physical, psycho-behavioral, and sociocultural conditions
of clients in order to identify their health needs, values, and preferences, and
to formulate a diagnosis. A nursing diagnosis clearly delineates the nature
of the actual or potential health-related problem with which clients present
and requiring remediation. An in-depth and lucid understanding of the clients’
condition and presenting problem is necessary for selecting appropriate and
effective interventions to be implemented for, on behalf, or with the clients,
with the goals of promoting and restoring health through resolution of the
presenting problem. Evaluation refers to monitoring clients’ status on a reg-
ular basis to determine the extent to which the interventions were success-
ful in achieving the intended goals. This description of the nursing process
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4 Introduction

highlights the centrality of interventions. Interventions constitute the essen-
tial element that characterizes nursing care (Tripp-Reimer et al., 1996).

Carrying out the nursing process in the context of day-to-day practice re-
quires a sound knowledge base that informs nurses of interventions that are
effective in addressing the clients’ presenting problem and in promoting their
health (Evers, 2003; Kim, 2002). Nursing interventions that are effective in
producing the intended beneficial outcomes are carefully designed, system-
atically evaluated, and successfully translated into the day-to-day practice
setting. The process of designing, evaluating, and translating interventions
is conducted in a way that maintains rigor within a context characterized
by evolving perspectives or paradigms underlying science and practice. This
chapter begins with an overview of the paradigm shift, then highlights the
steps of the process for designing and evaluating interventions prior to trans-
lating and using them in the day-to-day practice setting.

1.1 Overview of paradigm shift

The new millennium is witnessing a shift in paradigm of what constitutes high-
quality care and of what comprises acceptable evidence to guide provision
of high-quality care. Although evidence-based practice was introduced as an
approach for delivering high-quality care (Guyatt et al., 2002), efforts to imple-
ment it in the day-to-day practice setting is raising many questions about the
utility of available knowledge in guiding practice. For example, while evidence
is becoming available about the effects of interventions on specific outcomes,
there is much less evidence about the specific mechanisms underlying the
intervention effects. There is even less evidence to guide intervention transla-
tion within specific practice settings. Insufficient evidence about mechanisms
linking interventions to outcomes for specific clients, coupled with a grow-
ing demand of enlightened clients for a participatory role in health-related
decision-making, is bringing the person or client-centered approach to the
forefront of what defines high-quality care (American Nurses Association,
2003; Institute of Medicine, 2001; McCormack & McCance, 2006). Person- or
client-centered care is congruent with the philosophical orientation underpin-
ning nursing practice. In addition, it complements evidence-based practice in
defining high-quality care (Sidani et al., 2006). The emergence of this con-
ceptualization of high-quality care led some scholars in various disciplines,
including nursing, to reflect on the methods used throughout the process of
designing, evaluating, and translating interventions. There is a growing re-
quest to embrace alternative methods that have the potential to generate
theoretical and practical knowledge to inform delivery of care (e.qg., Gross &
Fogg, 2001; Nallamothu et al., 2008; Sidani et al., 2003) and to plan effective
knowledge translation and implementation strategies (Eccles et al., 2005)
that are relevant to a variety of practice settings within and across countries
(Hallberg, 2009).
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11.1 Evidence-based practice: a review

Evidence-based practice was introduced as an approach for delivering high-
quality care (Guyatt et al., 2002; Jennings & Loan, 2001). It is broadly defined
as “the conscientious, explicit, and judicious use of current, best evidence in
making decisions about the care of individual patients” (Sackett et al., 1997,
p. 2). Proponents of evidence-based practice believe that interventions found
effective and safe on the basis of best available evidence can be delivered
in a consistent manner to produce the same effects in clients presenting
with the same problem, under the conditions of day-to-day practice (Victora
et al., 2004). They advocate the development of guidelines to inform practice.
Guidelines are systematically developed statements of recommendations to
assist health professionals in decision-making about client care (Lugtenberg
et al., 2009). The guidelines specify the target population in terms of experi-
ence of the presenting problem, the intervention(s) to be used to address the
problem, and the procedures for monitoring the intervention outcomes (Titler
et al., 1999). The guidelines are disseminated to health professionals who are
expected to implement them as recommended. The end results are provision
of best available care and improvements in clients' condition.

The above definition of evidence-based practice underscores the impor-
tance of best evidence in quiding practice. Proponents of this approach to
care place high value on research as compared to other sources of evidence.
In particular, they consider most appropriate evidence derived from primary
or meta-analytic studies that used the randomized controlled or clinical trial
(RCT) design to investigate the effects of interventions. The RCT is deemed
the gold standard for intervention evaluation research (Richardson, 2000).
The features that characterize the RCT design include careful selection of
participants on the basis of stringent eligibility criteria; random assignment
of participants to the experimental and comparison groups; concealment of
treatment allocation; manipulation and standardization of intervention deliv-
ery; blinding of research staff and participants to allocated treatment; and
control of contextual factors. These features are believed to minimize the in-
fluence of potentially confounding factors, whichis required for demonstrating
the causal effects of the intervention on outcomes.

To date, experience with evidence-based practice raises concerns with the
nature of the evidence forming the basis for developing guidelines for practice,
with the emphasis on using and/or adhering to these guidelines in practice,
and with the strategies for transferring the guidelines into the practice setting.
The relevance of empirical evidence on intervention effects derived from RCT
studies to the practice setting has been questioned. Recent critique of the RCT
design highlights its limitations in maintaining internal and external validity.
The limitations stem from the features of the RCT. The application of strictly
defined inclusion and exclusion criteria confines the accrued sample to a very
selective and homogeneous subgroup of the target population seen in the
practice setting. Random assignment does not reflect the process of select-
ing and providing interventions within the context of practice. This method
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of treatment allocation is often not well received by clients participating in
an RCT and the health professionals responsible for their care. It may con-
tribute to self-selection into the trial, to attrition, and to dissatisfaction and
nonadherence of participants with the allocated treatment and subsequent
poor outcome achievement; these, in turn, result in inaccurate estimates of
the intervention effects that may not be replicable in the practice setting.
Manipulation and standardization of the intervention are not congruent with
day-to-day practice, where treatment is not withheld from needy clients, and
interventions are modified to fit the needs and values of clients, and/or given
sequentially in response to changes in clients’ condition. Therefore, interven-
tions validated in RCT studies may not be transferable to and easily incorpo-
rated in the practice setting. The experimental control that characterizes the
RCT is unrepresentative of the complexity of the practice context; thus, the
intervention effects may not be reproduced in practice (Grapow et al., 2006;
Huibers et al., 2004, Lindsay, 2004; Richardson, 2000; Robitaille et al., 2005;
Valentine & McHugh, 2007).

The emphasis on using and/or adhering to guidelines has been criticized
for reducing practice to a mechanistic application of empirically supported
interventions that is informed by generic algorithms (Sehon & Stanley, 2003).
The algorithms instruct health professionals which interventions to select and
implement to address the clients’ presenting problem. This mechanistic appli-
cation of generic algorithms does not take into consideration the clients’ expe-
riences, needs, beliefs, and perceived acceptability of the intervention. Also, it
disregards the health professionals’ skills at critical thinking, and obligations
to respond flexibly to the clients’ needs. Further, the guidelines’ recommenda-
tions are often stated in general terms that simply identify the interventions
to be given. They do not clearly specify the conditions under which the inter-
ventions are most effective, and do not explain how the intervention effects
are produced. Yet, knowledge of who benefit the most from the intervention
given at what dose and in what mode is essential for guiding practice (Brown,
2002; Sidani & Braden, 1998).

Numerous projects have been undertaken to transfer, translate, and im-
plement evidence into practice. Various strategies have been utilized in
these endeavors, of which education is the most common. Typically, ed-
ucational strategies are didactic, involving passive learning, where health
professionals are informed of the evidence and expected to apply the in-
tervention in their day-to-day practice. However, recent literature on knowl-
edge translation indicates that overall, attempts to implement evidence-based
practice in particular settings were not successful at sustaining changes in
health professionals’ practice and hence in improving the quality of client
care (Sales et al., 2006). Considerable variation in success rate was ob-
served within an individual intervention and across interventions (Eccles
et al., 2005; Lugtenberg et al., 2009). Findings of relevant studies consis-
tently pointed that health professionals, including nurses, do not depend
on research as a source of evidence to guide practice. Rather, they rely
on other sources, primarily clinical knowledge either gained personally or
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shared by colleagues, as well as patient experience (French, 2005; Spenceley
et al., 2008).

This state of affairs has contributed to reconsideration of different sources
of evidence as acceptable for generating the knowledge needed to guide prac-
tice, and the client-centered as an approach to provide high-quality care (see
Section 1.1.2). Acceptable sources of evidence include local knowledge and
client experience, as well as research. Local knowledge is embedded within
particular practice settings and is accumulated in two ways. First, local knowl-
edgeis obtained through performance evaluation and/or quality improvement
initiatives undertaken in the setting. The results of these initiatives represent
valuable information about the practice area requiring change; unmet needs
of clients and of health professionals working in the setting; and the type
and impact of interventions delivered to address the health problems of the
locally served population (Rycroft-Malone et al., 2004). Second, local knowl-
edge is gained through health professionals’ experience and is embedded in
the human capital, that is, expert professionals available in the setting. Local
knowledge is critical for translating evidence. It directs efforts at adapting
guidelines to fit the contextual characteristics of a particular setting. Client
experience is emerging as a useful source of evidence to guide the process
of making decisions about care of individuals, families, and communities. Pa-
tient experience is not clearly defined in the literature on evidence-based
practice; however, it appears to connote attendance to the clients' charac-
teristics, needs, and preferences (Mykhalovskiy & Weir, 2004), as advocated
in the implementation of client-centered care. Research evidence has been
expanded to include gquantitative and qualitative studies. Accumulating re-
sults suggested that non-RCT designs (e.g., quasi-experimental and cohort)
provide meaningful evidence supporting the effectiveness of interventions
delivered under usual conditions of day-to-day practice (Concato & Horwitz,
2004; Nallamothu et al., 2008; Vandenbroucke, 2004). Findings of non-RCT
designs, in combination with those of studies investigating factors that mod-
erate and/or mediate intervention effects, address questions of concern to
health professionals. In other words, they enhance the clinical relevance of
research findings, which can promote uptake and application of interventions
in the practice setting.

1.1.2 Client-centered care

Client-centered care has been, and still is, highly valued in nursing (Lauver
et al.,, 2002). It is resurging as an approach aimed to provide high-quality care
(Naylor, 2003). Client-centered care is congruent with the philosophical orien-
tation of nursing practice (Rolfe, 2009). Nurses are instructed, socialized, and
expected to deliver client-centered care. Nurses recognize the multidimen-
sionality of clients’ experience, acknowledging the biophysiological, physical,
psycho-behavioral, and sociocultural domains of health; respect the unique-
ness of clients’ needs; and individualize care to be consistent with the clients’
needs. The description of client-centered care, available in the literature, has
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focused on characterizing this approach to care at the individual client level.
The features that distinguish client-centered care are: (1) acknowledging the
client as a unique person; (2) understanding the individual characteristics,
needs, beliefs, values, and preferences of the person; and (3) responding flexi-
bly to the persons’ characteristics, needs, and preferences (McCormack, 2003;
Radwin, 2003). Responding flexibly, also termed responsiveness (Radwin et al.,
2009), involves participation of persons in decision-making and individualiza-
tion of care (McCormack & McCance, 2006; Sidani, 2008). Participation of
persons in the process of decision-making consists of a joint effort between
the health professionals and the person to identify his or her needs and prefer-
ences, and to select the intervention that will address the person’s needs and
that the person views as acceptable (Sidani et al., 2006). Individualization of
care involves customization of the intervention activities, dose, and/or mode
of delivery so that they are mindful of the person’'s characteristics, resources,
and/or context. The client-centered approach has also been applied to the
care of families. Family-centered care encompasses similar features; how-
ever, the focus is on the family as a unit. The application of the client-centered
approach to the care of communities is reflected in the collaborative partici-
pation of community members in identifying health needs and in developing,
adapting, or selecting relevant interventions.

The implementation of client-centered care is expected to benefit the in-
dividuals, families, and communities. It is proposed that this approach pro-
motes clients’ sense of independence and control through their participation
in treatment-related decisions (Reid Ponte et al., 2003); increases satisfaction
with care related to the receipt of the intervention of choice; enhances ad-
herence to treatment; and, subsequently, achievement of intended outcomes
(Sidani et al., 2010). The limited number of studies that investigated the ben-
efits of the client-centered approach to care have focused on either partici-
pation of clients in decision-making or individualization of educational inter-
ventions. The results of these studies were promising, showing improvement
in health outcomes for clients who participated in decision-making and/or re-
ceived client-centered care or individualized interventions (e.qg., Fremont et al.,
2001; Lauver et al., 2002; Sidani, 2008; Wensig & Grol, 2000).

Responding flexibly to clients’ characteristics, needs, and preferences raised
the issue of discrepancy between the selected intervention and the interven-
tion considered most effective on the basis of the best available evidence. That
is, clients may find acceptable, express a preference for, and choose interven-
tions which may not be effective or may have been minimally effective in man-
aging the presenting problem or producing the desired outcomes (Wensig &
Grol, 2000). To address this issue, Coyler and Kamath (1999) proposed an
integrated “patient-centered evidence-based" approach to care. Briefly, this
approach entails identifying evidence-based interventions, incorporating only
those interventions as alternatives from which clients can choose and/or
nurses can individualize to be consistent with clients’ characteristics and pref-
erences (Sidani et al., 2006). The integrated client-centered evidence-based
approach has implications for the definition of high-quality care.
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11.3 High-quality care redefined

High-quality care refers to the delivery of interventions that are appropriate,
acceptable, effective, safe, and efficient. Appropriate interventions are logical,
reasonable, and sound treatments that specifically address the health problem
with which clients present. This implies that the nature of such interventions
is consistent with the nature of the presenting problem, where activities com-
prising the interventions should fit with the defining characteristics and/or
the determinants of the presenting problem, and the dose with which the in-
terventions are given is compatible with the severity with which the problem
is experienced. For instance, educational interventions involving the provision
of information about a chronic illness and its management is appropriate for
increasing clients' knowledge but may not be adequate for changing their self-
management behaviors. In the latter case, behavioral interventions focused
on facilitating the initiation and maintenance of self-management behaviors
are more appropriate.

Acceptable interventions are agreeable to clients expected to receive the
interventions. Agreeable interventions are perceived favorably; that is, they
are consistent with the clients’ beliefs about health in general, about the pre-
senting problem, and about treatment. They are deemed suitable to their
lifestyle, convenient, and easy to apply in their daily life (Sidani et al., 2009).
For instance, persons who ascribe to a holistic perspective to health that ad-
mits a strong body-mind connection find complementary and alternative in-
terventions (e.g., meditation) more acceptable treatments than conventional
medical treatments; the former interventions are congruent with their be-
liefs about health and treatments (Tataryn, 2002). Related to acceptability is
the notion of cultural relevance of interventions. Within and across countries,
clients identify with different ethnic or cultural groups who share common
experience and hold particular beliefs, values, and norms. Cultural relevance
refers to the extent to which the content and/or activities of the interven-
tion, the format for delivering the intervention, and the outcomes expected
of the intervention are consistent with the ethnic and cultural experiences,
values, and beliefs of the group or community (Resnicow et al., 1999). For
example, intervention targeting dietary habits are acceptable to clients of di-
verse cultural backgrounds if they take into account the typical dishes and
way of cooking adopted by respective groups, and/or the food items avail-
able within a particular context and affordable by clients residing in that
context.

Effective interventions produce the best outcomes for clients. When care-
fully implemented, effective interventions are successful in addressing the
presenting problem, reducing its severity, and/or in improving the physical,
psychological, and/or social domains of health. For instance, behavioral in-
terventions are considered effective in managing insomnia if they assist in-
dividuals sleep efficiently, reduce daytime fatigue, improve cognitive perfor-
mance related to poor sleep, and ultimately enhance physical and psychosocial
functioning.
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Safe interventions are associated with no or minimal negative conse-
qguences. Negative consequences encompass physical and/or psychological
discomfort, as well as side effects or untoward reactions experienced with
or as a result of the interventions. For example, adherence to behavioral in-
terventions for managing insomnia may result in increased daytime fatigue
within the first 2 weeks of treatment; however, the experience of this discom-
fort does not exceed that suffered following a “bad night” sleep, is temporary,
and is outweighed by the long-term benefit of the intervention manifested in
adequate sleep quantity and quality.

Efficientinterventions are those worth their cost. They produce the intended
beneficial outcomes within the context of human and financial resources used
to implement them. For instance, the costs of cognitive behavioral interven-
tions for managing insomnia relates to those incurred by therapist and persons
for delivering the sessions over a specified time period, whereas the costs of
pharmacological treatment to address the same problem encompass the pur-
chase of the pills over an extended period of time. The cost-efficiency of the
cognitive behavioral interventions stems from their long-term improvement
in sleep and daytime functions (Jacobs et al., 2004).

The provision of high-quality, client-centered evidence-based care consists
of delivering appropriate, acceptable, effective, safe, and efficient interven-
tions. Whereas evidence-based practice is concerned with identifying effec-
tive, safe, and efficient interventions, client-centered care focuses on the
appropriateness and acceptability of interventions to clients. Implementation
of client-centered evidence-based care requires a sound knowledge base that
informs health professionals of the following:

(1) The nature, severity, and determinants of the health problem with which
clients present.

(2) The nature, dose, and mode of delivering interventions that are appro-
priate for addressing the presenting problem and that are acceptable to
clients holding different personal and cultural beliefs, values, and attitudes
toward health and healthcare.

(3) The effectiveness, safety, and cost-efficiency of the interventions, as com-
pared to no-treatment or to other available interventions for the same
presenting problem.

(4) The personal and clinical profile of clients who benefit from the interven-
tions to varying degree.

(5) The contextual factors that may interfere with the implementation and/or
effectiveness of the interventions.

(6) The mechanisms through which the interventions produce their effects
on the desired outcomes and/or side effects.

This type of knowledge is generated through the application of a process
for designing and evaluating interventions. It forms the basis for developing
guidelines that present specific recommendations for delivering the interven-
tion in a manner that is responsive to clients’ characteristics and preferences
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and that is mindful of the clients’ resources and context, with the ultimate
goal of producing the desired short- and long-term outcomes. The guidelines
are then translated to fit the context of particular settings.

1.2 Process for designing, evaluating, and
translating interventions

The process for designing, evaluating, and translating interventions is sys-
tematic, rigorous, yet flexible. It involves phases that are logically sequenced;
however, the results of each phase drive the work forward toward the next
phase or backward toward earlier phases. In the former case, appropriate in-
terventions found acceptable to different subgroups of the target population
are tested for efficacy; in the latter case, interventions that are not well re-
ceived or deemed unacceptable to clients or health professionals should be
reconceptualized (i.e., going back to the drawing board!) or refined. For ex-
ample, initial evaluation of the Pro-Self Program revealed that patients with
cancer were overwhelmed with its content that covered multiple symptoms
and proposed to have different modules, each focusing on one symptom, pro-
vided on an as-needed basis (Dodd & Miaskowski, 2000; Larson et al., 1998).
Each phase is carried out using research methods that are most pertinent to
achieve the stated goals and objectives and to maintain the validity of findings.
The phases of the process are consistent with those described by Whittemore
and Grey (2002), Campbell et al. (2000), and the National Institutes of Health.
The phases are briefly reviewed in the following sections relative to the design,
evaluation, and translation of interventions.

1.2.1 Design of interventions

The first phase in the design of interventions focuses on gaining a clear and
thorough understanding of the presenting problem requiring remediation. This
understanding should clarify the nature of the problem, the specific indicators
with which it is manifested, the range of severity with which it can present or
be experienced, the determinants or factors that contribute to the problem,
and possible consequences of the problem. Understanding of the problem is
derived deductively from relevant middle range theory, and/or inductively
from a systematic exploration of the problem as experienced by the target
population. Knowledge about the presenting problem is critical as it points to
the aspect(s) of the problem amenable to change or remediation; this, in turn,
indicates the nature of the intervention activities that are most appropriate
to address the presenting problem.

The second phase in the design of interventions is concerned with elab-
orating the intervention. This work is guided by relevant middle range and
practice theories. The aim is to elucidate the essential, specific elements or
active ingredients and the nonspecific elements of the intervention. These
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intervention elements are necessary to specify the components and activities
comprising the intervention, the mode or format for delivering the interven-
tion, and the dose with which the intervention should be given to attain the
preset outcomes. This information then guides the development of the inter-
vention protocol required for proper implementation of the intervention.

The third phase is the development of the intervention theory. The theory
describes the conditions that influence the implementation of the interven-
tions and the achievement of outcomes; it also clarifies the mechanisms re-
sponsible for its effects. The conditions relate to the characteristics of the
clients receiving the intervention, the interventionist delivering the interven-
tion, and the setting or environment in which the intervention is given. The
mechanisms represent the changes that should take place in order to achieve
the desired outcomes. The intervention theory guides the evaluation of the
intervention.

Although the three phases rely on theoretical and empirical knowledge to
design appropriate interventions, members of the target client population and
health professionals (who will ultimately be involved in its implementation in
practice) are invited to participate in these phases. These individuals help
clarify the presenting problem and the activities and mode for delivering the
interventions. Their involvement is crucial for enhancing the acceptability of
interventions.

1.2.2 Evaluation of interventions

In general, evaluation of interventions proceeds in three consecutive phases.
The first phase consists of a pilot test. The primary focus is on examining
the acceptability and feasibility of the intervention. Acceptability refers to the
clients’ perception of the intervention in terms of its appropriateness, effec-
tiveness, severity of side effects, and convenience of implementation (Sidani
et al., 2009). Feasibility relates to the ease with which the intervention is de-
livered and the factors that facilitate or hinder its implementation. In addition,
the pilot test explores the extent to which changes in the hypothesized mech-
anisms underlying its effects and outcomes occur following implementation
of the intervention. The results of the pilot test guide the refinement of the
intervention theory and/or any aspect of the intervention delivery, such as its
elements or activities, mode of delivery, and dose. The refinement can be done
in collaboration with the research staff (in particular, the interventionists) and
the clients who participated in the pilot test. The revised intervention is then
subjected to further evaluation.

The purpose of the second evaluation phase is to determine the efficacy
of the intervention. Efficacy refers to the extent to which the intervention
causes the intended effects. The focus is on examining the extent to which the
intervention produces its effects under ideal conditions. The ideal conditions
are those that minimize the potential influence of any factors, other than the
intervention, that could contribute to the outcomes, and that maximize the
power to detect the hypothesized effects. The features of the RCT design
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allow control for potential confounds. This experimental control is necessary
to attribute, with confidence, the observed outcomes to the intervention, that
is, to demonstrate the causal relationship between the intervention and the
outcomes (Sidani & Braden, 1998; Victora et al., 2004). Results of the efficacy
study inform the next step to be undertaken in the process of intervention
evaluation. For interventions that do not show the expected effects, the next
step entails exploratory work to identify what contributed to the unantici-
pated findings. The search is for conceptual and/or methodological factors
that could account for the findings. Conceptual factors are illustrated with
inadequate specification of the severity of the problem amenable to treat-
ment by the intervention under evaluation, influence of a confounding client
characteristic (e.g., age), and low intervention dose that did not induce the
anticipated mechanisms responsible for producing the anticipated changes in
the outcomes. Methodological factors are illustrated with issues with fidelity
of intervention delivery and nonadherence to the intervention. For interven-
tions that demonstrate the hypothesized causal effects, the next step is an
evaluation of their effectiveness.

The main concern of the third evaluation phase is to investigate the ef-
fectiveness of interventions. Effectiveness refers to the extent to which the
intervention produces the intended beneficial outcomes when delivered un-
der the real world, or usual conditions of day-to-day practice. Under the latter
conditions, the intervention is implemented (1) by health professionals with
different levels of theoretical knowledge, practical experience, and skills in
delivering the intervention; (2) to clients presenting with a range of personal
and clinical characteristics representing different subgroups of the target pop-
ulation, and with varying levels of perceived acceptability of and/or motivation
to apply the intervention; and (3) in practice settings with different contex-
tual features that may affect the implementation of the intervention (Sidani &
Braden, 1998; Tunis et al., 2003). Practical or pragmatic clinical trials are con-
sidered appropriate for evaluating the effectiveness of interventions (Thorpe
et al., 2009). The results point to the characteristics of clients who benefit
to different degrees from the intervention implemented in what format and
at what dose; by health professionals with personal characteristics and pro-
fessional qualifications; and in with what type of context. In other words, the
findings of effectiveness studies provide the knowledge health professionals
need to properly deliver the intervention in the context of day-to-day practice.

1.2.3 Translation of interventions

Translation involves the development of guidelines for implementing the in-
tervention in day-to-day practice and the incorporation of the guidelines as
part of usual practice. To be useful in informing practice, the guidelines should
be specific, describing (1) the presenting problem amenable to treatment by
the intervention, with a particular emphasis on the aspects of the problem
targeted; (2) the active ingredients of the intervention and their operational-
ization in relevant components and actions that should be carried out to claim
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that the intervention is delivered, (3) the range of nonessential elements of
the intervention and their operationalization in mode or format for delivering
the intervention in a flexible way that is responsive to clients' preferences;
and (4) the minimal and optimal dose associated with the beneficial outcomes
and side effects. The guidelines should also explain the mechanisms underly-
ing the intervention effects. Different strategies are used to assist healthcare
professionals incorporate the guidelines in their practice.

1.3 Overview of the book

The development of the knowledge base needed to inform nurses of interven-
tions deemed appropriate, acceptable, effective, and safe, and to direct the
selection and implementation of interventions that are responsive to clients’
characteristics and preferences, should rely on a combination of research
methods. The different methods that can be used in the phases of the process
for designing, evaluating, and translating interventions are the focus of this
book. The methods are discussed relative to each step of the process for de-
signing, evaluating, and translating interventions. The second section of the
book (Designing Interventions) concentrates on the design of interventions.
The content of this section is consistent with the perspective that interven-
tions are rational, designed in response to a health problem and to achieve
desired outcomes. Deductive and inductive strategies are presented to gen-
erate a thorough understanding of the problem amenable to intervention,
to clarify elements of the intervention (i.e., active ingredients, components,
activities, mode of delivery, dose), to develop an intervention theory that ex-
plains how the intervention produces the intended outcomes, in what groups
of persons, and to design tailored interventions that are responsive to clients’
characteristics. The third section of the book (Implementation of Interven-
tions) addresses issues pertaining to the implementation of the intervention.
The issues relate to the development of an intervention protocol that directs
the delivery of the intervention; training of interventionists in providing the
intervention; and the assessment of fidelity with which the intervention is im-
plemented. In the fourth section (Evaluation of Interventions), conventional
and alternative research designs and methods are presented for examining
the feasibility, acceptability, efficacy, and effectiveness of interventions. The
role of preferences for treatment and methods for examining their influence
within a research context are discussed. The fifth and last section of the book
(Translation of Interventions) covers issues and strategies for translating in-
terventions into the day-to-day practice setting.



