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Qualitative methods are a valuable tool in implementation research because they help to answer complex
questions such as how and why efforts to implement best practices may succeed or fail, and how patients and
providers experience and make decisions in care. This article orients the novice implementation scientist to
fundamentals of qualitative methods and their application in implementation research, describing: 1) im-
plementation-related questions that can be addressed by qualitative methods; 2) qualitative methods commonly
used in implementation research; 3) basic sampling and data collection procedures; and 4) recommended
practices for data analysis and ensuring rigor. To illustrate qualitative methods decision-making, a case example

is provided of a study examining implementation of a primary care-based collaborative care management model
for women Veterans with anxiety, depression, and PTSD.

1. What are qualitative methods?

Qualitative research broadly refers to a category of research ap-
proaches that produce findings without reliance on quantitative mea-
surement or statistical analysis (Corbin and Strauss 2015). In the clin-
ical context, these studies “help us understand why promising clinical
interventions do not always work in the real world, how patients ex-
perience care, and how practitioners think. They also explore and ex-
plain the complex relations between the healthcare system and the
outside world....” (Greenhalgh et al., 2016). Qualitative methods
commonly include individual and focus group interviews, participant
observation, ethnography, and several other approaches. Traditionally,
qualitative methods have been used across a variety of disciplines to
describe how things are; as with, for example, participant observation in
early cultural anthropology, which documented the beliefs and prac-
tices of specific cultural groups. Although still perhaps most common in
the social sciences, qualitative methods are increasingly recognized for
their utility in clinical and health research generally, with a recent call
for “[t]rialists and other stakeholders...to recognize the benefits of
using qualitative methods in surgical, device and drug trials”
(Clement et al., 2018).

Qualitative methods are an integral component of implementation
research—i.e., “the scientific study of the use of strategies to adopt and
integrate evidence-based health interventions into clinical and

community settings to improve individual outcomes and benefit po-
pulation health” (National Institutes of Health PAR 19-274)—to the
extent that the National Cancer Institute recently commissioned an
expert group of social scientists to develop a White Paper on Qualitative
Research in Implementation Science (QualRIS, 2019), intended primarily
for an implementation science audience with some knowledge of qua-
litative methods. To complement the QualRIS effort, this paper orients
the novice implementation scientist to fundamentals of qualitative
methods and their application in implementation research, addressing:
1) implementation-related questions that can be addressed by qualita-
tive methods (Section 2.1); 2) qualitative methods commonly used in
implementation research (Section 3); 3) basic sampling and data col-
lection procedures (Sections 3.1-3.4); and 4) use of inductive and de-
ductive approaches in qualitative analysis, including guidelines for
ensuring rigor, validity and reliability of data (Section 4). These fun-
damentals will be illustrated via a case study of collaborative care for
women Veterans (Hamilton et al., 2017b), presented below.

2. Why are qualitative methods critical to implementation
science?

To answer this question, we will first share a slice of a real-world
implementation effort currently underway. Depression is the second
most prevalent health condition among women Veteran users of
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Veterans Affairs (VA) healthcare, next to hypertension (Frayne et al.,
2018). Among women Veterans aged 18-44, depression is the most
prevalent health condition (28%), with anxiety (23%) and post-trau-
matic stress disorder (PTSD; 22%) also among the top five health
conditions (Frayne et al., 2018). Depression and anxiety are sub-
stantially more prevalent among women Veterans than men
(Maguen et al., 2010). The VA healthcare organization grapples with
how to appropriately connect women to mental health (MH) providers
who understand their distinctive MH needs, and to support their na-
vigation of often fragmented MH care options offered across VA pri-
mary care (PC) and MH settings. Depending on the VA site, women's
access to MH care is variable. Women may have access to integrated
MH care in general PC clinics or in a separate portion of a general PC
clinic set aside for women. Others may receive care in stand-alone
women-only clinics. Such highly variable models of MH care delivery in
PC and MH make it difficult to engage women in services in a timely
manner, and to support their retention in care.

Collaborative care models have a strong evidence base for enhan-
cing patient engagement and retention in PC-based MH care for de-
pression (Gilbody et al., 2006; Thota et al., 2012), and the VA has ex-
tended application of collaborative care to many other mild to
moderate conditions, including anxiety disorders and alcohol misuse.
The VA's approach to integrated MH involves collaborative care with
two components: co-located MH professionals who are integral com-
ponents of the PC team and MH care management
(VHA Handbook. 1160.01, 2008). While co-location has been achieved
at many sites, implementation of care management (i.e., “a set of ac-
tivities intended to improve patient care and reduce the need for
medical services by enhancing coordination of care, eliminate dupli-
cation, and helping patients and caregivers more effectively manage
health conditions”; Goodell et al., 2009) has been limited, especially in
stand-alone women's clinics. Many have suggested moving toward
blended models with local tailoring (VA Office of Patient Care
Services, 2013). Toward this end, we have used an implementation
strategy, Replicating Effective Programs (REP), to implement a tailored
“Collaborative Care for Women Veterans” (CCWV; Hamilton et al.,
2017b) intervention that encourages local blending of elements from
VA-approved models with Coordinated Anxiety Learning and Manage-
ment (CALM), a PC-friendly evidence-based, computer-assisted cogni-
tive behavioral treatment (CBT) platform for anxiety, depression, and
PTSD (Roy-Byrne et al., 2010).

While we have several clinical outcomes of interest in this study,
they are secondary to implementation outcomes of feasibility, accept-
ability, adoption, appropriateness, penetration, and sustainability
(Proctor et al., 2011). Why are they secondary? Because we know that
both collaborative care and the CBT platform we are offering work.
What we do not know includes: how to make a gender-tailored colla-
borative care model “fit” into different PC configurations; how to en-
gage women in this model; why some women will engage and others
will not; how to foster buy-in among local stakeholders for a gender-
specific model of care; how to encourage clinicians to refer women to

Table 1
Implementation outcomes and questions.
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CCWYV; why some providers refer to CCWV while others do not, and so
forth. Qualitative methods are essential in implementation because they
provide a rigorous and efficient way to answer these kinds of “how” and
“why” questions, and we need the answers in order to know how (and
whether) to proceed with spreading this gender-tailored care model.

As Bauer and Kirchner note in the Introduction to this Special Issue
(Bauer and Kirchner, 2019), the central tasks of implementation science
require identifying barriers and facilitators to uptake of clinical in-
novations and developing strategies to overcome barriers and leverage
facilitators toward establishing routine use of best practices in clinical
care. Moreover, as described in this issue's contribution from
Damschroder (2019), implementation research is driven by theoretical
and conceptual models that help in planning for, making sense of, and
predicting change in use of innovations. Qualitative research is there-
fore a critical approach to discovering and documenting: the context(s)
in which implementation occurs; the environment(s) where im-
plementation occurs; the process that occurs during implementation; the
effectiveness of implementation strategies (i.e., “methods or techniques
used to enhance the adoption, implementation, and sustainability of a
clinical practice or program”; Curran et al., 2012); and the relationship
(s) between theorized and actual changes (QualRIS, 2019).

Qualitative methods add value to implementation science by
helping to describe what is happening and why. Qualitative methods in
implementation research are also increasingly oriented toward sup-
porting practice and problem-solving. Mixed methods designs com-
bining qualitative and quantitative approaches are also used commonly
in implementation science, as both qualitative and quantitative findings
can be integrated in order to generate “unique insights into multi-
faceted phenomena related to health care quality, access, and delivery”
(Fetters et al., 2013; see also Aarons et al., 2012; Robins et al., 2008).
Thus qualitative methods can be used to fulfill a variety of functions in
implementation research.

2.1. What types of questions can qualitative methods address in
implementation science?

Given that implementation research aims to support the uptake of
evidence-supported practices in clinical care, recommended outcomes
emphasize how an innovation is perceived—e.g., its feasibility, ac-
ceptability, and appropriateness—as well as practical elements of
evaluating its spread (Proctor et al., 2011). In Table 1, we outline our
implementation outcomes and how they align with research questions
of interest in the CCWV study, using a tabular approach common in
implementation science.

Qualitative methods are invaluable in addressing the hows and
whys of implementation, and are well-suited to both relatively
straightforward and more nuanced aims, such as: discerning how ef-
fectively an intervention is adopted at each site (e.g., Hamilton et al.,
2013); revealing organizational and interpersonal dynamics affecting
the intervention (e.g., Harvey et al., 2018); explaining practice change
(e.g., Lessard et al., 2016); discerning barriers and facilitators to uptake

Implementation outcome Outcome definition (adapted from Proctor et al., 2011)

Aligning research questions with implementation outcomes: CCWV example

Feasibility Extent to which an innovation can practically be used in a given
setting

Acceptability View among stakeholders that a given innovation is agreeable or
satisfactory

Appropriateness Perceived compatibility with needs and practices of a setting or
population; perceived utility in addressing a given problem

Adoption Intention or action to try an innovation

Penetration Reach or integration of the innovation within a setting

Sustainability Extent to which innovation is maintained or routinized within

setting over time

How do we ensure a gender-tailored collaborative care model is feasible within
different configurations of primary care?

How do we as researchers foster support among local stakeholders for a gender-
specific model of care?

Why are some women referred to the CCWV care manager while others are not?
Why do some women engage with the care manager while others do not?

How do we encourage clinicians to refer women to CCWV? Why do some providers
refer to CCWV while others do not?

How do we attract women to—and retain them appropriately in—this model?
How do we ensure that the care model remains available after the implementation
study (and funding) is over?
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of the intervention (e.g., Gleacher et al., 2016); identifying what stra-
tegies are being used to foster organizational change, how successful
they are perceived to be, and how they make a difference (e.g.,
Bokhour et al., 2018); and identifying contextual elements and provider
perceptions that affect implementation and sustainability (e.g.,
Aarons et al., 2016). Not all of these questions can feasibly be asked in
every study, and some questions are more salient during the course of
implementation. For example, one might examine feasibility early in a
study to ensure that adequate consideration is given to local barriers
and facilitators before a new evidence-based practice is put into place.
It can also be important to evaluate anticipated sustainability early in a
study in order to identify foreseeable problems to maintaining an in-
tervention over time and to plan for solutions once funding for initial
implementation support (e.g., training from intervention purveyors, or
training from an outside team) has ended.

3. What qualitative methods are most commonly used in
implementation research?

As in any form of research, the appropriate study design and
methods are dependent on the research questions. For the kinds of re-
search questions outlined above, talking with people—in one-on-one
interviews, small groups, or focus groups—is likely to be the most ro-
bust way to understand what they think about a new innovation and
efforts to implement. However, a variety of other strategies based in
observation or analysis of texts or other media may also have value, as
discussed further below. Table 2 lays out a basic checklist of elements to
consider in designing a rigorous plan for qualitative implementation
research. There are many excellent books and articles devoted to the
use of qualitative methods (see, e.g., Denzin and Lincoln, 2011; Patton,
1990). Here, we will briefly share some general tips for conducting

Table 2
Key elements of rigorous qualitative implementation research.
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qualitative research in the context of implementation.

Often in research there is a tension between rigor and feasibility,
and this may be particularly true for implementation research, in which
timelines are typically rapid and there are frequently multiple “moving
parts” that need to be understood. Feasibility is strongly linked to re-
sources such as time, funding (e.g., the scale and scope of your study),
and team members, as well as to intended products. If the research plan
calls for conducting interviews, therefore, it may be necessary to take a
targeted approach to interviewing by narrowing sample size and com-
position, as well as number and type of interview questions asked, and
data analysis techniques.

3.1. Individual interviews and sampling considerations

Briefly, with regard to individual qualitative interviews, im-
plementation scientists typically focus on talking with individuals
commonly referred to as “key stakeholders.” These are individuals who
play a role in or are otherwise impacted by the implementation effort.
This does not necessarily mean that they will be directly involved in the
research, but they may have role(s) that touch the research. For ex-
ample, in the CCWV study, key stakeholders include not only PC and
MH providers, site staff, and patients, but also administrators of clinics,
facilities, medical centers, and healthcare regions. These type of sta-
keholders are referred to as “multilevel” stakeholders, i.e., individuals
at multiple levels of an organization who may have some decision-
making authority and/or unique perspectives on what you are trying to
achieve (Hamilton et al., 2017a; Kirchner et al., 2012). By interviewing
multilevel stakeholders, the team obtains valuable vantage points on
the research questions noted in Section 2.1.

Typical sample sizes for a medical facility in which one is con-
ducting implementation research range between 5 and 10 individuals in

Key elements to consider in designing qualitative implementation research

Aligning qualitative methods with implementation research questions:CCWV example

Sample of participants
» Who are the key stakeholders for implementing this innovation?
» Whose support is necessary for implementation to be successful?

Data collection instruments (e.g., interview guides; fieldnote templates)
+ What do you need to know?
» How does your conceptual framework guide your data collection
approach?
Timing of data collection
» When and how often will you talk with participants?
Location of data collection
» Where will the innovation be implemented?
» Where is it practical to engage with stakeholders?
Qualitative team
» Who will collect the data?
» What level of training and experience do they require?
Recording and transcription
+ Will conversations be recorded? If so, will they be transcribed? By
whom?
» What other forms of documentation will be maintained, e.g.,
fieldnotes of observations?
Data management
» How will data be stored to ensure compliance with research ethics
and organizational standards?
Data analysis
» How will data analysis be conducted to answer the research question
(s) in a systematic, rigorous, yet pragmatic and timely manner?
» How will your conceptual framework guide your data analysis
approach?
Ethics of research
» How will appropriate protections for participants be maintained at
each stage of the research process?

VA Leadership (local, regional)

Women's health leaders and managers

Primary care providers

Mental health providers

Social workers

Nurses

‘Women veterans

Individual interviews evaluating feasibility, acceptability, appropriateness, adoption,
penetration, and sustainability of CCWV in VA

Interviews occurring pre-, mid-, and post-implementation

Interviews occurring on-site in clinics where CCWV is based and by telephone, as needed

Interviews conducted by skilled team of masters- and PhD-level qualitative researchers

Interviews recorded and professionally transcribed; other forms of documentation include
notes from site visits and periodic reflections (Finley et al., 2018) with implementation team
members

Recordings and de-identified transcripts stored behind VA firewall, accessible only to
authorized team members

Rapid qualitative analysis (Hamilton 2013) using a focused, team-based approach
(Hamilton et al., 2017b)

Employee key stakeholders: verbal informed consent to participate and to be recorded
Patients: written documentation of consent
Highly secure data management and storage
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key roles at each site, for individual interviews. This is consistent with the
recommendation of Guest et al. (2006), who found that, with a narrow
research scope and a relatively homogenous target audience, a sample
size of 6-12 is usually adequate to reach “saturation,” i.e., the juncture
in data collection at which new insights are not being gleaned from
interviews (though notably, many argue that saturation is a concept
more appropriately applied to data analysis rather than sampling; see,
e.g., Nelson 2017). Malterud et al. (2016) propose a useful concept of
“information power” with regard to sampling: the more information the
sample holds, relevant for the actual study, the lower number of par-
ticipants needed. There are often more individuals available to inter-
view in these settings, but the key is to identify those most critical to
your implementation research effort. This is referred to as purposive or
purposeful sampling, i.e., identifying individuals whose perspectives
will help to inform and guide research (Palinkas et al., 2015). In some
cases, initial participants suggest additional key stakeholders who may
not have been known at the outset of the study; this is referred to as
respondent-driven or snowball sampling, wherein key stakeholders are
asked (usually at the end of an interview) if they know of anyone else in
the local, system, or national context who should be asked for an in-
terview. With qualitative implementation research, however, depth of
information across a smaller sample of key stakeholders is preferable to
more superficial information across a larger sample of individuals, some
of whom may be tangential to the implementation effort.

3.2. Focus group interviews and sampling considerations

Focus group interviewing—a qualitative method emphasizing group
interaction (Morgan 1996)—is common in implementation studies and
can be effective for gathering rich information about settings (such as
normative care practices or workflow), experiences with health services
and care models, as well as perspectives on interventions and im-
plementation strategies (e.g., Huntink et al., 2014). Focus groups can
also be an important way to engage stakeholders and invite their input
on issues related to implementation (e.g., Burns et al., 2018), and to
better understand the environment of care and contextual factors that
may impact implementation. As Robins et al. (2008) point out, how-
ever, focus groups are not appropriate for “gaining an in-depth un-
derstanding of treatment processes” or “exploring sensitive topics,”
particularly if there is likely to be meaningful variation in participants’
views, needs, or practices. Focus groups are not a quick and easy
method to obtain information from a larger sample; they are challen-
ging and time-consuming. Moreover, the unit of analysis with a focus
group is the group (typically comprised of five to eight individuals; see
Krueger and Casey 2014), not the individual. In other words, in a study
with eight focus groups with six individuals in each, the sample size is
eight, not 48. Therefore, one focus group is rarely, if ever, sufficient,
because focus groups are idiosyncratic; one cannot predict how a group
of people will interact. Typically, 4-6 focus groups will prove adequate,
depending on the diversity of participants (Guest et al., 2017). If the
study is comparative in nature, involving different groups or categories
of people (e.g., patients who selected different treatment options), more
groups are needed to achieve a sufficient sample size for comparison
purposes. It is also important to carefully consider focus group com-
position: mixing individuals at different levels of an organizational
hierarchy, for example, should generally be avoided as discussion could
be hampered by power differentials. Furthermore, focus groups can be
quite difficult to arrange (particularly in busy healthcare settings) and
to moderate (Kitzinger 1995), requiring both strong interviewing and
observational skills, as well as the ability to control and guide discus-
sion (McDonald, 1993). The selection of focus group methodology
should be closely tied to a research question that is best answered by an
approach that centers on group discussion.

Psychiatry Research 280 (2019) 112516

3.3. Interview data collection instruments

Both individual and focus group interviews require interview guides.
Typically in implementation research, these guides are semi-structured,
meaning that the questions are specified but can be asked in a con-
versational style and do not necessarily need to be asked in the exact
order in which they appear in the guide. Due to the rapid nature of
implementation research, interview guides are generally targeted and
focused on questions that participants will likely be able to answer due
to their expertise and role within the healthcare system. Interview
questions should be inviting (interesting for the participant), accessible
(familiar, not opaque or multivalent), and analyzable (useful in meeting
your project goals and answering your research questions) (Maietta and
Hamilton, 2018). They should also be geared toward the time available
for the interview. Often in implementation research, interview ques-
tions are shaped by the conceptual framework driving the study
(Damschroder et al., 2017; Holtrop et al., 2018). Tables can be helpful
in preparing guides by aligning interview questions with framework
constructs or domains. In our experience, interview guides for in-
dividual interviews work best with approximately 6-8 primary ques-
tions, and guides for focus group interviews with roughly 4-6 primary
questions depending on the estimated length of the group. Prioritizing
questions—putting the most important toward the beginning, and
putting optional questions toward the end—can help to ensure that at
least a subset of questions is consistently asked across the sample. This
is especially important when multiple interviewers, often with different
disciplinary backgrounds, are in the field; they need to know which
questions should be prioritized. Questions should always be tested be-
fore launching into intensive data collection efforts. Testing should
occur internally in the team, with mock interviewing, to ensure that
interviewers are consistent in how they are asking questions and soli-
citing information from participants. If possible, pilot testing the guide
with individuals who are knowledgeable about the topic can also be
helpful.

A thorough discussion of how to prepare guides and conduct in-
dividual and focus group interviews is beyond the scope of this paper,
but it is important to note that the opening of any interview sets the
tone and has a significant impact on the data that will be collected. The
main goal at the beginning of an interview, even over the phone, is to
establish rapport and put your participant(s) at ease. This can be fa-
cilitated by adopting a “learner role” posture (Lofland and Lofland
1995), and starting the interview with what Spradley (1979) coined the
“grand tour” question, which gets participants talking about something
they should know well, but in a focused way. For example, in our CCWV
study, we ask an opening question at pre-implementation such as, “Can
you please give me the lay of the land of how women get their mental
health care at this facility?” This type of question elicits a “verbal tour”
that then gives the interviewer several different strands of inquiry to
follow, depending on the participant's response. This type of question
also works well in focus groups, for example, asking a group of patients,
“Can we start by talking about what brought you to this facility for your
health care?” Across several implementation studies, we have also
found it useful to ask a closing question that encourages the participant
to imagine the ideal; we call this the “queen/king for a day” question
(Brunner et al., 2019), such as, “If resources weren't an issue and you
were in charge, what would be your ideal approach to delivering wo-
men's health care?” We have also found it to be beneficial to ask toward
the end, “Is there anything you thought we would be discussing that we
haven't touched on?”

3.4. Other qualitative methods

In addition to individual and focus group interviewing, other qua-
litative methods include, but are not limited to, observation and ar-
chival analysis. Although these methods are less common than inter-
viewing in implementation and evaluation research, they may be of
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particular value for several reasons. Behavior change is central to im-
plementation, as introducing a new evidence-based practice typically
requires adding, removing, or replacing actions that occur as part of
clinical care. It is a truism of behavioral research that people do not
always do what they think they do or say they do, and observation can
be critical in identifying the gap between reported and actual practice.
Observation may also reveal features of the context or interpersonal
dynamics that are taken for granted (perhaps even unseen) by partici-
pants, or not seen as socially desirable to discuss. Examination of ar-
chival or other textual analysis can be critical in understanding the
history, policy context, or operationalization of a particular initiative
(e.g., Regan et al., 2017). Illustrating how these methods can be in-
tegrated, Murdoch (2016) observed how nurses used and adapted re-
commended phone scripts in implementation of a telephone-based
triage intervention, and examined how nurses’ practice varied from
written protocols. Along these lines, some qualitative methodologists,
and anthropologists in particular, have begun embracing ethnographic
approaches in implementation (e.g., Bunce et al., 2014; Greenhalgh and
Swinglehurst, 2011; Morgan-Trimmer and Wood, 2016; Thirsk and
Clark, 2017; Palinkas and Zatzick 2019). Ethnography is characterized
by “close engagement with a social group over time” and typically
makes use of multiple methods, e.g., observation and interviews, to
ensure triangulation (mixing) of data sources (Finley et al., 2018). Be-
cause implementation often requires long-term engagement with sta-
keholders in order to achieve changes in practices or processes, and
because multiple methods may be required to adequately understand
the kind of complex questions outlined above, ethnography can be
highly compatible with the activities and goals of implementation re-
search.

Along similar lines, implementation research has also increasingly
using qualitative methods such as fieldnotes (e.g., Ilott et al., 2016),
periodic reflections (Finley et al., 2018), and diaries or other annotated
logs of observed processes during implementation (e.g., Cohen et al.,
2008; Bunger et al., 2017; Rabin et al., 2018). For example, in our
CCWV study, a senior research team member holds lightly structured
discussions with key team members (investigators, local site key per-
sonnel) on a periodic (roughly monthly) basis to check in on and
document implementation processes, intervention adaptation and tai-
loring, and any relevant local, regional, and national contextual shifts
(Finley et al., 2018). All of these approaches benefit from occurring
either at regular intervals (e.g., monthly or quarterly) or alongside
regular events (e.g., intervention trainings) in order to observe and
record implementation as it is occurring. Fieldnotes taken during
training sessions might describe how the training was received by
participants, what kinds of questions they asked, and whether sugges-
tions for changes were made. Similar, logs can be kept by the im-
plementation team to describe why and how adaptations were made to
the intervention, e.g., to make it better fit with the existing staffing and
workflow. The periodicity of these approaches is well-suited to im-
plementation precisely because it is often unpredictable and requires
flexibility, tenacity, and iteration, all of which may be difficult to
capture if data collection is only occurring at long intervals, e.g., pre-
and post-implementation. Furthermore, these more narrative ap-
proaches provide opportunities for attending to reflexivity, which en-
tails acknowledging limits to claims of knowledge, and characterizing
the position of the researcher in relation to the participants (see
Marcus, 1998), an underemphasized yet important dimension of im-
plementation science.

4. How are qualitative data analyzed?

The topic of qualitative data analysis has an extensive history and
many varying philosophical and epistemological strands. Even so, there
are a few features of analyzing qualitative data in the context of im-
plementation research that we have found noteworthy, particularly the
need for efficiency and applicability. Qualitative data are often used to
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inform the process of implementation, which means that at least pre-
liminary results need to be turned around quickly. Rapid qualitative
analysis can be a fruitful strategy for achieving this (Hamilton 2013;
Taylor et al., 2018). In one study of supported employment for Veterans
with serious mental illness, Hamilton et al. (2013) conducted pre-im-
plementation interviews to inform the selection and tailoring of im-
plementation strategies; interviews were summarized using a structured
template aligned with the interview guide (Hamilton, 2013), and ma-
trices were developed to be able to review at-a-glance the key in-
formation gleaned from the interviews (Averill 2002). Site profiles were
generated from the summaries and matrices, with highlights specific to
the particular needs of each site. Interview summaries can serve as a
resource not only to guide next steps in implementation, but also to
inform subsequent waves of data collection, and to prepare for in-depth
analysis, e.g., to draft a codebook. Rapid analysis requires a high level
of organization and teamwork, and involves potential trade-offs in
pausing more interpretive phases and types of analysis, which may
come later in an implementation study after more immediate needs for
preliminary results are met.

Similar to qualitative data collection in implementation research
(see 3.3), qualitative analysis is typically driven or at least informed to
some extent by the study's conceptual or theoretical framework. This is
considered a more deductive approach, representing the “top-down”
end of the analytic spectrum, and framework constructs may be used to
categorize segments of narrative data, e.g., to identify descriptions of
external context factors that affect implementation (Hamilton et al.,
2018). This approach has been used with frameworks such as Nor-
malisation Process Theory (Pope et al., 2013), Theoretical Domains
Framework (Atkins et al., 2017; Lawton et al., 2016), as well as with the
Consolidated Framework for Implementation Research (CFIR;
Damschroder et al., 2017; Damschroder and Lowery 2013; Keith et al.,
2017), which offers CFIR-guided tools for data collection and analysis.
An important consideration in using a top-down or framework-driven
analytic approach is to remain open to findings that may not fit into the
pre-set domains or constructs, reflecting the more inductive or emer-
gent side of the analytic spectrum. Inductive and deductive need not be
mutually exclusive approaches; they can be combined in “hybrid”
fashion (Fereday and Muir-Cochrane 2006) or each can be used at
different times and for different purposes during the course of analysis.

In the context of implementation research, which tends to be highly
dynamic, it is essential to maintain methodologic rigor (QualRIS 2019).
Techniques such as calculating interrater or intercoder reliability can be
helpful to ensure reliability and validity of analyses, but are only ap-
propriate under specific conditions, i.e., when “all participants are
asked the same questions, in the same order” (Morse 1997), and when
the analysis team is taking a highly formalized approach to coding data.
To ensure rigor, several strategies can be used during the course of data
collection and analysis, including prolonged engagement, persistent
observation, member checking, triangulation, and thick, rich descrip-
tion (see Morse 2015; Morse et al., 2002 for details about these stra-
tegies).

The goal of any qualitative analysis is to produce work that is of
value to the study and study team, multilevel stakeholders, and the
broader scientific community. This work can take many directions be-
yond traditional academic products such as publications and pre-
sentations, especially in implementation research where products such
as implementation guidelines, recommendations and toolkits are a
common mode of supporting sustained and future spread of a given
innovation (QualRIS 2019). In the CCWV study, for example, we are
generating “playbooks” and “playbytes” (mini-playbooks focused on
disseminating targeted information) to aid sites in implementing the
care management model. Products featuring the qualitative data as the
“star” (Chenail 1995) will orient team members and audiences, illu-
minating often complex processes and dynamics, and providing com-
pelling, memorable examples from which to learn.
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5. Conclusion

In this paper we have provided an introduction to the application of
qualitative methods in implementation research. Designed to answer
primarily how and why questions, qualitative methods are integral to
investigating what happens in implementation, and what “surrounds”
and interacts with implementation processes. As Kitson et al. (1998)
noted two decades ago, “For implementation to be successful, there
needs to be a clear understanding of the nature of evidence being used,
the quality of context in terms of its ability to cope with change, and
type of facilitation needed to ensure a successful change process.” The
sophistication with which we address these phenomena in im-
plementation has grown exponentially since that time, with a plethora
of frameworks, models, measures, protocols, and empirical findings
available to guide scientists and practitioners, as described in this
special issue. Study methods and designs have become increasingly
refined, with most implementation studies now utilizing mixed
methods designs [mixed methods are previously defined above]
(Mazzucca et al., 2018); excellent guidance is available on these designs
(see, e.g., Aarons et al.,, 2012; Green et al., 2015; Hoagwood et al.,
2015; Palinkas et al., 2011; Palinkas 2014, 2019).

Qualitative methods have a central place in the implementation
research endeavor. Although efforts to expand and innovate with these
methods are underway—with, for example, greater emphasis on eth-
nography and use of analytic techniques such as qualitative compara-
tive analysis—their application tends to be pragmatic, and the findings
they reveal can be an efficient, even transformative, way of increasing
knowledge and strengthening capacity for implementation in real-
world settings.
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