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Abstract

Background: Globally, there is a large treatment gap for people with mental disorders, and this gap is especially
extreme in Low and Middle Income Countries. This gap can be potentially bridged by integrating evidenced based
mental health interventions into primary care, but there is little knowledge about how to do this well, especially in
countries with weak health systems. Research into the best implementation approaches is a priority, but in order
to do so, it is first necessary to adapt implementation science principles and tools for mental health services in low
resource settings.

Results: The frameworks that have been used to implement evidence-based behavioral health and health care
interventions in High Income Countries do not directly apply to contexts where resources and processes for service
delivery and support do not exist. We propose an implementation approach for low resource settings, called design-
focused implementation, emphasizing the design of delivery systems using systematic design methods as precursor
to implementation in severely resource constrained environments. This approach draws from existing literature in
design thinking, quality implementation, improvement science and evaluation and we describe its use in creating the
processes, organizations and the enabling environment for integration of mental health service delivery into primary
care in India.

Conclusions: Design-focused implementation will be useful for guiding research and practice in closing the imple-

mentation gap for a wide variety of complex interventions in low resource settings.
Keywords: Mental health, Primary care, Implementation science, Research, India

Background and context

The first and second Lancet series on Global Men-
tal Health [1, 2], World Health Organization’s (WHO)
mhGAP Intervention Guidelines [3] and mhGAP inter-
vention guide, version 2.0 [4], a series of papers published
in PLoS Medicine [5], WHO-WONCA report on mental
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health in primary health care [6] and the Disease Con-
trol Priorities’ mental health volume [7], summarize the
strong evidence base for integration of mental health ser-
vices in primary care in Low and Middle Income Coun-
tries (LMIC). Unfortunately there is a huge gap between
what is known about the effectiveness of a range of phar-
macological, psychological, and social interventions that
can transform lives and enhance communities and what
is provided to and experienced by individuals in primary
care and community care settings [8]. There is little evi-
dence that evidence-based mental health treatments are
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either adopted or successfully implemented in primary
care either in High Income Countries (HICs) [9] or in
LMICs [10]. This is result of poor knowledge translation
between those who generate evidence and those who are
expected to use and apply it [11].

Our limited understanding of how best to deliver evi-
dence-based interventions across the full range of exist-
ing health systems and in the wide diversity of possible
settings, serves as the major barrier to translate evidence
into practice. The Institute Of Medicine report has pro-
posed a five-step framework to bring evidence-based
interventions into practice [12]. The first three steps
involve evidence generation and synthesis activities such
as efficacy and effectiveness research and the develop-
ment of clinical guidelines. This has been the primary
focus of mental health research over the years, and has
resulted in the creation of guidelines such as WHO’s
mhGAP for implementing evidence-based mental health
interventions in LMICs. The last two steps of the IOM
framework emphasize the creation of quality metrics to
assist in the improvement of the quality of care and the
development of methods for implementation in practice.
This is the focus of the work described in this paper.

In this paper, we present the approach used by the
PRIME (PRogramme for /mproving Mental Health CarE)
project in India to develop an implementation strategy
to deliver mental health interventions through the dis-
trict level primary health care system. PRIME, a research
program consortium funded by UK aid aims to gener-
ate evidence on the implementation and scaling up of
integration of mental health services in primary care in
Ethiopia, India, Nepal, South Africa and Uganda, ulti-
mately to improve health, social and economic outcomes
for individuals with depression, alcohol use disorder and
psychosis [13]. In India, PRIME is implemented in the
state of Madhya Pradesh through a three-way partner-
ship involving the Ministry of Health, Government of
Madhya Pradesh, Sangath (a Goa based NGO working in
the sector of public mental health) and the Public Health
Foundation of India. The details of the setting, baseline
situational analysis focusing on broader policy environ-
ment and overall program context for implementation
are described elsewhere [14].

Implementation challenges in PRIME

PRIME project began as an implementation research
effort to understand the best strategies for integrating
WHO recommended mental health interventions into
the Indian primary health care system. The situation
analysis performed for PRIME and described elsewhere
[14] brought to light the weakness of the health system
in Madhya Pradesh. The infrastructure needed to deliver
mental health services through the primary health care
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system in our project area of Sehore district, which cov-
ers an area of more than 2500 square miles and a popula-
tion of 1.3 million was primarily non-existent, and even
where something was in place, was non-functional. The
entire district has four psychiatric beds in the general
hospital (Sehore district hospital), one psychiatrist and
one psychologist and no other trained mental health pro-
fessional. The state of Madhya Pradesh, where Sehore
is located, has no mental health policy or mental health
care plan, and there was no possibility of availing of addi-
tional government resources to implement the mental
health program.

Need to design context-specific implementation approach
The situational analysis revealed more than ever the need
for the adoption of a systematic implementation approach.
While there has been significant work in identifying
commonly used implementation strategies for improv-
ing adherence and sustainability of clinical programs and
practice in the US [15], there is no analogous work in low
resource settings. However, as we began reviewing the
existing implementation science literature for commonly
used models and frameworks that could apply to the
Indian context, we found this to be a challenging endeavor.
As described by Nilsen [16], the last decade has witnessed
a significant increase in theories, frameworks and mod-
els, but many of them provide limited support for how
they could be used, especially in low resource settings.
As part of our scan of existing frameworks, we reviewed
both what Nilsen refers to as “process” and “determi-
nant” frameworks. For process frameworks, we reviewed
the Quality Implementation Framework developed by
Meyer and his colleagues [17] and the Interactive Systems
Framework (ISF) developed by Wandersman [18]. For
determinant frameworks, we included National Imple-
mentation Research Network’s (NIRN) Active Implemen-
tation Frameworks [19], Damschroder’s Consolidated
Framework for Implementation Research (CFIR) [20] and
the UK Medical Research Council’s (MRC) framework for
implementing complex interventions [21].

Based on the review of these existing frameworks, we
reached the conclusion that some common themes of
these frameworks were of particular relevance to PRIME.
For example, it was apparent that an adaptation of the
WHO solutions to fit the Indian setting was going to be
needed [22]. Developing the appropriate support systems
(coaching and technical assistance) to build implemen-
tation capacity [18] was a critical need. And since there
was no prior experience with implementation, the imple-
mentation approach would need process data to regularly
assess implementation fidelity and quality and use this
data to improve using iterative improvement methods
such as the Plan-Do-Study-Act (PDSA) cycle [23].
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At the same time, it was also apparent that none of
the frameworks were directly applicable to settings such
as Madhya Pradesh, where, as evidenced by the results
of the situational analysis, the systems in place are not
strong enough to provide basic capacity for implementa-
tion, and where resources are not available for intensive
technical assistance and support. The activities recom-
mended by NIRN at each implementation stage [19] or
key components of quality implementation described
in the Quality Implementation Framework [17] (e.g. the
development of an implementation team and imple-
mentation plans, fostering a supportive organizational
climate, providing training and technical assistance, col-
laboration between experts and practitioners and good
evaluation) reinforce the idea, and rightly so, that suc-
cessful implementation requires a systematic planning
and build out process, and that a new program cannot
simply be added on to existing operations without the
appropriate supports and additional resources. But to
accommodate these supports and resources, the exist-
ing system needs to have basic capability, with stable and
defined service delivery processes, reliable staff, com-
mitted leadership and functioning supply chains and
monitoring systems. This was not the case in the facilities
where the PRIME interventions were to take place. Our
implementation of a new mental health program needed
to take place in a setting where the need for new ser-
vices is overwhelming but where implementation readi-
ness falls well below the lowest possible rating available
in assessment instruments such as NIRN’s Hexagon tool
[24]. Given the complexity and uncertainty of our envi-
ronment, a formative iterative learning approach based
on design thinking and the developmental evaluation
concepts proposed by Patton [25] was needed since there
was no pre-existing evidence that would inform an a pri-
ori selection of appropriate implementation strategies.

In addition to non-existent facility capacity, the project
also had limited resources to support the implementa-
tion. The PRIME team in India had four staff members
and no implementation resources within the health sys-
tem, making it impossible for multi-level implementation
teams and intermediary experts to guide the imple-
mentation. We also found that using the implementa-
tion assessment and planning tools recommended in
the implementation science literature require a level of
sophistication on the part of both users and facilitators,
and was well beyond the linguistic and educational capa-
bility of many front line health workers.

As a result of these constraints, we needed to develop
an implementation approach that was informed by the
frameworks that were reviewed but was adapted to fit
the conditions in India. Our approach focused first on
designing the service delivery and support system that
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could be used to deliver mental health services through
the existing primary healthcare facilities and then opti-
mizing it using simplified implementation and improve-
ment science tools. We believe that this approach, which
we call “design focused implementation” can be used to
implement other complex health interventions in weak
health systems.

Design focused implementation: an overview

The design focused implementation model, shown in
Fig. 1, consists of three interlinked phases: design, imple-
mentation, and improvement. Evaluation is woven into
each of these with appropriate evaluation questions for
each component of the model.

We use the word “phases” in a broad sense. This is
because these cannot be used in a formulaic way. They
provide guidance for systematic implementation in set-
tings where there is the need to do what is possible with
limited resources, but the particular tools that are used
will vary by context. Design refers to the development of
a blueprint for implementation which involves a descrip-
tion of the implementation logic, an enumeration of the
components or activities needed for implementation, the
description, on paper, of the key processes through which
service needs to be delivered, and the enabling environ-
ment needed to assure high quality delivery. To create
this blueprint, principles of design thinking, defined as
“an approach to innovation that is centered on user needs
and creates solutions by rapidly generating and test-
ing new ideas” [26] were used, particularly the idea that
a deep understanding of the context of users of the ser-
vice is a pre-requisite for good design, and that solutions
need to be co-created with those using and operating
the system [27]. Design was the driving force behind this
implementation approach, and provided the guidance for
the rest of the phases of the model. A viable and feasi-
ble design of the delivery system and its key components,
arrived at in collaboration with users, service providers
and other stakeholders was seen to be a pre-requisite for

Evaluation
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Fig. 1 Design focused implementation model
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successful implementation. Implementation refers to the
resources, capacities and support structure to execute
the design and to ensure that the service delivery pro-
cesses are instantiated within the health system. We use
the word “implementation” here as a combination of
multiple implementation stages [19], involving both pre-
implementation planning activities based on the design
(identification of staffing needs, training and capacity
building plans, creation of operating procedures etc.)
and the activities needed to deliver service, monitor per-
formance and make iterative corrections to the design.
This is because, in a system with no prior experience or
capacity to deliver a new program, preparing for imple-
mentation is inextricably intertwined with the act of
implementation, as the delivery processes, training mate-
rials and operating procedures were implemented and
iteratively refined until they “work” in the local context.
Initial assessments of readiness or prior planning were
meaningless because the system was profoundly unpre-
pared and unable to mobilize for any kind of change.
Our approach therefore was to implement the design as
systematically as possible, realizing that the initial imple-
mentation would be incomplete, and perhaps ineffective,
and to conduct iterative modifications of the implemen-
tation until a working solution is obtained. The end of the
implementation phase was the creation of a functional
delivery system based on the principles of the design,
but with the local adaptations needed to make it inde-
pendently capable of delivering the services required by
the program. The Improvement phase used improvement
science methods to identify post-implementation perfor-
mance gaps, to optimize the performance of the service
delivery processes and to create a monitoring system to
track performance and to proactively identify potential
points of vulnerability and risk. Improvement princi-
ples were used to support implementation in two ways.
Rapid improvement PDSA cycles [28] were conducted
in the implementation phase for local adaptation of the
design. Formal Quality Improvement (QI) projects using
the Lean Six Sigma approach [28] were undertaken in the
improvement phase to close performance gaps.

Results

Applying design focused implementation to PRIME: a case
study

We applied the four phases of our model to implement a
program for treatment of three mental disorders (depres-
sion, alcohol use disorder and psychosis) delivered across
three levels of the health system (community, primary
care and district hospitals). The outputs of each phase are
shown in Table 1.
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Table 1 Outputs for each phase of design focused imple-
mentation for PRIME

Design focused imple-  Outputs
mentation phase
Design Theory of change

Mental Health Care Plan
Service delivery process maps
Implementation Capacity building package
Implementation support tools
PRIME model customized to local context

Improvement Reduction in PRIME model performance gaps

Design phase: creating a District Mental Health Care Plan
There were three outputs from the design phase: (a)
Theory of Change model; (b) Mental Health Care Plan
(MHCP) and (c) Service Delivery Process Maps. The
situational analysis served as our starting point for
the design process. Data from this analysis led to the
development of a local Theory of Change (ToC) which
provided the conceptual model for how to bring about
change to achieve our desired outcome, given our
understanding of the local situation. The ToC illus-
trates the pathway of linked outcomes that need to be
achieved in order to successfully provide mental health
care through the primary health care system in Sehore
district. The ToC was developed in conjunction with
key stakeholders in the government health care system
representing the needs and perspectives of the service
providers who are responsible for delivering the mental
health program through the clinics and hospitals. The
details of the ToC approach are described elsewhere
[29].

The ToC map led to the development of the service
delivery processes through which care would be deliv-
ered, as well as the systems strengthening processes
needed to build system capability to support mental
health delivery. The four delivery processes are aware-
ness, detection, treatment and recovery for depression,
alcohol use disorder and psychosis across the com-
munity, primary care and district hospitals levels. The
systems strengthening processes included Health Man-
agement Information Systems (HMIS), human resources,
supply chain, advocacy and monitoring and evaluation.
These processes were assembled into a district Mental
Health Care Plan (MHCP) shown in Fig. 2. The MHCP,
described elsewhere in detail [30] served as the blueprint
for implementation. The MHCP also served as a com-
munication tool to reinforce to stakeholders that the pro-
gram cannot be sustained without the support processes
in place.



Ramaswamy et al. Int J Ment Health Syst (2018) 12:5

Page 5 of 12

DISTRICT MENT

MAss l:lllnlllfss :zu;el:;m BASED  pocupamionaL
ANTI STIGMA
AcTviTY L

COMMUNITY
BASED RERABILITATION

INOIVIDUAL SELF/RAMILY
- SELF CARE
SMALL GROUP il it

DIAGNOSIS REFERRAL SeRvice
BY SPECIALIST INPATIENT CARE PROVIDER
REFERRAL FOLLOW UP
] ANTI DEPRESENT XD
- PSTCHOSOCIAL ADHERENCE

SELF HELP m oo

LTH CARE PLAN, PRIME INDIA

ALCOHOL USE DISORDER

MASS AWARENESS
AND

ANTI STIGMA .
AcTvirY

SELF/FAMILY

SMALL GROUP b

Fig. 2 PRIME India District Mental Health Care Plan

DGNosis REFERRAL
svseeciust (N inpATIENT CARE
REFERRAL FoLLow P
] ANTI DEPRESENT )
PSTCHOSOCIAL ADHERENCE
MASS AWARENESS

) Cereno socu_ | occuptiona

ANTI STIGMA reavermon [l RERABILITATION CHAIN

m - =
oo
SMALL GROUP

PROCUREMENT
AND SUPPLY

Commypry Mos\ull\“““

Based on the MHCP, process maps were created for
the overall program implementation and for each ser-
vice delivery and support process depicting the detailed
flow or sequence of events that needed to take place for
care to be delivered for each condition and system level.
These maps used a format referred to as “cross functional
mapping” that shows not only the process steps but also
the organizations or people responsible for carrying out
the steps, helping in the documentation of organizational
hand-offs that identify potential areas of risk or poor

performance affecting patient experience and outcomes.
The high level process map for the entire program imple-
mentation is shown in Fig. 3.

Taken together, the ToC, the MHCP and the process
maps engaged key stakeholders in the design of the
various clinical and system components that needed
to be in place in advance to achieve successful mental
health outcomes in the PRIME setting. These outputs
served to guide the activities of the implementation
phase.
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Implementation phase: developing delivery capacity

and support systems

The concept for the implementation phase was adapted
from the Interactive System Framework (ISF) developed
by Wandersman [18], which emphasizes the need for a
support system where capacities are built for implemen-
tation. Two types of capacities are identified in the ISF:
(1) innovation-specific capacity, which is the necessary
knowledge that is required for implementing and using a
particular innovation and (2) general capacity, which rep-
resents the infrastructure, skills and motivation required
to support implementation of an innovation. To build
these two types of capacity, Wandersman and his col-
leagues identify four critical components: tools, training,
technical assistance (coaching and support) and quality
assurance [31].

Following this guidance, we developed three outputs
from the implementation phase: (a) capacity building
package (b) implementation support tools and (c) PRIME
service delivery model that adapted the Mental Health
Care Plan (MHCP) developed in the design phase for
Sehore district. This was first implemented in one sub-
district hospital. Since there was no prior experience with
either the delivery system or on the best mechanisms for
building capacity, an iterative approach was followed,
testing adaptations of the MHCP based on data from the
situational analysis and improving them through suc-
cessive cycles of change based on monitoring results as
described below. Retrospectively, we discovered this
approach aligned with several implementation strategies
enumerated in Powell et al. [15].

Iteration 1: This iteration involved developing the first
version of the tools (checklists, job aids and operating
procedures based on the process maps provided to case
managers and medical officers) for screening patients,
provision of pharmacological and psycho-social inter-
ventions, follow-up of patients, procurement and
supply chain management of drugs and establishing
an information system to monitor progress of vari-
ous program components. A 2 days training program
was offered to medical officers using WHO training
materials and a separate 2 days program focusing on
both innovation specific capacity (detection of mental
health disorders in the community) and general capac-
ity (overview of mental health and stigma reduction)
was provided to front-line workers (community health
workers) and nurses. Technical assistance was provided
through weekly face-to-face meetings with both medi-
cal officers and front-line staff with the PRIME project
team and quality assurance was performed using a
monitoring system that tracked the number of patients
detected, treated and referred.
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Iteration 2: Eight weeks after implementation, moni-
toring data found poor performance on key indicators,
unavailability of psychotropic drugs and lack of report-
ing of mental health indicators in the HMIS system.
Based on this data and on interviews with the staff, it
became apparent that the linkage between the com-
munity and the facility could not be sustained without
intense facilitation by PRIME staff. This brought about
some improvements, but this model lacked fidelity to
the process design because the health system func-
tions were now taken over by program staff. In achiev-
ing the balance between fidelity and fit of implemen-
tation of an intervention, Castro [32] emphasizes the
need for invariance in the core components of a pro-
gram, and this iteration violated the core design.
Iteration 3: The implementation strategy for this was
based on the learning from iteration 2 but tested a
solution that was being promoted by the government
in the new District Mental Health Program [33] and
for which government resources were potentially
available, but which had never been implemented.
This involved the recruitment of a new resource called
a “Case Manager” who provided screening functions
and basic counseling services but also coordinated
care within the medical officers. Case managers were
also provided with tools and training and weekly sup-
port meetings, and this iteration resulted in a signifi-
cant increase in detection and treatment. More details
about the implementation of PRIME are provided
elsewhere [30]. Figures 4 and 5 show the progress in
detection and treatment of patients with depression
and alcohol use disorders across the multiple itera-
tions of the model.

Improvement phase: optimizing performance

While on-going improvement should be a component of
any program implementation, it is especially important
in weak health systems where post-implementation sus-
tainability is an issue. The improvement phase in PRIME
used a customized version of Lean Six Sigma, a popular
industry-derived quality improvement (QI) approach.
Six Sigma is an organized and systematic method for
strategic process improvements that relies on statisti-
cal methods to make reductions in errors/defects while
Lean focusses on reducing waste associated with a par-
ticular process [28]. This approach was used to identify
gaps in performance post-implementation, and to bring
the performance of key processes to their desired level
specified by the Theory of Change. Project staff members
were trained in the use of these methods, and the moni-
toring system used to provide data for the implementa-
tion phase iterations was also used post-implementation.
After a few months of post-implementation monitoring,
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performance gaps were identified in two key areas: (a)
the accuracy of clinical diagnosis by medical officers in
the primary care facilities and (b) the rate of return of
patients for follow-up counseling visits. Quality improve-
ment projects were launched to address these issues,
involving analyses to identify root causes and develop-
ment of improvement solutions in consultation with case
managers. Our approach in this phase is not different
from standard practice, as tools in healthcare have been
well documented [34]. The point we want to emphasize
is the need to integrate improvement science meth-
ods such as PDSA and Lean Six Sigma into the imple-
mentation process to support and sustain the quality of
implementation.

Evaluation phase: using learning to improve implementation
As shown in Fig. 1, evaluation activities were incorpo-
rated into each phase of the design-focused implemen-
tation approach. The specific evaluation methods used
varied by phase, but were all intended to provide rapid
feedback for learning and improvement, and therefore
were embedded into the design, implementation and
improvement phases. Our approach was informed by
the principles of learning evaluation [26], which is an
approach that collects real-time data to learn about and
improve the implementation process. Table 2 shows
how these principles were applied to evaluate the vari-
ous phases of the PRIME implementation model.
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The quality of the implementation process was assessed
during each phase and modifications were continually
made to improve implementation fidelity. During the
design phase, the Theory of Change model was evaluated
using two qualitative workshops conducted with state
and district health officials, service providers and front
line staff. Data on model accuracy was collected through
individual interviews and group discussions with these
stakeholders, and this data was used to modify and final-
ize the model and to develop the MHCP.

During the implementation phase, a mixed methods
approach was used to collect evaluation data to guide the
iterative cycles of change. Quantitative monitoring data
was collected on the number of patients referred, the
number of patients diagnosed, the number of patients
treated by primary care physicians and by specialists.
In addition, observational data was used to assess the
quality of care and in-depth interviews and focus group
discussions provided data on the acceptability and sus-
tainability of the implementation strategy. This data was
used to make iterative modifications to the execution
strategy of the MHCP as described previously. Once the
implementation model was finalized and stabilized across
all selected facilities in the district, a field based monitor-
ing system on the Mobenzi m-health platform was put
in place to collect ongoing data on referrals, diagnoses
and treatment, which served to identify improvement
projects for the improvement phase. The improvement
phase used statistical process control charts [35] which is
standard approach to evaluate the effect of improvement
interventions by collecting and plotting data regularly
over time. Finally, a summative evaluation will be con-
ducted for the entire implementation process of PRIME
using a case study methodology with the objective of pro-
viding generalizable knowledge on how best to use the
tools and methods of design focused implementation for
future applications.

In addition, PRIME has an outcome evaluation design
that uses repeated community-based cross-sectional sur-
veys to measure change in treatment coverage, a repeated
facility based survey to assess the impact on detection
of disorders and disorder-specific cohorts to assess the
effect of care on patient outcomes. The details of this
design, which has harmonized outcome measures across
the five countries of the PRIME consortium to enable
cross-country comparison are described elsewhere [36],
since it is not the focus of this paper.

Discussion

In this paper, we show how different implementation sci-
ence frameworks in the literature were adapted for our
setting where the systems for delivery did not just need
to be strengthened and supported to introduce new
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services, but where the core and enabling processes for
implementing mental health services first needed to be
designed and then integrated into the existing system.
We believe that this implementation approach, and the
tools presented here will be a model that practitioners
implementing other programs in LMICs under simi-
lar circumstances can adopt and enhance, and will also
provide important research questions about the most
effective methods for successful and sustainable service
delivery of programs through government health systems
in low resource settings.

The need for advancements in implementation
research for implementing complex interventions in low
resource settings is now well established. There has been
increasing attention on research to reduce the evidence-
practice gap, starting from Donabedian’s classic model
from half a century ago [37]. Depending on the orienta-
tion of the researchers, different terms have been used
to describe these efforts including dissemination and
implementation, quality assurance, quality improve-
ment, knowledge translation, knowledge utilisation,
knowledge transfer and exchange, innovation diffusion,
implementation research, research utilisation, evidence-
informed policy, and evidence-informed health systems
[38], resulting in overlapping and confusing language that
makes it difficult for practitioners to determine the best
strategies needed to address their particular implementa-
tion problems. But there is general agreement that more
research is needed on the tools and approaches required
to implement evidence-based interventions with fidelity
and quality in particular context.

Mental health is a prime example of a field that would
benefit from such research, since implementing mental
health programs require a combination of highly con-
text dependent bio-medical, psycho-social and structural
interventions, and there is a large translation gap from
evidence to practice. However, implementation research
can only be conducted in the context of implementation
practice, and there is limited knowledge of the tools and
approaches to embed mental health programs in weak
health systems. Moreover, implementation tools and
methods are scattered across a variety of disciplines such
as engineering, management and psychology that are not
traditionally associated with public health, and therefore
are not often available in an integrated manner to sup-
port high quality implementation. Several frameworks
for applied implementation exist, but they are difficult to
apply in settings where service delivery and enabling pro-
cesses have to be first constructed before service can be
provided.

Our newly developed implementation approach, called
design focused implementation, is informed by well-
known implementation frameworks but was created
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for low resource settings where the system is weak, and
resources for intensive coaching and support are unavail-
able. We demonstrate the application of this approach
to mental health service delivery in one district in India
through the use of specific tools that were relevant to
this context; other tools may be added or substituted to
this framework for other programs. In other PRIME set-
tings in Ethiopia, Nepal, South Africa and Uganda, the
local contextual factors guided the implementation pro-
cess. In none of these settings, any formal implementa-
tion science framework was used though in practice all
the research teams followed quite a similar approach to
ensure implementation of their respective MHCPs. We
are currently analyzing the process data from all five set-
tings and plan to publish case studies related to imple-
mentation of MHCPs in these settings in 2018.

Conceptually, our approach provides a way of ensur-
ing implementation quality through its entire lifecycle in
low resource settings—from the creation of service deliv-
ery and systems strengthening processes, to their opera-
tionalization in a real-world setting, through ongoing
improvement and optimization of performance. Using
this approach systematically will result in tested imple-
mentation packages for complex interventions that can
include a detailed description of the processes, organi-
zations, technologies, supply chains, equipment, facili-
ties etc. that are needed to put the evidence to work in
practice, as well as the system performance requirements
to ensure that implementation failure does not get in the
way of achieving outcomes.

Conclusion

Design-focused implementation will be useful for guid-
ing research and practice in closing the implementation
gap for mental disorders as well as a wide variety of com-
plex interventions in low resource settings.
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