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Assignment 5 – Intervention Conceptualization and Specification
After a hiatus from our project proposals last week to work on applying PRECIS, let’s return to the intervention. At this point, we have a gap identified, we have a gap analysis firmed up, and we have some working tools at our disposal to conceptualize an intervention to close the gap.   Assignment five will be to articulate the intervention and apply, for illustrative purposes, Proctor’s framework [1] to help  you flesh out your implementation strategies.  
1. Offer a name for the intervention you have come up with and a conceptual definition.  Describe the intervention that you have in mind in one or two sentences and if you want to, give it a snappy name (cardiologists are good at this). Don’t spend too much time on this if you get confused by it, the important questions are coming next. 
2. Who is the actor in the intervention?  In any attempt to change the behavior of individual, organizations or systems, there are actors.   Try and think of your actor in generalizable terms.  For example, you may want to influence the prescribing behavior of doctors.  You would imagine that an opinion leader may be the actor in your intervention.   A peer might be an actor – this would be defined as someone who is like the patient who is targeted in some important way.  Perhaps the peer is someone who is also living with HIV [2]or is a survivor of childhood cancer [3].  
3. What is the action? Proctor suggests that an active verb be used to describe what an action is composed of.  We can use the Behavioral Change Wheel as a framework for identifying and categorizing actions.  These categories include actions such as “educate,” “persuade,” incentives” and others.   
4. Identify the “dose” of the action.  The dose refers to the frequency and intensity that the intervention action is applied.  Just as pharmaceutical interventions must specify the dose in milligrams, the frequency of administration, and the duration of treatment, implementation interventions also report analogous parameters.  For example, counseling interventions should specify, at a minimum, the duration of each sessions, the frequency that sessions are delivered, and the total number of sessions.
5. Identify the “temporality” of the intervention: The relation of the intervention to underlying processes and events should be specified.  For example, with interventions to enhance adherence to antiretroviral medication, specification of intervention ‘temporality’ needs to define the intervention in relation to other events such as ART initiation, lapses in care, or transfers of care to a new clinic.  Perhaps the counseling is given when treatment is started, or perhaps it is given when the patient fails to pick up medications.
6. Identify the action target.  Implementation interventions influence events indirectly and must act on an antecedent of behavior.  You previously used COM-B to look at the reasons for a gap.  Now you can use COM-B to look at the pathway of effects in the intervention you develop: how does a particular action (at a particular dose and temporality) act on changing capabilities, opportunities or motivation for the behavior of interest.  Your intervention may target more than one of these domains.  Recall that the socio-ecologic level is also a dimension of the action target that you should specify.   For example, training can change the capabilities of a health care worker.  A data-to-care analytics unit built on top of a new electronic medical record can change the capabilities of a health care system.   
7. Specify the behavioral target.  Behavioral targets of an implementation strategy are usually a necessary component but rarely a sufficient cause of closing the gap you have identified.  For example, if you want to increase adherence to HIV medications, you could send an SMS message from the clinic director to the patient a week before the next appointment which reminds them of the clinic date.  The behavioral target is that the patients come to clinic to pick up medications.  This is a necessary but insufficient cause of adherence to medications – there must be medications in the pharmacy (stock outs are still unfortunately a reality in Africa), and the patient must also adhere to medications when they go home, which may involve different barriers than picking up medications. Proctor offers a typology of implementation outcomes: acceptability, adoption, appropriateness, feasibility, fidelity, implementation cost, penetration and sustainability [4].   This offers very concrete guidance, although I tend to think a broader view of the behavioral targets is easier to apply. 
8. Describe how this changing the behavioral target will close the gap. 

Depending on what your intervention is, some of this may seem pedantic.  In my view, however, these considerations should become second nature, and once they do, they don’t always have to be specified, but omission then becomes a choice rather than ignorance.  It’s somewhat like a “blurb” on the wards – a really good blurb is the product of a consideration of the whole case – and you are picking out what to deliver to the person you are speaking to and able to draw out pertinent positives and negatives. 
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