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Implications
Practice: Understanding context helped tailor 
health services programs to specific settings to 
avoid program failure and increase program 
uptake.

Policy: Knowledge of influential contextual fac-
tors identified by PRISM can be used to estimate 
likely program impact, develop performance in-
dices for different settings, and direct allocation 
of health care resources.

Research: PRISM is feasible to assess multilevel 
contextual factors; future research to explore con-
textual factors and their relation to implementa-
tion outcomes should include mixed-methods 
approach.
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Abstract
There is consensus in dissemination and implementation 
(D&I) science that addressing contextual factors is critically 
important for understanding translation of health care  delivery 
interventions but little agreement on which contextual factors 
are key determinants of implementation outcomes.  We 
describe the application of the Practical Robust Implementation 
and Sustainability Model (PRISM), which expands the Reach, 
Effectiveness, Adoption, Implementation, Maintenance 
(RE-AIM) framework to identify contextual factors across four 
diverse programs. Multiple qualitative methods were used 
to collect multilevel, multistakeholder perspectives from the 
adopting organizations and staff. We identified measures for 
evaluating context through the various domains of PRISM 
to guide health services research across the phases of 
program implementation. The PRISM domains of Recipients, 
Implementation and Sustainability Infrastructure, and External 
Environment identified important multilevel contextual factors, 
including variability in operational processes and available 
resources. These domains helped to facilitate planning and 
implementation phases of the four interventions and guide 
purposeful adaptations. We found assessments of PRISM 
domains useful to systematically assess multilevel contextual 
factors across various content areas as well as phases of 
program implementation. Additionally, these contextual factors 
were found to be relevant to RE-AIM outcomes. Lessons 
learned can be applied to future research as there is a need 
to investigate the measurement properties of PRISM and 
continue to test which contextual factors are most important to 
successful implementation and for which outcomes.

Keywords  

Context, Contextual factors, Assessment, 
Implementation, PRISM

The construct of context is central to almost all 
dissemination and implementation science (D&I) 
models. While context has repeatedly been acknow-
ledged as a critical area, this is often a catch-all term 
that can refer to myriad factors from individual to 
organizational and/or societal level influences [1,2]. 
Our paper uses the inclusive definition proposed by 
Øvretveit, which defines context as any factors (e.g., 

policies, organization climate, incentives, workflow, 
and targeted population) that are not part of the 
intervention [2].

There is relatively little guidance as to which 
aspects of context are important as well as how to 
overcome challenges associated with the system-
atic and pragmatic collection of contextual factors 
data [1]. Furthermore, context is often considered 
to be dynamic and iterative [2–5]. Therefore, it 
is important to identify and assess contextual fac-
tors at multiple levels of an organization and at 
various points throughout the life of a program. 
We used the Practical Robust Implementation and 
Sustainability Model (PRISM) as an overarching 
implementation model (Fig. 1) to help us conceptu-
alize, specify, and assess key contextual factors [6]. 
In the classification proposed by Nilsen, PRISM 
fits well under both framework and process models 
[7]. Specifically, PRISM recommends documenting 
and defining key factors or “leverage points” at 
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multiple levels of internal and external stakeholder 
influence. It considers how the external environ-
ment, intervention design, implementation and 
sustainability infrastructure, and the multilevel re-
cipients of an intervention (i.e., adopting organiza-
tion with emphasis on the health care teams and 
providers and patients) influence implementation 
outcomes [6].

PRISM was developed to provide a practical, 
actionable model that could be used by both prac-
titioners and researchers to plan and guide inter-
ventions, implementation strategies, adaptations, 
and factors related to sustainability. As discussed by 
Feldstein et al., PRISM draws upon and integrates key 
concepts from Diffusion of Innovations, the Chronic 
Care Model, Institute for Healthcare Improvement 
(IHI) models, and the quality improvement litera-
ture [6,8–10]. PRISM is an extension of the more 
widely known Reach, Effectiveness, Adoption, 
Implementation, Maintenance (RE-AIM) planning 
and evaluation framework [11]. PRISM proposes 
that key contextual factors influence the RE-AIM 
outcomes. Important elements to improve program 
implementation based on PRISM include creating 
an environment (infrastructure) for encouraging 
spread, sharing best practices, observing results and 
adjusting processes accordingly, facilitating use of 
the intervention, as well as ensuring adaptability of 
protocols that fit the multilevel context [6]. PRISM 
focuses on these contextual factors and adds them 
to RE-AIM, as illustrated in Fig. 1. We selected 
PRISM because of its ability to identify contextual 
factors that are hypothesized to determine RE-AIM 
implementation outcomes. Moreover, PRISM’s rela-
tive intuitiveness and emphasis on the alignment or 
fit among context, implementation strategy, and 

outcomes are important to implementation and sus-
tainability success [6,12].

The purpose of this paper is to provide guidance 
for and examples of how to apply the PRISM to as-
sess multilevel contextual factors throughout the 
life of a program, that is, planning, implementation, 
evaluation, and dissemination. We will also discuss 
its application and lessons learned across four health 
services programs.

METHODS
We applied PRISM to identify and assess contextual 
factors during planning, implementation, evalu-
ation, and dissemination program phases across 
four health services interventions in the Veterans 
Health Administration (VA), which is the largest 
integrated health care system in the United States, 
providing primary and specialty health care services 
to 9 million enrolled Veterans [13]. The VA Quality 
Enhancement Research Initiative (QUERI) has 
been a central component of the VA’s commitment 
to improve health care for Veterans [8]. Our Triple 
Aim QUERI includes programs described here, 
intended to assess the feasibility and effectiveness 
of various interventions and implementation strat-
egies unified by shared implementation models, 
measures, and approaches. This QUERI program is 
based upon the IHI Triple Aim model for improving 
value of health care by focusing on the three dimen-
sions: (a) patient experience/satisfaction and quality 
of care, (b) health of populations, and (c) increasing 
the value of health care delivered [8,14]. The VA 
Triple Aim QUERI leverages automated health care 
data to identify actionable gaps in care and imple-
ments health care delivery interventions to improve 

Fig 1 | The Practical Robust Implementation Sustainability Model (PRISM) used to guide planning, implementation, and evaluation of the 
research projects [6].
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the triple aims using audit and feedback implemen-
tation strategies [15,16].

Four health care system interventions
The four diverse interventions are described in 
Table 1. Each intervention addresses a different 
clinical problem and has a different clinical focus, 
target population, and intervention delivery system. 
Additionally, the interventions engage various local, 
regional, and national operational partners (e.g., VA 
Medical Center and regional administrative lead-
ership, VA Office of Rural Health, National Pain 
Program) and stakeholders to identify outcomes of 
direct relevance to ensure the greatest impact on VA 
health practices. Assessing multilevel context is es-
sential given that these complex interventions are 
each being implemented across multiple VA sites.

The first intervention, referred to as Multimodal 
Pain Management, identifies and addresses barriers 
and facilitators to multimodal pain care to design 
and implement an intervention to support primary 
care providers [17]. The second intervention, re-
ferred to as Community Transitions Program, fo-
cuses on care coordination of Veterans admitted 
to community hospitals for inpatient care and fa-
cilitates the transition to their Patient-Aligned Care 
Team (PACT), the VA medical home, in a safe, 
patient-centered manner [18]. The third interven-
tion, Rural Transitions Program, funded by the 
VA Office of Rural Health in partnership with the 
Office of Nursing Services, aims to improve access 
for rural Veterans to follow-up with their PACT 
following hospitalization at an urban VA Medical 
Center (VAMC) [19]. The fourth intervention, 
patient-reported health status assessment, utilizes 
interactive voice response (IVR) technology to cap-
ture the preprocedural and postprocedural patient-
reported health status for patients receiving elective 
cardiac catheterization laboratory procedures to in-
form clinical care [20].

We used PRISM to identify and assess multilevel 
contextual factors for this set of four programs be-
cause the domains and elements are very applicable 
to the VA setting and its multilevel focus including 
the organization, intervention agents, and patient 
recipients. We also wanted to test PRISM’s gener-
alizability across four different interventions and 
content areas. The four interventions are in various 
phases of program development, making it valu-
able to compare the use of PRISM across these 
interventions.

We employed multiple qualitative methods, ap-
plicable to each intervention design and program 
phase. We designed our interview guides based on 
the PRISM domains to assess contextual factors im-
portant to each intervention’s aims, purpose, and a 
specific phase (Table 2). Additionally, we were open 
to explore contextual factors that would emerge 
as a result of the qualitative assessments. A  team 

of experienced qualitative analysts conducted the 
semistructured interviews, either in person or over 
the phone, facilitated focus groups with frontline 
staff, and conducted site visits using direct observa-
tions. We used purposive, convenience and snow-
ball sampling techniques to identify participants. 
Interviews and focus groups were recorded and tran-
scribed verbatim; qualitative content was managed 
and coded using Atlas.ti software package. We used 
an iterative, inductive approach drawing primarily 
on content analysis, which also included team-based 
coding consistency checks to ensure rigor [21]. At 
this stage, we only focused on short- to mid-term out-
comes as they relate to PRISM and do not have final 
outcomes. Additional program-specific papers will 
report on detailed relationships between PRISM 
and later stage outcomes when the programs are 
completed and data analyzed. Below we described 
examples of how PRISM was applied during plan-
ning, implementation, evaluation, and dissemin-
ation phases.

Planning phase
The Multimodal Pain intervention illustrates the ap-
plication of PRISM in the program planning phase. 
We conducted semistructured interviews with pri-
mary care providers and staff from VAMCs and 
community-based outpatient clinics (CBOCs). We 
designed our interview guides to specifically assess 
the Intervention (Organizational Perspectives) and 
Recipients (Organizational Characteristics) PRISM 
domains to identify the current barriers and facili-
tators to multimodal pain care in the VA. The sites 
were selected through a facility-level multimodal 
pain care index created in a previous aim of the 
project with a purpose to identify outliers in the 
utilization of 10 pain-related treatments to identify 
early and late adopting sites of multimodal pain care 
[22–24]. We are using the findings to plan the design 
and implementation of an intervention to improve 
multimodal pain care in the VA.

Implementation phase
As an example of PRISM application in the implemen-
tation phase, the Community Transitions Program 
used PRISM to assess the contextual factors that 
inform the implementation and adaptations of the 
Community Transitions intervention and implemen-
tation strategies. Once we engaged the stakeholders 
to obtain perspectives on the intervention design, 
we continued our qualitative assessment to capture 
contextual factors for predefined PRISM elements: 
Intervention (Organizational Perspective, Patient 
Perspective), Implementation and Sustainability 
Infrastructure, and Recipients (Organizational 
Characteristics). Coordinating team members pro-
vide ongoing feedback to implementing site teams 
about intervention progress and opportunities 
for improvement. This is done through audit and 
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feedback processes based on data received from an 
intervention database. This iterative component of 
the program is ongoing and involves two-way com-
munication between the coordinating team and site 
champions.

Evaluation phase
The Rural Transitions Program provides an ex-
ample of the use of PRISM to guide assessment of 
contextual factors in the evaluation phase. We used 
the PRISM elements of Intervention (Organizational 
Perspective, Patient Perspective) and Implementation 
and Sustainability Infrastructure to guide the assess-
ment. Using various qualitative methods (direct 
observations and individual interviews), we as-
sessed PRISM issues, such as intervention fidelity 
and adaptations to the program intervention and 
implementation strategies potentially related to 
the Effectiveness and Implementation dimensions 
of RE-AIM (quantitative RE-AIM outcomes are 
being collected but are not yet available) [19,25]. 
We conducted midpoint evaluations approximately 
6 months after the intervention roll-out in each set-
ting. We interviewed the local site teams and the 
clinical and administrative staff they interact with 
to solicit their feedback about the implementation 
of the program. We also surveyed enrolled Veterans 
about their experience with the program.

Dissemination phase
The patient-reported health status assessment is 
using PRISM in the dissemination phase. We collect 
perspectives of both current users and potential 
adoptees on key PRISM domains. Additionally, we 
provide guidance on ways to customize the inter-
vention to “fit” different implementation settings, 
for example, different levels of organizational sup-
port, to maximize success on the RE-AIM outcome 
dimensions. The program team collects qualita-
tive data through interviews and focus groups with 
various catheterization laboratory clinicians and 
staff to help refine the intervention and adapt it to 
fit the local culture and processes in potential repli-
cation settings. The interview guides were designed 
to assess the PRISM domains of the Intervention 
(Organizational Perspective, Patient Perspective), 
Recipients (Organizational Characteristics), and 
Implementation and Sustainability Infrastructure. 
These assessments take place as each new site is en-
rolled to receive the intervention.

RESULTS
Examples of the operationalized PRISM domains 
and contextual factors that were identified specific 
to each program’s phase are described in Table 3.

Planning phase
During the planning phase in the Multimodal Pain 
intervention, we conducted 49 interviews with 

primary care providers, nurses, psychiatrists, psych-
ologists, pharmacists, social workers, and pain pro-
gram managers from 25 VAMCs and CBOCs. 
The interview participants described tremendous 
variation in types of chronic pain management 
services offered across the urban tertiary care cen-
ters and rural primary care clinics (Recipients 
[Organizational Characteristics]) and difficulties 
with staffing and lack of resources in rural areas 
(Implementation and Sustainability Infrastructure) 
[22]. Additionally, specific contextual factors that 
were not anticipated but were identified in our 
analyses included VA opioid prescribing regula-
tions and congressional inquiry pressures (PRISM 
External Environment). We utilized these identi-
fied contextual factors to design a health services 
intervention to address the barriers in chronic pain 
management in diverse VA settings and to enhance 
likely reach and adoption of the intervention.

Implementation phase
During the implementation phase in the Community 
Transitions Program, we conducted 15 VA and 
community stakeholder engagement meetings to so-
licit feedback and fine-tune the program interven-
tion. Our qualitative data confirmed the relevance 
of the preidentified Intervention (Organizational 
Perspectives) and Implementation and Sustainability 
Infrastructure domains and External Environment 
PRISM factors during these interactions. The ana-
lyses revealed contextual factors, such as the impact 
of restructuring the case management department at 
a community hospital (External Environment) on the 
intervention core components. This in turn resulted 
in the coordinating team reapproaching the case 
managers at that community hospital to obtain their 
buy-in. The qualitative data were continuously and 
iteratively used to modify and adapt the Community 
Transitions intervention (creation of the interven-
tion core components) to identify additional system 
changes and implementation strategies needed to 
improve the implementation process (connection of 
the electronic fax line to receive medical records) 
and to continue to engage the VA and community 
providers and staff in the program.

Evaluation phase
During the evaluation phase in the Rural Transitions 
Program, the operational team consisting of a clin-
ical coordinator and implementation specialist 
conducted six site visits during which they as-
sessed the transitions nurses’ process of carrying 
out the intervention. Additionally, we conducted 
15 interviews with the local site teams, clinical 
and administrative staff, and 23 interviews with 
Veterans to solicit feedback pertaining to their ex-
perience with the program. The PRISM domains 
of Intervention (Organizational Perspective, Patient 
Perspective) and Implementation and Sustainability 

D
ow

nloaded from
 https://academ

ic.oup.com
/tbm

/article/9/6/1002/5512135 by guest on 13 M
ay 2023



ORIGINAL RESEARCH

page 1008 of 1011� TBM

Ta
bl

e 
3 

 | 
PR

IS
M

 d
om

ai
ns

 a
ss

es
se

d 
du

rin
g 

th
e 

sp
ec

ifi
c 

pr
og

ra
m

 p
ha

se
s:

 e
xa

m
pl

es
 o

f t
he

 id
en

tifi
ed

 co
nt

ex
tu

al
 fa

ct
or

s 
in

 th
e 

fo
ur

 q
ua

lit
y 

im
pr

ov
em

en
t p

ro
gr

am
s

PR
IS

M
 d

om
ai

ns
M

ul
tim

od
al

 p
ai

n 
(p

la
nn

in
g)

Co
m

m
un

ity
 tr

an
si

tio
ns

 
(im

pl
em

en
ta

tio
n)

Ru
ra

l t
ra

ns
iti

on
s 

(e
va

lu
at

io
n)

Pa
tie

nt
-re

po
rt

ed
 h

ea
lth

 a
ss

es
sm

en
t 

(d
is

se
m

in
at

io
n)

In
te

rv
en

tio
n

O
rg

an
iz

at
io

na
l 

pe
rs

pe
ct

iv
e

 
 

Eff
ec

tiv
e 

co
m

m
un

ic
at

io
ns

 a
nd

 c
ar

e 
tra

ns
iti

on
s 

as
 

pa
rt

 o
f t

he
 p

ro
gr

am
 

 

Pa
tie

nt
 

pe
rs

pe
ct

iv
e

 
 

Ve
te

ra
ns

 fo
un

d 
th

e 
pr

og
ra

m
 v

al
ua

bl
e 

 

Re
ci

pi
en

ts
O

rg
an

iz
at

io
na

l 
ch

ar
ac

te
ris

tic
s

Va
ria

tio
n 

in
 c

hr
on

ic
 p

ai
n 

m
an

ag
em

en
t c

ar
e 

off
er

ed

 
 

Le
ad

er
sh

ip
 s

up
po

rt
 to

 a
do

pt
 th

e 
in

te
r-

ve
nt

io
n 

in
to

 ro
ut

in
e 

pr
ac

tic
e

Pa
tie

nt
 

ch
ar

ac
te

ris
tic

s
Pa

tie
nt

 d
em

og
ra

ph
ic

s*
Pa

tie
nt

 d
em

og
ra

ph
ic

s*
Pa

tie
nt

 d
em

og
ra

ph
ic

s*
Pa

tie
nt

 d
em

og
ra

ph
ic

s*

Im
pl

em
en

ta
tio

n 
an

d 
su

st
ai

na
bi

lit
y 

in
fra

st
ru

ct
ur

e
La

ck
 o

f r
es

ou
rc

es
 a

cr
os

s 
he

al
th

 c
ar

e 
fa

ci
lit

ie
s

 
Te

ch
ni

ca
l i

nf
ra

st
ru

ct
ur

e 
an

d 
re

so
ur

ce
s 

av
ai

la
bl

e 
to

 
ca

rr
y 

ou
t p

ro
je

ct
 co

m
m

un
ic

at
io

ns
Va

ria
tio

ns
 in

 e
le

ct
ro

ni
c 

m
ed

ic
al

 
sy

st
em

 in
fra

st
ru

ct
ur

e
Ex

te
rn

al
 e

nv
iro

nm
en

t
VA

 p
ol

ic
ie

s 
ab

ou
t 

ch
ro

ni
c 

pa
in

 m
an

ag
e-

m
en

t p
ra

ct
ice

Re
st

ru
ct

ur
in

g 
ca

se
 m

an
ag

em
en

t d
ep

ar
t-

m
en

t a
t a

 co
m

m
un

ity
 h

os
pi

ta
l

 
 

PR
IS

M
 P

ra
ct

ic
al

 R
ob

us
t I

m
pl

em
en

ta
tio

n 
an

d 
Su

st
ai

na
bi

lit
y 

M
od

el
. 

*A
ss

es
se

d 
fro

m
 th

e 
ex

is
tin

g 
da

ta
 s

ou
rc

es
 in

 th
e 

VA
.

D
ow

nloaded from
 https://academ

ic.oup.com
/tbm

/article/9/6/1002/5512135 by guest on 13 M
ay 2023



ORIGINAL RESEARCH

TBM� page 1009 of 1011

Infrastructure seemed especially relevant in this 
program phase. For example, identified contextual 
factors included the technical infrastructure and re-
sources available to carry out program communica-
tions, such as electronic medical system alerts and 
interfacility electronic communications. These fac-
tors were used to inform adaptations to the program 
intervention and implementation strategies for the 
consequent national roll-out of the program.

Dissemination phase
During the dissemination phase in patient-reported 
health status assessment, we conducted 12 inter-
views and group discussions with catheterization 
laboratory clinicians and administrative staff. The 
assessment found PRISM domains of Intervention 
(Organizational Perspective, Patient Perspective), 
Recipients (Organizational Characteristics), and 
Implementation and Sustainability Infrastructure 
to be especially relevant. We learned that even 
though VA health care is an integrated system, indi-
vidual facilities have developed their own processes 
(Implementation and Sustainability Infrastructure) 
that create variations in the reach, implementation, 
and effectiveness of the intervention. Additionally, 
we learned that the electronic medical system that 
supports and documents patient–provider inter-
actions could not be modified in certain VA facilities 
to accommodate the intervention’s core component 
for automated identification patients eligible for the 
health status assessment survey (Implementation 
and Sustainability Infrastructure). As a result, the 
implementation and site teams adapted the inter-
vention to use other modes of identifying patients.

DISCUSSION
It was feasible to use PRISM to qualitatively iden-
tify and assess multilevel contextual factors across 
distinct phases of program development as well as 
across diverse interventions. PRISM was useful in 
this study to assess both preidentified and unantici-
pated contextual factors. We first applied the PRISM 
elements with a set of preidentified contextual fac-
tors that were felt to be important to implementing 
complex interventions during various phases of pro-
gram development. These PRISM elements were 
then used to create our interview guides. Through 
our inquiry with stakeholders, we also discovered 
additional contextual factors for each intervention 
that were then mapped to the most appropriate 
PRISM domains, as described in Tables 2 and 3. 
The identified contextual factors were addressed in 
subsequent implementation strategies and adapta-
tions to fit the intervention to the local context. We 
found that contextual factors associated with PRISM 
domains of the External Environment, Intervention, 
Implementation and Sustainability Infrastructure, 
and the Recipients were most relevant to RE-AIM 

dimensions of adoption, implementation, and main-
tenance [12]. While the programs are still ongoing, 
we will report on use of PRISM across programs 
and implementation phases. Our initial impres-
sions are that Implementation and Sustainability 
Infrastructure appears to be of key importance when 
considering contextual factors to plan, evaluate, and 
disseminate programs.

We offer the following crosscutting lessons 
learned for researchers and program planners based 
on our experience with PRISM. These activities 
may contribute to improved program implementa-
tion success: (a) Engage stakeholders from multiple 
perspectives (recipients and organizational leaders) 
at multiple phases of program development. While 
the importance of soliciting perspectives of staff 
and implementers has been previously described, 
PRISM was especially helpful when eliciting the 
patient’s perspectives relative to the fit of the inter-
vention [6,26]. Additionally, engaging stakeholders 
facilitated creating an environment for encouraging 
spread and sharing best practices. As an example, 
engaging both VA and community multidiscip-
linary stakeholders provided feedback to improve 
the Community Transitions Program. Furthermore, 
their feedback resulted in creating a care transitions 
program focused on a longer term follow-up de-
livered by a social worker. (b) Observe results and 
adjust processes accordingly. We conducted PRISM 
assessments multiple times during all program phases 
but especially during the planning and implementa-
tion phases, as context changes and long-term imple-
mentation success and sustainability are dependent 
on adapting to the changing context [3,4,25,27]. 
(c) Adapt the intervention to one’s local context to 
ensure fit of intervention components and imple-
mentation strategies. The concept of “fit” among 
Intervention and Recipient Characteristics, at mul-
tiple levels included in PRISM, was very important 
[28]. The specification of the Implementation and 
Sustainability Infrastructure is a unique aspect of 
PRISM that proved very useful and relevant across 
multiple program phases. The Implementation and 
Sustainability Infrastructure includes a set of diverse 
resources (e.g., information and technology support, 
policies, personnel, and skills) that contribute to the 
initial and ongoing use of a program in a given set-
ting. Furthermore, PRISM allows for the assessment 
of multilevel constructs from multiple perspectives 
(i.e., organizational—leaders, manager, staff, and pa-
tient), which distinguishes it from most other frame-
works in the field.

This application of PRISM had several strengths. 
We used multiple complementary assessment 
methods across multiple diverse interventions to pro-
vide examples of how PRISM can be used to iden-
tify and assess multilevel contextual factors. Second, 
our interview guides are available upon request and 
can be used as templates in future research, which 

D
ow

nloaded from
 https://academ

ic.oup.com
/tbm

/article/9/6/1002/5512135 by guest on 13 M
ay 2023



ORIGINAL RESEARCH

page 1010 of 1011� TBM

would contribute to replication. A  third strength 
was that we were able to identify key contextual fac-
tors relevant to each of the four interventions using 
a small to moderate number of a priori specified 
PRISM domains and elements as well as discover 
additional contextual factors for each intervention 
that were successfully mapped to the most appro-
priate PRISM domains. Previous studies also found 
it to be important to consider multilevel context and 
contextual factors a priori as well as throughout the 
D&I process since context is dynamic [3,4,6].

There are also limitations to our application of 
PRISM. Our study was only conducted in the VA 
health care system and findings may not be gener-
alizable. Nevertheless, we did apply PRISM to four 
different interventions during all phases of program 
development to illustrate the usefulness of PRISM in 
identifying and assessing context in various settings. 
Another limitation was that we did not use quantita-
tive data to identify and assess multilevel contextual 
factors. Qualitative methods are very appropriate 
given the early phase of specifying and documenting 
key contextual factors; inclusion of quantitative data 
such as a survey could have provided a more compre-
hensive assessment to guide purposeful adaptations 
based on the emerging data [6,29]. Mixed methods 
can generate rich data from multiple sources to under-
stand the complexities of context as well as provide 
support or discrepancies found in a single assessment 
approach. At present, there are no validated quanti-
tative assessments for PRISM to our knowledge, with 
the important exception of the widely used RE-AIM 
outcome dimensions [6].

PRISM is one framework, but other models or 
frameworks to understand and explore contextual 
factors are also available [30–32]. Each framework 
has its strengths and weaknesses as well as several 
overlapping domains. PRISM was more intuitive and 
easier to understand and operationalize than other 
more comprehensive models, such as Consolidated 
Framework for Implementation Research (CFIR) 
and the Greenhalgh model [33,34]. PRISM con-
tains fewer concepts than other models and focuses 
on factors most relevant to the outcomes from the 
RE-AIM framework. However, PRISM has not been 
as widely used as some alternative models, such as 
Diffusion of Innovations, Exploration Preparation, 
Implementation, Sustainment (EPIS) Model, 
Promoting Action on Research Implementation in 
Health Services (iPARIHS) model, or the Replicating 
Effective Programs Plus Framework [9,35,36]. These 
other models address several issues in addition 
to context and are less closely linked to RE-AIM 
outcomes.

Future research should (a) attempt to replicate these 
methods and findings with diverse types of interven-
tions, programs, and policies, (b) include the com-
bination of qualitative and quantitative measures, 
(c) compare PRISM to other contextual assessment 
frameworks, and (d) evaluate the incremental value of 

using PRISM (and/or other context and implementa-
tion frameworks) compared to simple logic models for 
intervention planning, implementation, adaptation, 
evaluation, and guidance of dissemination. Although 
we have shown that PRISM can fit with intervention 
components, future research should evaluate the ap-
plication of PRISM in relation to implementation 
strategies [37]. Context needs to be addressed when 
describing the implementation strategies, as better de-
scription of context will allow for better specification 
and evaluation of implementation strategies [37].

CONCLUSION
This work demonstrates the need to identify and 
systematically assess multilevel contextual factors 
through all phases of program development. We 
found that PRISM was useful across different inter-
ventions and applicable to identify contextual fac-
tors related to RE-AIM outcomes.
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