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ABSTRACT 4 

 5 

Background: Patient engagement with transmission-based precautions can be an 6 

important strategy to prevent adverse events related to isolation. Most patient education 7 

is still highly prescriptive and is thus unlikely to help. Effective communication requires 8 

behavior change, leading to a meaningful dialog between the parties involved. Objective: 9 

evaluate implementation process of a protocol for effective communication with patients 10 

in transmission-based precautions (Com-Efe). Methods: Implementation research using 11 

qualitative methods in four sequential phases: 1) nonparticipant observation in inpatient 12 

wards; 2) design of the intervention for implementation; 3) adaptation of the Com-Efe 13 

through workshops with nurses; 4) final assessment of the implementation results through 14 

interviews with nurses. Study was performed in a public, secondary, teaching hospital. 15 

Consolidated Framework for Implementation Research was used as the reference for 16 

interview design and data analysis, aiming to identify barriers and enablers of the 17 

implementation process. Results: Main factors that could have facilitated adherence were 18 

beliefs and perceived advantages in using the Com-Efe by nurses. Main barriers that may 19 

have contributed to the failure were the unfavorable climate for implementation, 20 

insufficient individual and leadership commitment, and the lack of understanding of the 21 

concepts underpinning effective communication. Conclusions: Despite using a 22 

systematic approach, the Com-Efe protocol was not fully implemented. The lessons 23 

learned in this study allowed us to propose suggestions for future protocol 24 

implementations in similar contexts.  25 

 26 
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leading to a meaningful dialog between the parties involved. Objective: evaluate 9 

implementation process of a protocol for effective communication with patients in 10 

transmission-based precautions (Com-Efe). Methods: Implementation research using 11 

qualitative methods in four sequential phases: 1) nonparticipant observation in inpatient wards; 12 

2) design of the intervention for implementation; 3) adaptation of the Com-Efe through 13 

workshops with nurses; 4) final assessment of the implementation results through interviews 14 

with nurses. Study was performed in a public, secondary, teaching hospital. Consolidated 15 

Framework for Implementation Research was used as the reference for interview design and 16 

data analysis, aiming to identify barriers and enablers of the implementation process. Results: 17 

Main factors that could have facilitated adherence were beliefs and perceived advantages in 18 

using the Com-Efe by nurses. Main barriers that may have contributed to the failure were the 19 

unfavorable climate for implementation, insufficient individual and leadership commitment, 20 

and the lack of understanding of the concepts underpinning effective communication. 21 
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Background 40 

 41 

Standard precautions (SP) and transmission-based precautions (TBP) are fundamental 42 

for the prevention and control of the spread of microorganisms in healthcare facilities1. 43 

Although the benefits of TBP are recognized, individuals in TBP are exposed to risks related 44 

to isolation measures. The results of a systematic review showed evidence of negative effects 45 

on the psychological well-being of patients, such as changes in mood, fatigue, anxiety, and 46 

depression, among others2. Other clinical studies also show that individuals who were isolated 47 

had greater dissatisfaction with their care 3, a greater risk of medication-related errors 4, and 48 

longer hospital stays when compared to patients who were not isolated 5. 49 

In recent years, the development of institutional policies aimed at health education 50 

through effective communication has become a key part of promoting the engagement of 51 

patients in their care 6-13. To support this educational action, in a previous study, we developed 52 

and validated a protocol to promote effective communication with patients in TBP. This 53 

protocol, called “Com-Efe”, aims to provide professionals with tools for the development of 54 

educational actions for individuals in TBP to reduce their vulnerability to adverse events related 55 

to TBP. The Com-Efe protocol is not intended to be used merely as an adjuvant to the traditional 56 

health education process but rather to support a change of approach to a more dialogic action, 57 

considering an individual's autonomy and respecting their prior knowledge 7. 58 

This proposed change in approach can be considered a complex intervention in health 59 

facilities. Therefore, we sought to use the tools of implementation science by identifying 60 

barriers and facilitators to design the strategy for implementing the Com-Efe protocol in a 61 

university hospital. This study aimed to describe the implementation and evaluate both the 62 

process and results of implementing the protocol for effective communication with hospitalized 63 

patients in TBP (Com-Efe). 64 
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 65 

Methods 66 

Study design 67 

This was a study on the implementation of a protocol for effective communication with 68 

hospitalized patients in TBP (Com-Efe) 7 using multiple qualitative methods. The theoretical 69 

framework used to describe and analyze the implementation process was the Consolidated 70 

Framework for Implementation Research - CFIR 14. The study was developed in four phases 71 

(Figure 1) to answer the following research questions: “How does the process of implementing 72 

the Com-Efe protocol in a hospital happen?”, and “What are the barriers and facilitators for 73 

implementing the Com-Efe protocol?”. 74 

 75 

Figure. 1 Schematic representation of the phases of the implementation process, provided by 76 

authors. 77 

 78 

Setting 79 

The study was carried out in the medical and surgical care wards of a teaching hospital 80 

with approximately 200 beds, located in the city of São Paulo, Brazil. The hospital have some 81 

national awards related to quality of care and humanization, among others, although no specific 82 

certification from hospital accreditation bodies. 83 

 84 

Participants 85 
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The participants were nurses who worked in the medical and surgical care wards and in 86 

the Hospital Infection Control Service. 87 

 88 

Implementation phases and data collection 89 

The implementation process was carried out in sequential phases (Figure 1), as 90 

described below: 91 

Phase 1: Context familiarization - the familiarization of the context was conducted in April and 92 

May 2018. Non-participant observation was chosen to deepen understanding of the context in 93 

which patient education for TBP was carried out. Observation focused on the interactions 94 

among health workers and patients, the adherence to TBP, as well as the environmental physical 95 

structure of the ward that could affect such adherence. Information about the context was 96 

collected over 20 nonsequential hours (10 observation sessions with an average of 2 hours each) 97 

and recorded in a field diary by one of the researchers (L.F.J.). The researcher placed herself in 98 

several strategic observation locations, such as the prescription area, medication room, 99 

procedure room, hallways, bedrooms, living rooms, administrative rooms, and dining room. To 100 

avoid potential bias only the nurse’s supervisors were fully informed about the research 101 

objectives during the observation phase. As part of the research feedback, this information was 102 

further provided to the healthcare team in the subsequent phase. 103 

Phase 2: Intervention - Initially, the Com-Efe protocol was adapted to the standard format for 104 

the operational protocols of the institution in which the study was performed and later inserted 105 

into the online training system. Additionally, an expository class on the subject was offered to 106 

nurses working at the site. The materials were available for 18 days. After this period, the 107 

researcher (L.F.J.) conducted on-site training for all shifts of the wards involved to clarify 108 

questions about the materials available on the online platform and to raise awareness among 109 

the nurses involved. The training was carried out with a focus on the concepts of health 110 
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education and vulnerability—concepts used to design the Com-Efe protocol. After the face-to-111 

face trainings, the following support materials were made available for the wards: the Com-Efe 112 

protocol was printed in the hospital's standard format, a banner advertising the Com-Efe 113 

protocol was placed, and an effective communication stamp was affixed to the patients’ medical 114 

records after the approach was completed using the Com-Efe protocol. 115 

Phase 3: Preliminary assessment and adaptation - To analyze the implementation process and 116 

identify the necessary adaptations, workshops led by one of the researchers (L.F.J.) were held 117 

with the nurses, using a questionnaire to identify barriers and facilitators in the implementation 118 

process for the Com-Efe protocol. The questions were chosen based on the relevance and 119 

importance of the CFIR constructs for this stage of the Com-Efe protocol adaptation. Therefore, 120 

the following constructs were used: intervention origin, complexity, relative advantage, and 121 

compatibility. The workshops lasted 20 minutes each; the participants received and signed an 122 

informed consent form. The workshop results were recorded and transcribed verbatim. 123 

Phase 4: Final assessment - The final assessment of the implementation process was carried 124 

out through semi structured interviews by telephone with nurses from the wards involved. One 125 

of the researchers (L.F.J.) carried out the interviews after the interviewees had signed a consent 126 

form, and were recorded and transcribed verbatim. 127 

 128 

Data analysis 129 

Data analysis was performed using descriptive analysis (Phase 1) and thematic content 130 

analysis of the qualitative data (Phases 2 and 4). The data collected in Phase 1, contained in the 131 

field diary, were initially organized in the form of a hand-written text to facilitate discussion 132 

among researchers. We identified relevant aspects representative of the relationships and 133 

interactions between health professionals and other individuals in the context. These selected 134 

aspects were classified according to the CFIR, focusing on the domains “characteristics of 135 
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individuals” and “internal setting” 14-16. For the analysis of data from the workshops and semi 136 

structured interviews, thematic content analysis was used as described by Bardin (2016)17. After 137 

reading the transcript, coding was performed considering the CFIR domains as the categories 138 

and attributing the registration units that were found to their respective constructs, according to 139 

the inclusion and exclusion criteria for the analysis of the CFIR constructs 14. In the last stage 140 

of data processing, the inference and interpretation of the collected and categorized information 141 

was performed, exploring the meanings attributed to the categories. 142 

The study followed the steps recommended in the Consolidated Criteria for Reporting 143 

Qualitative Research (COREQ) 18. 144 

 145 

Results 146 

Phase 1: Context familiarization 147 

At this stage, we sought to understand the relationships and interactions between HCWs 148 

and other individuals in the health care environment, mainly to identify potential barriers and 149 

facilitators for the implementation of the Com-Efe protocol. Ten observation sessions were 150 

performed in April and May 2018, with an average of two hours for each session. The total 151 

number of hospital beds available at the time of data collection was 34 and 31 in the surgical 152 

and medical clinics, respectively. At the time of observation, there were 10 patients in TBP in 153 

the wards, with 7 nursing professionals in the medical clinic and 9 nursing professionals in the 154 

surgical clinic. 155 

In the surgical clinic ward, no atypical activities or situations that could interfere with 156 

the work process were witnessed. In the medical clinic ward, there was great movement during 157 

all the observed sessions, with activities performed by different types of HCWs. It was observed 158 

that the registered nurses played a leadership role in this context, which could be demonstrated 159 

through the intensity of the interactions with the other HCWs. These nurses represented a 160 
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reference for all who were present in this context; however, their interactions with patients were 161 

less intense compared to the interactions between the patients and the auxiliary nurses.  162 

Through the observations notes in the field diary, elements that were classified as 163 

facilitators or barriers emerged and were categorized according to the domains and constructs 164 

of the CFIR. We identified four main stakeholder groups (nursing supervisors, infection 165 

prevention and control teams, nurses and patients). It was observed that all these identified 166 

groups had a potentially high impact in influencing the context, while the intervention had great 167 

significance in their routines/health once the Com-Efe protocol was implemented. 168 

 169 

Phase 2 – Intervention 170 

After meetings with the stakeholders identified in the previous phase, on-site training 171 

dissemination was performed. The training was carried out in person by a researcher with 172 

experience in teaching and TBP (L.F.J.), in all shifts for both wards. The invited participants 173 

were 14 registered nurses from the medical clinic and 14 registered nurses from the surgical 174 

clinic, including the nursing supervisors of the respective units; participants were invited via 175 

email, with the Com-Efe protocol attached and an indication for reading it. However, the 176 

material was accessed for prior reading by only five nurses, representing 18% of the total 177 

participants. In total, 15 nurses from the medical wards and 9 from the surgical wards 178 

participated in the on-site training, corresponding to 100% of the nurses who were on duty 179 

during the training period. After the in-person training, the following support materials were 180 

made available in the units: the printed Com-Efe protocol, a banner advertising the Com-Efe 181 

protocol and Com-Efe self-adhesive stamps.  The nurses were encouraged to apply the self-182 

adhesive stamps any time they used Com-Efe approach to ensure this was informed in the 183 

patients’ medical records.   184 

Phase 3: Preliminary assessment and adaptation 185 
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The elements that emerged from the workshops discussion were coded into 24 initial 186 

categories, and organized into 17 intermediate categories, which remained as the final thematic 187 

categories (TC), which in turn were distributed into the five domains of the CFIR. Barriers and 188 

facilitators were highlighted within each category inserted in the CFIR domains and constructs 189 

(Table 1). 190 

 191 

Table 1. Classification of barriers and facilitators identified during the implementation 192 

effective communication (Com-Efe). São Paulo, Brazil, 2022. 193 

INTERVENTION CHARACTERISTICS (CFIR Domain) 

CFIR 

Construct 

Barriers Enablers Quotations (examples) 

Intervention 

Source 

 X 

“I believe that it is based on evidence; just the fact 

that it comes from a researcher at the School of 

Nursing, with all the requirements there, is already 

based on this principle”  

Evidence 

Strength and 

Quality 

 X 

"Well, I think this implementation comes to add a 

better quality of care, especially for patients in TBP, 

mainly at the time of the pandemic, where we have 

these TBP involved, then you bring quality not only to 

the professional, but to the patient and family.”  

Relative 

Advantage 

 X 

"By the methodology of the Com-Efe protocol, I 

understand that it is a more systematized logic, with 

the steps you must follow, what are the steps, 

compared to what we did before Com-Efe; of course 

https://cfirguide.org/constructs/intervention-source/
https://cfirguide.org/constructs/intervention-source/
https://cfirguide.org/constructs/evidence-strength-quality/
https://cfirguide.org/constructs/evidence-strength-quality/
https://cfirguide.org/constructs/evidence-strength-quality/
https://cfirguide.org/constructs/relative-advantage/
https://cfirguide.org/constructs/relative-advantage/
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we gave the [patient] orientation but it happened in a 

not so standardized way.”  

Adaptability X  

“I think it has to be put on computers and on TV 

reminders, because here at the hospital we have 

people who work with video, this could also be put in 

hospitalization area”  

Complexity X  

"[...] what we felt was that during our work, because 

of the routine, we were in a hurry to do everything, 

and not using it as it should."  

Design 

Quality and 

Packaging 

X  

“And what I think about the implementation of this 

stamp [effective communication stamp in TBP] really 

is that it is not very useful”  

OUTER SETTING (CFIR Domain) 

CFIR 

Construct 

Barriers Enablers Quotations (examples) 

Cosmopolita

nism 

X  

“As far as I know, no other place was contacted to 

talk about Com-Efe”  

Patient’s 

Needs and 

Resources 

X  

[...] “one of the nurses' complaints is the lack of 

control by the family, and maybe it's lack of guidance. 

It is difficult for a lay person to understand that a 

bacterium they do not see can be harmful to other 

patients. And this is of little importance, because they 

are only concerned about their family members"  

https://cfirguide.org/constructs/adaptability/
https://cfirguide.org/constructs/complexity/
https://cfirguide.org/constructs/design-quality-packaging/
https://cfirguide.org/constructs/design-quality-packaging/
https://cfirguide.org/constructs/design-quality-packaging/
https://cfirguide.org/constructs/cosmopolitanism/
https://cfirguide.org/constructs/cosmopolitanism/
https://cfirguide.org/constructs/patient-needs-and-resources/
https://cfirguide.org/constructs/patient-needs-and-resources/
https://cfirguide.org/constructs/patient-needs-and-resources/
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Peer 

Pressure 

 X 

“I think when you bring experiences with positive 

results from other places and present them before 

implementing, it makes a difference.”  

INNER SETTING (CFIR Domain) 

CFIR 

Construct 

Barriers Enablers Quotations (examples) 

Structural 

Characteristi

cs 

X X 

"Frequently there are individuals in TBP, mainly due 

to colonization/infection by multidrug-resistant 

microorganisms."  

"[...] there are many family members and 

companions, and then they stay mainly in the room 

with six patients, they all become friends, the family 

members, then they keep asking, want to help each 

other, so the first thing we do is to orient them about 

isolation, because that way, the family member who is 

in isolation, […] but this family member can no 

longer sit in the common TV room, as he/she used to 

do, so the first thing is to tell this family member not  

to go to the TV room, not to go to the nursing station 

and keep putting their hands on the counter when 

talking to us.”  

Networks 

and 

Communicat

ions 

X  

"Effective communication occurs in an insufficient 

way and suggests that the individual believes that 

everyone knows what should be done regarding HAI 

and TBP prevention measures." 

https://cfirguide.org/constructs/peer-pressure/
https://cfirguide.org/constructs/peer-pressure/
https://cfirguide.org/constructs/structural-characteristics/
https://cfirguide.org/constructs/structural-characteristics/
https://cfirguide.org/constructs/structural-characteristics/
https://cfirguide.org/constructs/networks-and-communications/
https://cfirguide.org/constructs/networks-and-communications/
https://cfirguide.org/constructs/networks-and-communications/
https://cfirguide.org/constructs/networks-and-communications/
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Culture X X 

"There is frequent training and continuous presence 

of students and researchers, which can be a favorable 

element for the permeability of professionals to 

innovations in care practices."  

“Lay people and doctors also do not use PPE 

correctly, what takes away our authority in regards to 

the family”  

Implementat

ion Climate 

X  

“[...] in the case of isolation, you go to the protocol, 

read, and along the way someone stops you, you have 

already forgotten the approach points. A simple thing 

to do, like going to the protocol, checking and seeing 

if I have oriented everything, can be very difficult.”  

Tension for 

Change 

 X 

"I had no idea that it would be possible to do 

something systematized, we felt that maybe what we 

are doing was not the best."  

 194 

 195 

After analyzing the barriers and facilitators, the implementation process underwent 196 

adaptations related to the dissemination of available resources and the main Com-Efe concepts 197 

among the participant’s nurses. Only the adaptable periphery of the Com-Efe protocol was 198 

changed; the protocol's core component, the concept of vulnerability, was not changed. This 199 

considered the relationships with the patients in a dialectical process. Adaptations were made 200 

to the training content and the format of the materials to be used with the patients. An 201 

educational video was developed, which presented the Com-Efe protocol and its advantages; 202 

the video was published on the institution's official website and on social networks to raise 203 

https://cfirguide.org/constructs/culture/
https://cfirguide.org/constructs/implementation-climate/
https://cfirguide.org/constructs/implementation-climate/
https://cfirguide.org/constructs/tension-for-change/
https://cfirguide.org/constructs/tension-for-change/
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awareness among HCWs regarding the Com-Efe protocol and the essential concepts it is based 204 

on. In addition, a booklet was developed and delivered to the wards to support bedside guidance 205 

for patients in TBP. 206 

Phase 4: Final assessment 207 

The elements emerging in the final assessment interviews were coded into 8 initial 208 

categories and divided into 16 intermediate categories, which were organized into 25 final 209 

thematic categories and later categorized into the domains and constructs of the CFIR. Barriers 210 

and facilitators were highlighted within each domain and construct of the CFIR (Table 1). 211 

In the construct related to the patients’ needs, the lack of dialog between HCWs and the 212 

patients was identified as a barrier, which directly impacted the core element of the Com-Efe 213 

protocol. As facilitators, we identified the perception of the need to guide patients and their 214 

families to improve safety during hospitalization regarding to the TBP-related adverse events. 215 

In the other constructs, the most frequently identified barriers were related to the institutional 216 

incorporation, such as the fact that there was no formally appointed institutional leader for the 217 

implementation process, and the leadership’s lack of commitment to the implementation of the 218 

Com-Efe protocol. Finally, an important barrier was the unfavorable climate for prioritizing the 219 

Com-Efe protocol implementation. 220 

It must be noted that in some circumstances, a given construct was understood as a 221 

barrier or facilitator, depending on how the situation was perceived. In terms of the constructs 222 

of culture and structural characteristics, the existence of a safety culture for a patient in relation 223 

to health care-associated infection (HAI) and the existence of an adequate physical structure 224 

were pointed out. At the same time, there are still failures in adherence to TBP, among other 225 

failures related to HAI prevention. 226 

Some constructs in the CFIR were not identified in the emergent themes throughout the 227 

interviews and workshop analysis, such as cost, testability, external incentive policies, readiness 228 
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for implementation, self-efficacy, engagement, supporters, reflection and evaluation, and 229 

external agents of change. 230 

Finally, our results showed that there was no effective incorporation of the Com-Efe 231 

protocol as a routine tool for improving the engagement of patients in TBP in their own care; 232 

thus, the implementation was not successful. The participants recognized that they had low 233 

adherence to the Com-Efe protocol. From the main lessons learned in this implementation 234 

process, we develop suggestions to increase the likelihood of success in implementing the Com-235 

Efe protocol in similar contexts in the future. The results are presented in a table according to 236 

the domain and construct of the CFIR (Table 2). 237 

 238 

Table 2. Lessons learned and suggestions for future strategies for implementing effective 239 

communication (Com-Efe). São Paulo, Brazil, 2021. 240 

CFIR Domains 

and Constructs 

Main lessons learned in the 

implementation process 

Suggestions for future 

implementation strategies 

INTERVENTION CHARACTERISTICS 

Intervention 

Source 

The individuals did not develop a 

sense of ownership since they did 

not feel themselves involved in 

the intervention development. 

• Engage key stakeholders in TBP 

measures from the beginning of 

the implementation process. 

• Identify opinion leaders to form 

partnerships for the 

implementation process from the 

beginning. 
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• Offer technical and scientific 

support throughout the 

implementation process. 

Evidence 

Strength and 

Quality 

Familiarization with robust 

scientific evidence has 

contributed to promoting the 

engagement of some key 

stakeholders. 

• Develop innovative strategies, but 

as close as possible to what is 

already being done. 

• Present robust scientific evidence 

and make the evidence available 

for consultation throughout the 

implementation process. 

Relative 

Advantage 

Participants were not always able 

to identify the advantages of using 

a new work process compared to 

what was already done. 

• Present and discuss the benefits of 

the intervention to key 

stakeholders in the early stage of 

implementation. 

• Develop strategies to increase 

awareness of patient-centered care 

and preservation of patient’s 

autonomy. 

OUTER SETTING 

Patient’s Needs 

and Resources 

HCWs had different degrees of 

perception about the health needs 

of patients in TBP. 

• Evaluate the perception of 

professionals regarding the 

recognition of the patient as the 

center of care and the patient's 

needs as a priority.  

https://cfirguide.org/constructs/evidence-strength-quality/
https://cfirguide.org/constructs/evidence-strength-quality/
https://cfirguide.org/constructs/evidence-strength-quality/
https://cfirguide.org/constructs/relative-advantage/
https://cfirguide.org/constructs/relative-advantage/
https://cfirguide.org/constructs/patient-needs-and-resources/
https://cfirguide.org/constructs/patient-needs-and-resources/
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• Develop diversified strategies for 

dissemination and training of the 

healthcare team, such as virtual 

and printed materials, online and in 

loco training. 

• Establish communities of practice 

to foster debate about the needs of 

patients in TBP. 

 

Peer Pressure 

 

The use of the same or similar 

intervention in other institutions 

such as benchmarking could 

positively influence the 

implementation 

• Identify if there is competitive 

pressure, that is, if the institution is 

influenced by the actions of 

another institution. 

• Develop strategies to integrate 

experiences from other services. 

(e.g. examples of success using the 

same tool or similar tools). 

INNER SETTING 

Implementation 

Climate 

The institutional climate, external 

and internal economic and socio-

political factors influenced the 

implementation. 

 

The high demand for activities 

and the insufficient prioritization 

of the intervention in relation to 

• When planning implementation, 

consider the political-economic 

status of the institution. 

• Consider delaying implementation 

when identifying a climate 

incompatible with the 

intervention. 

https://cfirguide.org/constructs/peer-pressure/
https://cfirguide.org/constructs/peer-pressure/
https://cfirguide.org/constructs/implementation-climate/
https://cfirguide.org/constructs/implementation-climate/
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the existing routine hampered the 

implementation. 

• Identify the degree of importance 

given to the intervention from an 

institutional perspective. 

• Previously investigate the positive 

and facilitating impact that the 

intervention may bring to the 

problems perceived by 

individuals, especially HCWs. 

CHARACTERISTICS OF INDIVIDUALS 

Individual Stage 

of Change 

 

 

 

Great variations in the degree of 

individual commitment to 

implementation hampered 

adherence to the Com-Efe 

protocol. 

• Identify whether key stakeholders 

perceive the current situation as 

warranting change. 

• Identify whether the individuals 

involved in the context are 

receptive to the idea of 

systematizing effective 

communication processes with 

patients in TBP. 

• Identify the level of influence of 

each of the key stakeholders in the 

process in order to direct 

intervention planning. 

PROCESS 

https://cfirguide.org/constructs/individual-stage-of-change/
https://cfirguide.org/constructs/individual-stage-of-change/
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 241 

Discussion 242 

The implementation of the Com-Efe protocol was characterized as a failure since it was 243 

not incorporated into the routines of the medical and surgical clinics during the study period. 244 

There are few publications dedicated to detailing the reasons for implementation failure, and 245 

this is one of the strengths of the present study. The implementation science allows for an 246 

organized and in-depth documentation of barriers and facilitators identified throughout an 247 

implementation process and for collaboration in the implementation of several innovations in 248 

similar contexts, as long as adaptations were made. However, failures in implementation 249 

processes are equally relevant from the perspective of institutional and collective learning 19-21. 250 

In our study, we attributed the implementation failure to four main elements: the origin 251 

of the intervention, institutional incorporation, understanding the concepts of effective 252 

communication, and the context of the institution at the time of the study. These elements are 253 

not completely independent; in contrast, they exert complex influences on each other. 254 

 

Opinion Leaders 

 

The low level of leadership 

involvement negatively affected 

adherence by the other team 

members. 

• Identify whether the intervention 

fits the organization's culture in 

terms of demands for leadership. 

• Identify whether the use of the 

intervention is supported by 

leaders. 

• Establish preliminary contacts 

with service leaders and include 

them in the implementation 

planning process. 

https://cfirguide.org/constructs/opinion-leaders/
https://cfirguide.org/constructs/opinion-leaders/
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Regarding the origin of the intervention, even if there was recognition and appreciation 255 

by the participants regarding the well-recognized academic origin of the protocol, the need for 256 

the intervention did not stem from institutional needs, affecting the feeling of ownership and 257 

the urgency of change. The results obtained suggest that the education of patients in TBP 258 

although recognized as evidence-based, was not seen as an action that should be prioritized by 259 

the institution in that moment. Lack of time, shortage of healthcare personnel, lack of 260 

standardization, lack of knowledge and skills can be factors that influence the prioritization 261 

process 22. Even when patient education is recognized as a priority, it does not seem to have 262 

any further reflection on the current process regarding its prescriptive or dialogic nature. 263 

Therefore, it is necessary to develop strategies that lead to this reflection, in addition to 264 

identifying the institution's level of expectation in reviewing the relationships between HCWs 265 

and patients. 266 

Despite being identified in relation to individual influences on the protocol 267 

implementation, there was a failure in the engagement of the stakeholders for a new way of 268 

thinking about education for TBP, carried out with the aim of engaging patients in their own 269 

care 23. Research has shown that HAI prevention behaviors can be affected by the psychological 270 

status of individuals24. Therefore, assessing and identifying the main stakeholders on an 271 

individual basis can be key for raising the awareness needed to change attitudes and behaviors. 272 

Throughout the implementation process, there was a gap in understanding the concept 273 

of effective communication. Most HCWs remain focused on the use of traditional and 274 

prescriptive education models, which can be provided to patients and their families without a 275 

real commitment to a dialogic attitude. Therefore, effective communication did not seem to 276 

have been incorporated, and the dialogic component was not captured during the training stages. 277 

Patient-centered care remains more focused on using hard or soft-hard technologies and 278 

immediate problem solving, while the soft skills that produce effective communication have 279 
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not been prioritized. It is necessary to make changes in the work process through the effective 280 

use of soft skills and their links with other technologies. 281 

Nevertheless, the idea of systematizing the educational process of patients in TBP seems 282 

to have been fully captured and perceived as a possible advantage in the qualification of nursing 283 

actions. 284 

Effective communication among HCWs and between HCWs and patients is essential 285 

for the implementation of successful interventions. The Com-Efe protocol can support of 286 

effective communication between HCWs and patients, as it is a systematized process while 287 

allowing for dialog between the parties, in addition to considering individual elements of the 288 

patients, aiming to prevent adverse events related to TBP. 289 

The full incorporation of the Com-Efe protocol did not take place during the Com-Efe 290 

implementation process also due to institutional issues. The first was related to the current 291 

context of the institution, in which the COVID-19 pandemic were expected to be a favorable 292 

moment for the use of Com-Efe protocol, which, however, did not happen. We believe that, in 293 

addition to the institution's internal factors, the dramatic context of the Brazilian response to 294 

COVID-19 had a negative influence 25, 26. The second was related to the fact that the leaders 295 

were not strongly engaged with the implementation process. This was perceived by the frontline 296 

nurses, also reflecting their attitudes towards not prioritizing the subject. Leadership is 297 

recognized as an important indicator for the development of organizational culture and effective 298 

performance in the provision of health care. There is a strong relationship between leadership 299 

and safety and effectiveness and equity in care 27. 300 

In our study, we used the CFIR as a frame of reference for the methodological 301 

development and analysis of the results. However, not all constructs proposed by Damschroder 302 

et al. (2009)14 could be identified and addressed. 303 

Study limitations 304 
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The concurrence of the pandemic with the development of the study was an uncontrolled 305 

element and certainly brought interference in both the implementation process and its 306 

assessment. Additionally, due to the high turnover of nurses, many of the participants who 307 

engaged in the implementation process in the beginning were no longer in the study setting, 308 

reducing the number of potential interviewees. However, we consider that these limitations are 309 

unavoidable in real-life studies and are part of the natural challenges of implementation 310 

processes. 311 

 312 

Conclusions 313 

The context in which the protocol implementation was carried out proved to be complex, 314 

presenting barriers from the beginning of the process, which could not be overcome by the 315 

extant facilitating factors and the adopted implementation strategies. In this study, we identified 316 

that one of the main barriers to the full implementation of the Com-Efe protocol was the 317 

difficulty in incorporating the central element, the concept of vulnerability, which seeks to 318 

reduce adverse events related to TBP, through a dialogical relationship between HCWs and 319 

patients. Relevant barriers referring to the institutional context also had a negative influence. 320 

The lessons learned in this study allowed us to propose suggestions for future 321 

implementations in similar contexts. Among them are the development of strategies to generate 322 

awareness of patient-centered care, maintaining a patient’s autonomy and seeking a dialogical 323 

process for the patient’s engagement. 324 

 325 

List of abbreviations 326 

 327 

Com-Efe Effective Communication 

SP Standard Precautions 
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TBP Transmission-Based Precautions 

MO 

HAI 

Microorganism 

Health care-associated infection 

HCW Health Care Workers 

CFIR Consolidated Framework for Implementation Research 

COVID-19 Coronavirus Disease 2019 
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Table 1. Classification of barriers and facilitators identified during the implementation effective communication (Com-Efe). São Paulo, Brazil, 

2022. 

INTERVENTION CHARACTERISTICS (CFIR Domain) 

CFIR 

Construct 

Barriers Enablers Quotations (examples) 

Intervention 

Source 

 X 

“I believe that it is based on evidence; just the fact that it comes from a 

researcher at the School of Nursing, with all the requirements there, is already based 

on this principle”  

Evidence 

Strength and Quality 

 X 

"Well, I think this implementation comes to add a better quality of care, 

especially for patients in TBP, mainly at the time of the pandemic, where we have 

these TBP involved, then you bring quality not only to the professional, but to the 

patient and family.”  

Relative 

Advantage 

 X 

"By the methodology of the Com-Efe protocol, I understand that it is a more 

systematized logic, with the steps you must follow, what are the steps, compared to 

Table(s) Click here to access/download;Table(s);table 1.docx
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what we did before Com-Efe; of course we gave the [patient] orientation but it 

happened in a not so standardized way.”  

Adaptability X  

“I think it has to be put on computers and on TV reminders, because here at 

the hospital we have people who work with video, this could also be put in 

hospitalization area”  

Complexity X  

"[...] what we felt was that during our work, because of the routine, we were 

in a hurry to do everything, and not using it as it should."  

Design 

Quality and 

Packaging 

X  

“And what I think about the implementation of this stamp [effective 

communication stamp in TBP] really is that it is not very useful”  

OUTER SETTING (CFIR Domain) 

CFIR 

Construct 

Barriers 

Enabler

s 

Quotations (examples) 

Cosmopolita

nism 

X  “As far as I know, no other place was contacted to talk about Com-Efe”  

https://cfirguide.org/constructs/adaptability/
https://cfirguide.org/constructs/complexity/
https://cfirguide.org/constructs/design-quality-packaging/
https://cfirguide.org/constructs/design-quality-packaging/
https://cfirguide.org/constructs/design-quality-packaging/
https://cfirguide.org/constructs/cosmopolitanism/
https://cfirguide.org/constructs/cosmopolitanism/


Patient’s 

Needs and 

Resources 

X  

[...] “one of the nurses' complaints is the lack of control by the family, and 

maybe it's lack of guidance. It is difficult for a lay person to understand that a 

bacterium they do not see can be harmful to other patients. And this is of little 

importance, because they are only concerned about their family members"  

Peer Pressure  X 

“I think when you bring experiences with positive results from other places 

and present them before implementing, it makes a difference.”  

INNER SETTING (CFIR Domain) 

CFIR 

Construct 

Barriers 

Enabler

s 

Quotations (examples) 

Structural 

Characteristics 

X X 

"Frequently there are individuals in TBP, mainly due to colonization/infection 

by multidrug-resistant microorganisms."  

"[...] there are many family members and companions, and then they stay 

mainly in the room with six patients, they all become friends, the family members, then 

they keep asking, want to help each other, so the first thing we do is to orient them 

about isolation, because that way, the family member who is in isolation, […] but this 

https://cfirguide.org/constructs/patient-needs-and-resources/
https://cfirguide.org/constructs/patient-needs-and-resources/
https://cfirguide.org/constructs/patient-needs-and-resources/
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family member can no longer sit in the common TV room, as he/she used to do, so the 

first thing is to tell this family member not  to go to the TV room, not to go to the 

nursing station and keep putting their hands on the counter when talking to us.”  

Networks 

and 

Communications 

X  

"Effective communication occurs in an insufficient way and suggests that the 

individual believes that everyone knows what should be done regarding HAI and TBP 

prevention measures." 

Culture X X 

"There is frequent training and continuous presence of students and 

researchers, which can be a favorable element for the permeability of professionals 

to innovations in care practices."  

“Lay people and doctors also do not use PPE correctly, what takes away our 

authority in regards to the family”  

Implementati

on Climate 

X  

“[...] in the case of isolation, you go to the protocol, read, and along the way 

someone stops you, you have already forgotten the approach points. A simple thing to 

do, like going to the protocol, checking and seeing if I have oriented everything, can 

be very difficult.”  

https://cfirguide.org/constructs/networks-and-communications/
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Tension for 

Change 

 X 

"I had no idea that it would be possible to do something systematized, we felt 

that maybe what we are doing was not the best."  

Source: author. 
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Table 2. Lessons learned and suggestions for future strategies for implementing effective 

communication (Com-Efe). São Paulo, Brazil, 2021. 

CFIR Domains 

and Constructs 

Main lessons learned in the 

implementation process 

Suggestions for future 

implementation strategies 

INTERVENTION CHARACTERISTICS 

Intervention 

Source 

The individuals did not develop a 

sense of ownership since they did 

not feel themselves involved in 

the intervention development. 

• Engage key stakeholders in TBP 

measures from the beginning of 

the implementation process. 

• Identify opinion leaders to form 

partnerships for the 

implementation process from the 

beginning. 

• Offer technical and scientific 

support throughout the 

implementation process. 

Evidence 

Strength and 

Quality 

Familiarization with robust 

scientific evidence has 

contributed to promoting the 

engagement of some key 

stakeholders. 

• Develop innovative strategies, but 

as close as possible to what is 

already being done. 

• Present robust scientific evidence 

and make the evidence available 

for consultation throughout the 

implementation process. 

Relative 

Advantage 

Participants were not always able 

to identify the advantages of using 

• Present and discuss the benefits of 

the intervention to key 
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a new work process compared to 

what was already done. 

stakeholders in the early stage of 

implementation. 

• Develop strategies to increase 

awareness of patient-centered care 

and preservation of patient’s 

autonomy. 

OUTER SETTING 

Patient’s Needs 

and Resources 

HCWs had different degrees of 

perception about the health needs 

of patients in TBP. 

• Evaluate the perception of 

professionals regarding the 

recognition of the patient as the 

center of care and the patient's 

needs as a priority.  

• Develop diversified strategies for 

dissemination and training of the 

healthcare team, such as virtual 

and printed materials, online and in 

loco training. 

• Establish communities of practice 

to foster debate about the needs of 

patients in TBP. 

 

Peer Pressure 

 

The use of the same or similar 

intervention in other institutions 

such as benchmarking could 

positively influence the 

implementation 

• Identify if there is competitive 

pressure, that is, if the institution is 

influenced by the actions of 

another institution. 

https://cfirguide.org/constructs/patient-needs-and-resources/
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• Develop strategies to integrate 

experiences from other services. 

(e.g. examples of success using the 

same tool or similar tools). 

INNER SETTING 

Implementation 

Climate 

The institutional climate, external 

and internal economic and socio-

political factors influenced the 

implementation. 

 

The high demand for activities 

and the insufficient prioritization 

of the intervention in relation to 

the existing routine hampered the 

implementation. 

• When planning implementation, 

consider the political-economic 

status of the institution. 

• Consider delaying implementation 

when identifying a climate 

incompatible with the 

intervention. 

• Identify the degree of importance 

given to the intervention from an 

institutional perspective. 

• Previously investigate the positive 

and facilitating impact that the 

intervention may bring to the 

problems perceived by 

individuals, especially HCWs. 

CHARACTERISTICS OF INDIVIDUALS 

Individual Stage 

of Change 

 

 

 

• Identify whether key stakeholders 

perceive the current situation as 

warranting change. 
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Great variations in the degree of 

individual commitment to 

implementation hampered 

adherence to the Com-Efe 

protocol. 

• Identify whether the individuals 

involved in the context are 

receptive to the idea of 

systematizing effective 

communication processes with 

patients in TBP. 

• Identify the level of influence of 

each of the key stakeholders in the 

process in order to direct 

intervention planning. 

PROCESS 

 

Opinion Leaders 

 

The low level of leadership 

involvement negatively affected 

adherence by the other team 

members. 

• Identify whether the intervention 

fits the organization's culture in 

terms of demands for leadership. 

• Identify whether the use of the 

intervention is supported by 

leaders. 

• Establish preliminary contacts 

with service leaders and include 

them in the implementation 

planning process. 
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