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Abstract

Background: Systematic adaptation of evidence-informed interventions is critical for effective transfer across settings. Public health
palliative care interventions pose unique challenges because of their complexity and embedding in dynamic, real-life settings. The
ADAPT guidance provides a comprehensive framework for systematically adapting evidence-informed health interventions, yet its
application in public health palliative care remains unexplored.

Aim: Within the EU NAVIGATE project, this study describes the international adaptation process of a Canadian navigation program
supporting older people with cancer experiencing declining health, for implementation in six European countries. It also reflects on
the methodological insights gained from applying the ADAPT guidance in public health palliative care.

Design: Using an iterative five-stage multi-method approach, we followed the ADAPT guidance and its recommended frameworks.
Stage 1 assessed context-intervention fit and identified core and adaptable components of the original intervention. Stage 2 adapted
implementation materials, while stage 3 involved a contextual analysis. Stage 4 focused on adapting the training for implementers,
and stage 5 reviewed feasibility.

Results: The ADAPT guidance proved flexible and useful, though systematic adaptation posed challenges due to the unique complexities
of public health palliative care interventions. These included balancing intervention integrity with cultural sensitivities and local
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juridical regulations regarding end of life. Our process addressed these challenges through contextual assessments, identifying core
components, engaging with original developers, and collaboration between local and international adaptation teams.
Conclusions: A systematic adaptation process, guided by the ADAPT guidance is feasible, but transferring public health palliative care

interventions requires careful methodological, contextual, and conceptual considerations.
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What is already known about the topic

Systematic adaptation can improve context-intervention-fit when transferring evidence-based population health inter-
ventions across settings. This enhances their adoption, implementation, effectiveness, and sustainability.

Adapting public health palliative care interventions to new (international) settings is especially challenging, as they oper-
ate at the community level, where complexity arises from several factors, including their multiple components, imple-
mentation in large scale environments, and the unpredictability and variability inherent to real-life settings. Furthermore,
cultural sensitivities around serious illness and palliative care play a critical role in shaping the delivery and reception of
interventions.

The ADAPT guidance provides evidence and consensus-informed guidance for systematically adapting and transferring
evidence-informed population health interventions to new settings, but research demonstrating how it can be practi-
cally applied by researchers in the context of public health palliative care interventions is scarce.

What this paper adds?

In addition to the ADAPT guidance, we found that® conducting thorough contextual assessments,? identification of the
intervention’s core functional components to maintain its integrity,> engaging with original developers, and* involving
both local and international adaptation teams throughout the process greatly facilitated the adaptation of our public
health palliative care intervention.

Key challenges included balancing intervention integrity with local adaptation needs, managing the adaptation process

Implications for practice, theory, or policy

across international settings, and estimating the consequences of adaptations before implementation.

e Future research on the systematic adaptation of public health palliative care interventions should focus on investigating
how adaptations influence implementation processes and outcomes.

e Systematic adaptation can be highly beneficial to incorporate as an implementation strategy in implementation frame-
works to enhance the adoption, effectiveness, and sustainability of public health palliative care interventions.

Background

The systematic adaptation of evidence-based interven-
tions is increasingly recognized as essential for effective
transfer across different settings or populations. This arti-
cle considers systematic adaptation as to improve the
intervention-context fit while maintaining the interven-
tion’s integrity.! Tailoring interventions to align with the
unique contextual characteristics of the implementation
setting can improve their fit and potential impact.
Contextual differences between the original and new set-
tings can significantly influence intervention outcomes,
and replicating interventions without thorough adapta-
tion often fails to achieve comparable or sustainable
results.’”® These challenges are especially pronounced in
public health palliative care interventions, which are

inherently complex and deeply embedded in real-life set-
tings.*® Unlike interventions implemented in more con-
trolled environments, such as hospitals, public health
palliative care interventions operate at the community
level, where complexity arises from several factors, includ-
ing their multiple components,>’ implementation in large
scale environments like communities or cities, and the
unpredictability and variability inherent to real-life
settings.®? Furthermore, cultural sensitivities around seri-
ous illness and palliative care play a critical role in shaping
the delivery and reception of interventions, and can vary
widely between countries and settings, requiring careful
adaptation to respect local values, beliefs, and practices
while maintaining the integrity of the intervention.

Given the growing recognition of these challenges, a
variety of theories, frameworks, guidelines, and tools
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Box 1. Description of the Nav-CARE®© intervention.

The Canadian Nav-CARE®© program is a prime example of a promising, evidence-based public health palliative care intervention
that addresses the needs of older people experiencing declining health.%® It is a navigation intervention, developed over the
past 15 years, in which specially trained volunteer-navigators visit clients and their families at home, typically every 2 weeks,
helping them navigate quality-of-life challenges, connect them to community-based resources and engage them in meaningful
activities. For instance, navigators can support these people with practical needs, such as arranging home care or applying for
informal caregiver reimbursements, as well as psychosocial needs, like identifying signs of concern regarding future care and
consequentially encouraging them to engage in conversations with their health professionals and family. The program also
employs a navigator coordinator, who matches navigators with patients, advocates for the program, and forges connections
with local healthcare professionals and community organizations. Both navigators and coordinators undergo training and
coaching from a trainer with palliative or supportive care experience. The program is implemented in different regions in
Canada, following a model supported by toolkits containing training and implementation materials, such as manuals for
navigators and coordinators. Nav-CARE© clients have reported several benefits such as increased social support, assistance
with navigating healthcare systems, increased knowledge of services, improved access to resources, and family respite.17-22
While Nav-CARE© has demonstrated success across Canada, its implementation outside Canada remains underexplored.
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have emerged to support the systematic adaptation of
interventions. These resources are aimed at recognizing
and documenting adaptations,’®!! designing and
implementing tailored modifications,? and systematically
planning and evaluating the adaptation process.1213
Among these, the ADAPT guidance! stands out as the
most recent and comprehensive framework offering
evidence and consensus-informed guidance!4?> for sys-
tematically adapting and transferring evidence-informed
population health interventions to new settings. However,
despite its potential, limited research exists demonstrat-
ing how the ADAPT guidance can be practically applied by
researchers, particularly in the context of complex public
health palliative care interventions.

Several European countries face significant challenges
in meeting the needs of older people with cancer and
their families. In these countries, healthcare systems
often struggle with fragmented care delivery, lack of coor-
dinated care and services, limited or unequal access to
care and resources, and insufficient social support for
patients and families. European countries have reported
rising numbers of older adults with cancer, highlighting
the potential of programs like Nav-CARE©® (Box 1) to
address the needs of older people with cancer and their
families.1622.23 However, to achieve similar benefits in
European countries as in Canada, a systematic adaptation
of Nav-CAREQ® is essential.

Within the Horizon Europe-funded EU NAVIGATE
project,?*#2> we aim to adapt, implement, and evaluate the
Nav-CARE© program for older people with cancer across
the continuum of supportive, palliative, and end-of-life
care in six European countries: Belgium, the Netherlands,
Ireland, Italy, Poland, and Portugal, representing different
contexts and health care systems. This paper describes
the international and systemic adaptation process of the
Canadian Nav-CARE© program?®> and reflects on the use
of the ADAPT guidance?! in the context of international
public health palliative care interventions. By sharing

these reflections, we aim to provide valuable insights for
researchers and practitioners seeking to transfer complex
public health interventions across settings, particularly in
palliative care.

Methods
Study design

We used an iterative five-stage multi-method approach
(Figure 1),2* using the ADAPT guidance! and its recom-
mended frameworks (described below) to adapt the Nav-
CARE©O program to six EU countries: Belgium, Ireland,
Italy, the Netherlands, Poland, and Portugal. Table 1 out-
lines the main stages suggested by the ADAPT guidance,
detailing how we applied these stages in our adaptation
process, including data sources and output per stage.

We used three frameworks, described in the ADAPT
guidance as optional, throughout the adaptation process.
The Model for Adaptation Design and Impact (MADI)
structured our decision-making on adaptation design at
the end of all stages, considering relationships among
adaptations and their potential impact on outcomes.2 The
Context and Implementation of Complex Interventions
(CICl) framework guided the context analysis in stage 3,
facilitating a structured holistic conceptualization and
assessment of context.? The Framework for Reporting
Adaptations and Modifications-Expanded (FRAME) was
used in the final stage to integrate, summarize, and report
all adaptations and to reflect on the process.?

Study settings

The Nav-CARE® program was adapted for implementation
across six European countries: Belgium, Ireland, ltaly, the
Netherlands, Poland, and Portugal. The selection of imple-
mentation settings (such as a specific region, city, or com-
munity), and implementation organizations (a particular
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Figure 1. Flowchart adaptation process within the EU Navigate project, informed by the ADAPT guidance.

local organization with whom the research teams collabo-
rate for implementation) aimed to ensure diverse health-
care system characteristics and contextual factors, in terms
of the latest Healthcare System Typology of OECD'
countries.?” There are eight implementation settings in
total, with two in Belgium and Italy and one in each other
participating country. An overview of the implementation
settings and organizations is shown in Table 2.

Adaptation teams

The ADAPT guidance stresses stakeholder involvement
throughout all adaptation stages to enhance the interven-
tion-context fit. This involves a core team, ideally compris-
ing members of the public, patient populations, policy and
practice stakeholders, and the researchers involved, 28 fol-
lowing a multi-stakeholder and Patient Public Involvement
approach.?®3 In EU NAVIGATE, each implementation set-
ting assembled a Local Adaptation Team following this
structure.

Additionally, we established an International
Adaptation Oversight Group, consisting of the original
Nav-CARE© program developers (BP and WD), the gen-
eral trial and implementation coordinators (FVC and
LvdB), and the adaptation and training coordinators of the
EU NAVIGATE project (KC and JG). This group coordinated
and facilitated the adaptation process, communicated
planned or made adaptations bilaterally or consortium-
wide, and aimed to balance the original intervention’s
integrity with setting-specific adaptations. Cooperation
between these two teams was central to ensure this
balance.

Adaptation and data collection process

The steps suggested by the ADAPT guidance, our adapta-
tion process, including data sources and output are dis-
played in Table 1.

Stage 1: General assessment intervention-context fit and
identification core components. We asked experienced

researchers from each participating country (KS; MFB; AD;
DF; AVDP; and LVdB) to complete a structured template
(Supplemental Appendix 1) to gather insights into the
intervention-context fit at the start of the adaptation
process.3! The template had two sections: potential local
implementation organizations, implementers, and local
stakeholder groups such as volunteer or healthcare organ-
izations. The second part included questions such as?! the
type of health care system,? the integration of end-of-life
care within cancer care for older patients,® the current
state of research, practice, and policy regarding naviga-
tion programs and* a preliminary feasibility assessment of
the project in the potential implementation setting.

Additionally, we held several meetings with the
International Adaptation Oversight Group to discuss the
core versus adaptable components of the intervention.
These discussions, informed by the original model3? and
data from previous studies,®-2! resulted in an overview
structured by the TIDieR33 checklist, which were then inte-
grated into the intervention’s logic model.

Stage 2: Adaptation of implementation materials. In the
ADAPT guidance stage “planning and undertaking adapta-
tions,” we translated and adapted the training and imple-
mentation materials, and performed a contextual analysis
in the different countries.

During this stage, researchers (FVC and KC) collected
Adaptation Reporting Sheets (Supplemental Appendix 1)
completed by a research member of each Local Adaptation
Team and structured by the FRAME framework.1® The
researchers categorized suggested adaptations into
themes3* according to the framework,3* such as what is
modified and for whom is the adaptation intended. These
were discussed during multiple meetings with both the
International Adaptation Oversight Group and Local
Adaptation Teams in each country.

Stage 3: Detailed assessment of context-intervention fit:
Contextual analysis. Two researchers (FVC and KC) con-
ducted semi-structured duo-interviews with implement-
ers of each participating country.’* The topic guide



Palliative Medicine 39(4)

464

*Ana891ul s, uonuansalul 9yl Suiniasald Agasayl ‘pauteluiew aue sajdidulid pue suoilouny SulAlaapun ayl se 3uoj| se AJdAlBp JO poylaw

ay3 a3ueyd ued suoleidepe 1ey) suesW SIY| o 's1uauodwod s|qeidepe s| eyl paidepe a¢ UL WO JI3Y] QU31SISUOD Ulewad 1SN spuauodwod 8402 3yl 3|IYM ¢ PauUleIUIEW BJe suolduny pue sa|dpulid
95041 YdIym 01 JUa1Xa 3Y3 SI 1ey]l ‘UoiluaAIIUl BY3 Jo ,A18a1ul BY),, ulejulew o3 Juepsodwi st 11 suoieidepe Supjelsspun pue ujuueld u| ¢'suolduny pue sajdipulid pazipiepuels s,uoilUaAIdIULl BY1 S| 1eY)
‘sjuauodwod |eUOIIdUNY 3402 34} Yum Adua)sisuod Sujulejulew ajiym i 1Xa3uod-uouaialul anosdwi pinoys suoleidepe ‘suoieidepe Supjelspun pue Joy Suiuueld ul 1eyy saiels aouepingd | dvay ayle

"1X391U02 |BJ0| Y} 03 UOIIUSAIDIUI
ay3 Sundepe jo ssadoud ay3 ul sem
wes] uoneydepy [e207 3y3 1ySnoyy

Asy3 Jueriodwi moy pue ‘siaquiaw y1'suoneldepe annoeal
S} JO SD11S1910BIRYD BY} ‘Wed | |eiaualod Joj SMoj|e Ydiym ‘uolejusawajdwi
uolierdepy |e207 9y3 jo uonisodwod Sunnp 3uissassead $35933ns 11 ‘mo| si Ajuiensaoun
9y} Ssasse 03 aJleuuonsanb yoysy - J] 1'SS9UBAIN0DYJD pue Alljiqises) sH 1noge
‘dnouo y3is1an0 Ajuresaoun y38iy s,249y1 1 uoizuaAIdlU| paldepe uollen|ens
adomawel) JAVY4 9yl uoneidepy |euolleuIdU| JO S910U 9y3 Suinuswa|dwi 21043 uoen|eAd 3ul4dapISUOD pue Sunojid
Ag paan1onuis suoneydepe Suneaw siaydieasal Suipnjoul S3SIAPEe pue suolierdepe 9yl JO MIIAIDAO M3INDI ) enspun
||e Jo Arewwing ‘—T so8e1s wouy Indino ||y - ue 3uineaud s3s933ns souepingd | dvay ayl Ajjiqisesad :g a3eis pue ioj uejd
s3unaaw siaulesy Ajyuow $3]0J Ul suollelieA [eljualod  (SJ01eulplood Jojedineu
JO S9]0U |BPUOIIBAIDSCO ,SI9YIJIEISDY - SS2JPPE 01 ‘SSUII9S SSOJIE SI9)SUBI] UOIZUDAIDIUI pue sio1edineu a°1)
S|elJ91ew pue sa|npayds 399M JauleJ] 3y} uledl 3y} ul AjJejnaiyed ‘|eiuassa S| siauawa|dwi siajuawaldwi 4oy Suluiel
Suluresy pardepy JO S210U |BUOIIBAIDSCO ,SI9YJIEISDY - Joj Suluieuy ;‘@auepind 1 dyay ay1 Suimojjo4 Jo uoneidepy :y adeis

¢'S92130e4d [E20] puk ‘|ediyjod ‘|eds| ‘|eaiyla
21LOU029 ‘|eany nd ‘|euoiieziuedio ‘|edlydes3093

S9W023n0 Suissedwooua ‘uolzeruaWwa|dwi UOIIUIAIRIUI
pue uonejusawa|dwi sy Sldomawely |10 3yl Aq pasnionuis Suidayje saduRISWNIID BY3 JO aunjeay Aue sisAjeue |enixajuo)
1oedwi 1ySiw eyl s1010e)  sem aping 21dol ay3 ydiym jo ‘Asaunod SE 1X91U0J SaUlap YaIym ¢domaweds (101D) 1)1} UOIUBAIIUI
|ENIXa3U02 J14129ds Sunednued yoes jo sispuaws|dwi suoljuanIa1u| xa|dwo) Jo uonneyuswa|dw| pue  -1X33U0J JO JUSISSISSE
-A13unoa Jo MaInIBAQ YUM SM3IAIDUL JO sdiuosuel]  Ixa3uo0) 3yl Aq paping sem sisAjeue 1xa3uod ay | pa|ie1aq :€ a8e1s

ININIATOANI 43ATOHINVLS

"98essaw ay} o uolle1aldialul 93eandde 3INSUD 0}
suolssasdxa pue a8en3ue| ul syuswisn(pe [nja.4ed

domawely |QVIA 2yl Aq pawuojul udissp uoiierdepe uo Supjew uoisdag

Jdomaweld) ,;JNVY4  J0J pasu ayl Suissalls ‘uoiie|sued) auaw puoAaq s|elalew eSUoOlle1dEpE
sjee1ew oy Aq paunionuais Asaunod Sunedidiued  spuaixs s|elda1ew uoleluswsaldwi jo uoneldepe uonelusawsajdwi jo yenapun
uonejuswa|dwi paidepy  yoes Ag s19ays Suljuoday uoneidepy ay3 1ey1 say3nysiy 2ouepind 1dvay syl uoleidepy :gz ageis pue Joj ueld
|opow suoday Suilesw usuodwod 840) -
2130] s,uonuUaAIRUI (uoneidepe-aid) cz’suonauny uoluaAIalul SuolUaAJIRIUI
9y} jo Jed se A1aunod unediyied yoea wouy pue s3jdipulid pazipiepueis s,uolusAIDIUL |euidiio jo syusuodwod 3unsixs jo
MBIAISAO SIUBUOdWOd sJaydJeasas Agq pa1a|dwod ‘1xa3u0d 9Y3 Se paulap aJe yaiym ‘syusuodwod 3109 9|qeidepe pue 9102 114 1X93U02
9|qeidepe pue 240) - pue swa3sAs aiedayljeay uo sydisul S,U0I3UDAJD1UI BY] JO UoedIuap! Aq passasse JO uonealyuap| pue -UoIlUdAIRIUI
Jauyped Jad Jayied o3 seje|dwial paunionils - U910 SI 49118 Y] {'3jeuoled SulAluspun sy 11J UOIUBAJRIUI JapIsuod pue
PaWLIJUO0I 11} 1XdIU0D sJoulied pue3IsIapuUN pue 11j 1X9JUO0I-UOIIUIAIDIUI JOPISUOD  -]1XDJIUOD JO JUSWISSISSE  ‘UOIIUSAIDIUI JO)
-UOIlUdAJIR]UI |BIQURIOd - 109fo4d |enpuslod yum sSunesN - 0} |e1dnJd si 3 18yl sa1e)s aduepind | dyay 2yl |esauad isul :T 98e1S  9|eUOI1RI SSASSY

UOIlUSAIa1Ul Ue

J1VDIAVN N3 ul Sundepe oy sdais
ndinQ $924N0s eleq 2auepind | dy@y uonezijinn/uoneiaidiaiu]  pasn ssadoud uoneydepy  :2ouepind 1dvay

"1ndino pue ‘sa24nos eyep ay3 ‘}afoid J1YOIAYN NI Ul pasn ssaoolad uoierdepe ay3 ‘@aueping | dvay Yl Aq saSeis papuawiwiodal Yy} Jo M3IAIBAQ T d]qeL



Van Campe et al.

465

Table 2. Overview of implementation settings, organizations, and type of health care system, based on the Healthcare System
Typology of OECD? countries, per participating country in the EU NAVIGATE project.

Countries Type of health care system Implementation Implementation organization
based on the Healthcare system setting
Typology of OECD' countries
Belgium Supply and Choice-oriented Region Dender Palliative Care Network: Palliatieve Zorg regio Dender
public type Region Waregem Primary Care Network: Eerstelijnszone regio Waregem
Ireland Supply and Choice-oriented Dublin Palliative care organization: Our Lady’s Hospice Harold’s
public type Cross
Italy Regulation oriented type Milan National cancer institute: Fondazione IRCCS Istituto
Nazionale dei Tumori
Monza Brianza Local League against Cancer : Lega Italiana per la lotta
contro i tumori di Milano Monza Brianza
Poland Low-supply and low- Krakow Local Social Care Centre: the Municipal Social Care Centre
performance mixed type in Krakéw
Portugal Performance and primary care- Coimbra Portuguese League Against Cancer—Centre Region: Liga
oriented public type Portuguesa Contra o Cancro—Nucleo Regional do Centro
Netherlands Regulation oriented type Amsterdam Centre for caregivers: Markant

Hospice facility and buddy volunteer system for people in
the community: Kuria

a0rganization for Economic Co-Operation and Development.

(Supplemental Appendix 1), based on the seven contex-
tual domains of the Context and Implementation of Com-
plex Interventions framework,334 included questions such
as “What regulations regarding palliative care, patient
rights, and end-of-life decisions are in place in your imple-
mentation setting that could influence the implementa-
tion, delivery, or outcomes of this intervention?”.
Transcribed verbatim (FVC), the data were coded into the
seven contextual domains of the framework per partici-
pating country and discussed within the International
Adaptation Oversight Group.

Stage 4: Adaptation of training for implementers. Desig-
nated trainers in each country adapted the training to the
local context during an international five days “train-the-
trainer week.” Six training modules were covered (Supple-
mental Appendix 2), with participants proposing
adaptations to the curriculum that best suit their context
after each module. These adaptations let to adapted train-
ing schedules and learning materials. The researcher (FVC)
made observational notes during the training and follow-
up meetings with the trainers, which were discussed with
the International Adaptation Oversight Group.

Stage 5: Feasibility review. During this stage, researchers
from each implementation setting completed a short
questionnaire to assess the composition of their Local
Adaptation Team, the characteristics of its members, and
perceived importance of the Local Adaptation Team dur-
ing the adaptation process. This was asked using a six-
point Likert scale with questions such as “In general, how
important do you consider this Local Adaptation Team

during the adaptation process of this intervention in your
implementation setting?”.

Data analysis and integration

The researcher (FVC) analyzed all qualitative data (com-
pleted structured templates, Adaptation Reporting
Sheets, transcripts of the duo-interviews, observational
notes of the train the trainer week and monthly trainers’
meetings), using directed content analysis3> and pre-
determined coding schemes structured by the frame-
works stated above (Supplemental Appendix 1).
Descriptive statistics,3¢ such as the median and interquar-
tile ranges, were used for the questionnaire assessing the
Local Adaptation Team.

The researcher (FVC) assessed concordance and dis-
cordance of the adaptation information across data
sources, including all meeting notes of the International
Adaptation Oversight Group, using the categories of the
FRAME framework.12 This categorization was reviewed
and discussed at team meetings (FVC, KC, LVdB, TS, LP, BP,
and WD), which led to further refining and reflections
reported upon in the results section. Once consensus was
reached and feasibility assessed for, the researcher (FVC)
completed the final version which is included as
Supplemental Appendix 4.

Ethics

The protocol for this adaptation process was included as
a Supplemental Appendix to the main trial protocol.3’
Approvals from the relevant ethics committees were
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obtained in all participating countries. Belgium:
Commissie Medische Ethiek, 09/08/2023, EC-2023-164;
Ireland: SJH/TUH Joint Research Ethics Committee,
14/11/2023, 3726; Italy: Comitato Etico Territoriale
Lombardia, Istituto Nazionale dei Tumori, 31/07/2023,
INT171/23; the Netherlands: METC Amsterdam UMC,
22/08/2023, 2023.0489; Portugal: Ethics Committee of
the Faculty of Medicine of the University of Coimbra and
Ethics Committee of the Portuguese Institute of Oncology
of Coimbra Francisco Gentil, 25/09/2023, EO04/2023;
Poland: Komisja Bioetyczna, Uniwersytetu
Jagiellonskiego, 14/06/2023, 1072.6120.55.2023. The
trial is registered on Clinicaltrials.gov (ID: NCT06110312).
All members of the adaptation teams gave verbal
informed consent prior to data collection. All obtained
data were pseudonymized.

Results

Results, examples, and reflections on opportunities and
challenges on the adaptation process are shown in Table 3,
following a description of the composition and character-
istics of the adaptation teams.

The adaptation process of the Nav-CARE© program
was conducted from September 2022 until November
2023. The integration and analysis of all data sources and
output included 6 completed structured templates on
context, 6 completed adaptation reporting sheets, 36
adapted intervention materials, 6 duo-interview tran-
scripts, 19 International Adaptation Oversight Group
meeting notes, and 7 completed questionnaires on the
composition and perceived importance of the Local
Adaptation Teams.

Local adaptation teams

The Local Adaptation Teams included seven teams in
total, one for each country except Belgium, which had two
very distinct implementation settings and therefore two
teams (Supplemental Appendix 3). The number of repre-
sented organizations in these teams varied from 2 to 12
between settings, with hospitals, universities/research
groups and volunteer organizations, being the most rep-
resented in descending order. Members comprised
researchers, implementers, representatives from the tar-
get population (i.e. older persons in declining health with
cancer, close family caregivers, or volunteers), and health
professionals working in the implementation setting (i.e.
home care, oncology and palliative care nurses, commu-
nity health workers, social workers, and psychologists).
The number of members varied from 3 to 14 of whom
most were health professionals followed by implementers
or researchers. The number of meetings varied from 2, in
Portugal, to 12, in the Netherlands and Poland, over
approximately 1 year.

Results of the adaptation process

In stage 1, the International Adaptation Oversight Group
identified and summarized core components of the inter-
vention (Figure 2).

Discussion
Main findings

The new ADAPT guidance! and its recommended frame-
works proved useful to guide the systematic adaptation
process of the Nav-CARE© program for the EU NAVIGATE
project across settings in six EU countries. The flexibility of
the ADAPT guidance allowed for tailoring of the adapta-
tion process, enabling selection of stages, frameworks,
and elements based on specific rationales, incentives, and
adaptation needs of the intervention. It was challenging
to identify the core versus adaptable components, to
manage the complex adaptation process across different
countries, and to assess potential contextual interactions
that might be worth identifying prior to implementation.

Transferable learnings for those seeking to
adapt and transfer public health palliative
care interventions to new settings

Prior research to develop the ADAPT guidance already
identified most of the abovementioned challenges and
gaps in existing guidance for adapting evidence-based
health interventions.1#1> This article can serve as an exam-
ple of an approach that can build on the ADAPT guidance.
We recommend thorough contextual assessments, identi-
fication of core components with engagement of original
developers and involvement of both local and interna-
tional adaptation teams throughout the entire adaptation
process for those seeking to adapt and transfer a public
health palliative care intervention to new settings.
Identifying core components to maintain the interven-
tion’s integrity enables a systematic adaptation process
and meaningful coherent evaluation.#383° Drawn from
the updated UK Medical Research Council guidance for
developing and evaluating complex interventions,3? we
emphasize the importance of starting from the interven-
tion’s original program theory (i.e. the Nav-CARE© navi-
gation model'®) focusing on the principles and functions,
to identify and overview the core components. We added
more specificity based on the data from previous stud-
ies,16-21 integrated this overview in the intervention’s logic
model, and reconciled them with the original developers.
Adopting an “integrity” perspective together with the
developers facilitated the adaptation process. This aligns
with experiences shared by other researchers in adapta-
tion studies.®? Integrity of an intervention moves beyond
the discussion on implementation fidelity, but challenges
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The aim of this program is to support older people experiencing declining health living at home by facilitating and

improving social support, family respite, community connections, knowledge of and access to appropriate resources
and information. Key principles of this program are promotion of quality oflife, support of independence and

Navigators are trained, mentored and supported by standardized, translated and culturally adapted training and implementation material

Navigators are supported by a Navigator Coordinator and a Country Trainer. Navigators and Coordinators are

2. Local Navigator Coordinators: are responsible for ongoing support and mentorship of navigators (via regular check-
ins and mentoring sessions), with the support of a country trainer. They are also responsible for matching clients to

intervention

4. Goal- not time-oriented

5. At home or at a place of choice

Overview of identified core components of the origi
—
:
z collaboration with patients, families and communities.
2 Navigators focus on:
§ 1. Connecting clients to social supports, both formal and informal
"_; 5Bl 2 Advocating for clients in meeting their quality-of-life goals
=] § 3. Resourcing by identifying needs and negotiating access to meeting those needs
A % 4. Engaging clients in what is most meaningul to them
g & fol|| Trained and mentored Navigators (volunteers or professionals) deliver the intervention.
b =
o
% % - & )J embedded within local organisations and supported by community stakeholders.
8 'g 1. Navigators: provide face-to-face and/or telephone or IT-supported navigation without costs for clients.
31 =
@] L
O 8 g navigators, championing the intervention, networking, mapping resources in their community, and building
g ==l community partnerships.
E 3. Country Trainers supported by the International Training Group: provide training, coaching, mentoring to
z navigation coordinators and navigators, following a train-the trainer model.
‘}:’ All implementers are supported by standardized, translated and culturally adapted training and implementation material
- =B | Navigators operate:
é’é E 1. Every two weeks or as needed
523 2. In principle until death into bereavement
S3l] 3. Pro-active & responsive
) — =
() wﬂ Adaptable features of this program relate to its form, depend on the setting’s contextual factors, and do not impair the program’s
§ léj integrity. Examples in implementation and training material:
il - Laws and regulations concerning ACP, patient rights, or other.
% E - Boundaries of navgiator role (what they can and cannot do) in terms of care or support of clients.
g i | |- Provision of additional training (i.e. in dealing with death and dying) depending on competencies of navigators.
- Safety protocols and reporting or documenting requirements within a setting

Figure 2. Overview of the identified core and adaptable features of the original Nav-CARE© program, based on the original
program theory and guided by the TIDieR checklist. Created in stage 1 of the adaptation process for the EU NAVIGATE project.

intervention adapters to consider the why as well as the
what of an intervention.?®

When adapting a public health palliative care interven-
tion to diverse settings, we strongly recommend assessing
implementation context at several time points with both
local and international adaptation teams. Firstly, as these
interventions are implemented in dynamic real-life set-
tings and bound to a particular health care system with
unique complexities and sensitivities (i.e. socio-economic
and political challenges such as a fragmented healthcare
system, socio-cultural challenges such as sensitivities
regarding palliative care, etc.), a better intervention-con-
text fit increases the likelihood of sustainable effects, sim-
ilar to the original intervention.? The assessments in our
adaptation process encouraged local adaptation teams to
consider contextual similarities and differences between
original and target setting that could influence implemen-
tation, delivery, outcomes, and sustainability.32 For
instance, identifying specific gaps in the target setting and
profiling the program to other local stakeholders were key
considerations. Secondly, as this intervention was adapted
across multiple settings and countries, local adaptation

teams for each site, and an International Adaptation
Oversight Group played vital roles in maintaining the bal-
ance between intervention integrity and localization dur-
ing the adaptation process, which is consistent with
findings from other studies adapting interventions across
diverse (international) settings.’®> In Poland, Portugal,
Ireland, and Italy, implementation sites chose to remove
sections on Medical Assistance in Dying (MAID) and
Advance Care Planning (ACP) from the volunteer manual,
as some of these topics are either inapplicable, unknown,
or illegal in some countries. The International Adaptation
Oversight Group identified key concepts and rationales
within these topics that are important for volunteers in
palliative care to understand. The Local Adaptation Teams
then adapted the content to align with local regulations
and context, using this list as a guide.

Keeping an overview of all setting-specific contextual
adaptations was time- and resource-intensive, but use-
ful in further stages of implementation and evaluation,
such as the interpretation of outcomes (i.e. informa-
tional/social support) in a certain context or the differ-
ences between settings. When interventions are not
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effective, “context” is often cited as a potential
reason,284142 though this is not systematically assessed,
examined, or reported upon beforehand—only after-
wards in the process evaluation.

Strengths and limitations

Our international, multi-setting, multi-method, and multi-
stakeholder systematic approach provided diverse and
nuanced perspectives on the adaptation process, offering
insights beyond the ADAPT guidance. However, modifica-
tions to stages, methods, and frameworks may be neces-
sary for other public health palliative care interventions,
considering variations in settings, contexts, and adapta-
tion needs.*® This article seeks to contribute to the sys-
tematic adaptation of such interventions, aiming to
enhance their adoption, implementation, effectiveness,
and sustainability.**

One limitation of our adaptation process was the lim-
ited direct involvement of the target population, such as
patients and families. Although we aimed to engage these
groups, logistical challenges, cultural sensitivities, and
varying capacities of the Local Adaptation Teams impeded
their participation across sites. Instead, we relied on Local
Adaptation Teams’ members, including professionals with
lived experiences, to provide indirect insights into the per-
spectives of the target population. While this approach
ensured some consideration of their needs, we acknowl-
edge that this is not a substitute for direct participation.

Although we will conduct an elaborate evaluation as
part of the EU NAVIGATE project3’ and this adapted inter-
vention “borrows strength” from the evidence base of the
original intervention,* one main limitation of this study is
the relatively limited feasibility testing of the adapted
interventions. Consistent with findings from similar adap-
tation research,?® we found a lack of guidance on evi-
dence-informed strategies for re-evaluating adapted
interventions. Additionally, assessing the specific impact
of adaptations and determining how to address them
prior to implementation during data analysis posed sig-
nificant challenges, despite utilizing multiple frameworks.
More examples in the literature, illustrating re-evaluation
of the adapted interventions, would aid greatly.

Recommendations for future research

Future adaptation research of public health palliative
care interventions should explore systematic adaptation
as an implementation strategy!3 and assess its impact on
both implementation and effectiveness outcomes.41>
Given the unique complexities in concept, scale, and set-
ting of these interventions,® systematic adaptation can
be a valuable technique to enhance adoption, implemen-
tation, effectiveness, and sustainability.#¢ Rather than

being viewed as an option during implementation, adap-
tation could be integrated as an implementation strategy
in implementation frameworks such as RE-AIM.%
Additionally, the impact of adaptation on implementa-
tion and effectiveness outcomes is rarely systemically
assessed. Evaluation frameworks such as RAINBOW*3
should incorporate adaptation and provide relevant anal-
ysis methods, such as contribution analysis,* to evaluate
this impact.1415

Future research should prioritize strategies for directly
engaging patients and families in adaptation processes to
ensure their needs and preferences are effectively under-
stood and incorporated. This may include developing tai-
lored approaches to address logistical challenges,
fostering cultural sensitivity, and enhancing the capacity
of adaptation teams to facilitate meaningful and inclusive
participation.

Conclusion

The systematic adaptation process of the Nav-CARE®© pro-
gram across six countries within the EU NAVIGATE project
was guided by the new ADAPT guidance, proving flexible
and useful despite challenges such as identifying core com-
ponents and managing adaptation across diverse countries.
In addition, engagement of original developers facilitates
deeper insights into program theory and mechanisms.
Involvement of local adaptation teams and an International
Adaptation Oversight Group was crucial for maintaining
integrity while allowing for localization. Overall, this study
offers valuable insights into the systematic adaptation of
public health palliative care interventions, potentially
enhancing their adoption, implementation, and effective-
ness across diverse settings.
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