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Abstract
Background
Policymaking is quickly gaining focus in the field of implementation science as a potential opportunity for aligning cross-sector systems and introducing incentives to promote population health, including substance use disorders (SUD) and their prevention in adolescents. Policymakers are seen as holding the necessary levers for realigning service infrastructure to more rapidly and effectively address adolescent behavioral health across the continuum of need (prevention through crisis care, mental health, and SUD) and in multiple locations (schools, primary care, community settings). The difficulty of aligning policy intent, policy design, and successful policy implementation is a well-known challenge in the broader public policy and public administration literature that also affects local behavioral health policymaking. This study will examine a blended approach of coproduction and codesign (i.e., Policy Codesign), iteratively developed over multiple years to address problems in policy formation that often lead to poor implementation outcomes. The current study evaluates this scalable approach using reproducible measures to grow the knowledge base in this field of study.

Methods
This is a single-arm, longitudinal, staggered implementation study to examine the acceptability and short-term impacts of Policy Codesign in resolving critical challenges in behavioral health policy formation. The aims are to (1) examine the acceptability, feasibility, and reach of Policy Codesign within two geographically distinct counties in Washington state, USA; (2) examine the impact of Policy Codesign on multisector policy development within these counties using social network analysis; and (3) assess the perceived replicability of Policy Codesign among leaders and other staff of policy-oriented state behavioral health intermediary organizations across the USA.

Discussion
This study will assess the feasibility of a specific approach to collaborative policy development, Policy Codesign, in two diverse regions. Results will inform a subsequent multi-state study measuring the impact and effectiveness of this approach for achieving multi-sector and evidence informed policy development in adolescent SUD prevention and treatment.
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Contributions to the literature

	This study will illuminate the feasibility of blending community-engaged and evidence-informed approaches to behavioral health policymaking.

	This study will assess the impact of adapting policymaking processes to align with the cultural and economic diversity of different regions.

	Findings from this study will advance efforts to define the appropriate measures for assessing successful evidence-informed policymaking.





Introduction
Serious adolescent substance use disorder (SUD) continues to affect over one million adolescents and young adults a year in the USA and disproportionately impacts individuals living with co-occurring serious mental health needs and poverty [1]. In the era of fentanyl and other synthetic opioids, consequences of use are growing more dire and include increased emergency room visits, hospitalizations, and fatal or near fatal overdoses [2–6]. These consequences disproportionately affect youth of color, particularly American Indian/Alaskan Native and Latinx Adolescents [2].
Policymaking is quickly gaining focus in the field of implementation science as a potential opportunity for aligning cross-sector systems and introducing incentives to promote population health, including SUD and its prevention in adolescents [7, 8]. Policymakers are seen as holding the necessary levers for realigning service infrastructure to address adolescent behavioral health more rapidly and effectively across the continuum of need (prevention through crisis care) and in multiple locations (schools, primary care, community settings) [9].
Local public policy tools include multiple options for addressing adolescent substance misuse through outer system context “big P” policies that leverage tax, regulation and other legal avenues, and inner organizational context “small p” policies that focus on organizational, coalition, and community-based initiatives [10–13]. Although there is great potential for policy to be leveraged to improve population health, studies of behavioral health policy implementation suggest that policy design will have to anticipate and overcome barriers such as low political motivation [14], limited human and financial resources [15–17], limited intersectoral collaboration [7], and suboptimal use of research evidence [14, 18–20].
Policy and implementation science
The difficulty of aligning policy intent, policy design, and successful policy implementation is a well-known challenge in the broader public policy and public administration literatures that also affects local behavioral health policymaking [17, 21]. While policy studies are beginning to identify promising strategies for overcoming barriers to policymakers’ engagement with research evidence [13, 22–24], the field lacks an empirically supported approach to behavioral health policy design that anticipates barriers to policy implementation. An effective approach to local behavioral health policy design for adolescent SUD would need to demonstrate improvements across domains such as (a) multisector collaboration; (b) use of research evidence; (c) political will to address adolescent SUD; and (d) identification and commitment to use existing resources (e.g., financial and human) to support policy implementation.
Multiple scholarly areas (e.g., policy science, public administration research, health policy research) are exploring how to improve policy design to support successful downstream implementation [25, 26]. Two scholarly areas are particularly influential in the methods informing this study: Coproduction and codesign. Coproduction is a public policy concept used to describe processes aimed at improving alignment between citizen and government service delivery sectors through participatory processes [27–29]. As a conceptual model, coproduction views policy formation as a critical opportunity/window to proactively address potential policy implementation problems. Coproduction uses strategies to increase shared ownership of a policy’s design among policymakers and multisector coalitions of service delivery providers, non-government organizations, and service users/residents.
Codesign, as articulated in the field of design and design-thinking [30], as defined by Sanders and Stappers, is “the creativity of designers and people not trained in design working together in the design development process” (pg. 2). The field of codesign provides methods of information sharing and sense-making not as clearly structured or articulated in coproduction and, as a result, lends itself more readily to replication and testing. Codesign methods also typically follow a time-bound, linear process with nonlinear activities within phases that move codesigners from high uncertainty about how to solve a problem to more agreement among participants over time. This linear-nonlinear, time-bound approach is well-suited for policy formation which often occurs in policymaking windows (e.g., in anticipation of a legislative session) while allowing for new perspectives and new information to shift the direction of inquiry and planning as part of the process (Fig. 1).[image: ]
Fig. 1Taken from Sanders EB-N, Stappers PJ. Co-creation and the new landscapes of design. Codesign [Internet] 2008; 4(1):5–18. Available from: http://​dx.​doi.​org/​10.​1080/​1571088070187506​8


The integration of codesign within coproduction is an emerging method in implementation science [31], with qualitative and case study research suggesting that it improves policy implementation across varying areas of health [32–34]. However, the field lacks quantitative analysis of the impacts of codesign and coproduction efforts on behavioral health policy design. A mixed methods evaluation can advance the field’s understanding of this integrated approach to improve behavioral health policymaking.

The EPIS framework
The Exploration, Preparation, Implementation, and Sustainment (EPIS) framework is increasingly used to understand policy implementation failures in behavioral health [35, 36]. A recent study [35] of four states’ experiences with implementing a complex evidence-based practice found that policy adoption (e.g., policymaker-mandated use) was insufficient for ensuring fidelity to the intervention despite sufficient funding for training and program reimbursement and the use of 29 different implementation strategies. A critical implementation barrier for these states was the mismatch in “mindset” between service providers and the required evidence-based practice - that is, providers did not have the requisite attitudes and preparation needed for uptake of the new practices. This led to poor fit between the requirements of the policy and local context including the perceived fit of the intervention by providers. To overcome this challenge, the study authors recommended paying more attention to “pre-implementation” strategies, of which policy codesign is one example. EPIS is useful to understand relationships between legislative policies (outer context “big P” policies), downstream health insurer benefit design (outer context “little p” policies) and their effects on patient access to care in the inner context of healthcare organizations (inner context “little p” policies [37]. EPIS also identifies the importance of “bridging factors” that represent bi-directional influences of inner context people and organizations (e.g., advocacy) with outer context people and entities engaged in the development and enactment of policies [38, 39].
Stronger pre-implementation planning is expected to avoid these implementation failures and facilitate implementation success by (1) aligning outer context policy with service sector preparation and (2) aligning capacity and inner context services to meet community needs, and (3) being driven by research evidence [40]. Integrating coproduction with the EPIS implementation framework as a guiding theory provides an evaluative framework for determining whether policy solutions are likely to achieve successful, downstream implementation and long-term public health improvement.

Current study
This study examines Policy Codesign, a blended approach of coproduction and codesign that was iteratively developed over multiple years to address problems in policy formation related to poor implementation outcomes [41, 42]. Two published studies found that early versions of this approach were successful in achieving cross-sector policy changes in little and big “P” policies, respectively [41, 42]. In the first study, a policy codesign process resulted in a cross-sector memorandum of understanding and implemented a program for adult jail-based medications for opioid use disorder and reentry support services within eight months of beginning the design intervention [42]. A second study demonstrated the acceptability and feasibility of community policy ranking sessions as a strategy for engaging democratic participation in selecting evidence-informed policy strategies [41]. A recent scoping review of policy codesign, published in Implementation Science, identifies this as a growing area of interest in health services research, political science, and design research fields [31]. However, research in this area is dominated by case studies, making the assessment of different approaches difficult.
The current study evaluates a scalable approach using reproducible measures in an effort to grow the knowledge base in this field of study. Given the accelerating pace of severe adolescent SUD consequences (e.g., overdose rates), the potential impact of successful multisector collaboration on evidence-informed behavioral health policymaking [7], and increasing interest in policy-focused implementation science [38, 43–47], the current study will make a timely contribution to advance policy-focused implementation science as well as local government approaches to preventing adolescent substance misuse.


Methods
Using a single-arm, longitudinal with staggered implementation design, the aims of the current study are to (1) examine the acceptability and feasibility of Policy Codesign in resolving critical challenges in behavioral health policy formation within two geographically distinct counties in Washington state, USA; (2) examine the impact of Policy Codesign on multisector policy development within these counties; and (3) assess the perceived replicability of Policy Codesign among leaders and other staff of policy-oriented state behavioral health intermediary organizations.
Study sites
The two study counties are different in geography, economics, and population density, and were selected to demonstrate proof of concept for Policy Codesign as an implementation strategy in diverse settings. King County is primarily urban, with a densely populated core (2.3 million residents in 2020). Okanogan County is rural and has a low population density (42,000 residents in 2020). King County is more racially and ethnically diverse than Okanogan County. Both counties have approved a 0.1% sales tax increase to raise funds for behavioral health services.

Participants
Eligible study participants will be drawn from three levels of involvement in the Policy Codesign process: (a) core codesign team members, (b) advisory team groups, and (c) community sounding board. Policy Codesign core design members include individuals who participate in Policy Codesign sessions and directly contribute to the development of adolescent treatment planning. Core codesign team members will represent three vertical sectors: citizen/consumer, service delivery, and policy, with horizontal layers added to ensure the inclusion of all relevant actors in adolescent SUD services for each county. For example, a horizontal layer at the service delivery could be expanded to include schools, primary care, and housing. Advisory team groups will typically be 15 or more members of multi-sector partners that will meet regularly to assess acceptability and feasibility of emerging ideas and policy recommendations. Community sounding board members will be the largest sample of participants, with a target representation of 2% of the community affected by policy recommendations (i.e., households with children under 18 years) and >5% of adolescent SUD treatment and prevention service providers in each site. The community sounding board will be recruited through paid and targeted social media campaigns, project amplifying organizations, and focused requests through service provider listservs. The denominators for community and provider population will come from census data and the Washington state Department of Health, respectively [48].

Recruitment
Participants for the codesign and advisory team groups will be identified from already committed county partners in each site. Participation in Policy Codesign activities will not be contingent on participating in research activities.
Purposeful selection
Using an approach informed by purposeful sampling [49], the county project team (i.e., research team and committed partners) will individually develop an initial list of potential partners within sector that represent three vertical levels (local government and policymakers, service sectors, community) and horizontal representation within levels across sectors relevant to adolescent SUD (public health, human services, education, advocacy, community coalitions); see Fig. 2.[image: ]
Fig. 2Purposeful selection



Informational meeting
All members from the core and advisory Policy Codesign teams will be invited to an informational meeting about study research procedures prior to the start of the Policy Codesign intervention in their county. Individuals who do not attend will be emailed a link to a recording of the meeting and will have access to written resources describing research procedures.

Community sounding board
Community sounding board members will be recruited through paid social media, listservs, and membership lists managed by the codesign and advisory team organizational partners (project amplifiers) and are expected to include, for example, consumer advocacy groups, neighborhood associations, faith-based organizations, school to family communications, and adolescent SUD professional associations and individual invitations. All residents of the county sites will be eligible to join the sounding board. Individuals will be asked to share their zip code and neighborhood name before they are added to the sounding board. A standard message will be sent through these communications forums with a description of the initiative and an invitation to respond to a contact form if interested in being part of the community sounding board. Interested individuals will be contacted by the project team through an online community forum platform where they will be able to access project resources as well as receive push notifications through email. Participants will be entered into a lottery as an incentive for participation.


Data collection
Aim 1: examine the acceptability and feasibility of Policy Codesign to develop adolescent SUD services in two diverse counties
The acceptability and feasibility of the Policy Codesign process will be assessed via attendance, surveys, focus groups, and individual interviews (see Table 1).
Table 1Data collection plan


	 	Measure
	Participant sample
	Start
	6 m
	12 m

	Acceptability

	 Attendance
	% attendance
% completing out-of-session activities
	Codesign and advisory members
	Ongoing
	Ongoing
	 
	 Satisfaction
	Partnership synergy [31]
	Codesign and advisory members
	 	X
	X

	Feasibility

	 Reach
	% engagement/per capita
	 	 	ongoing
	 
	 Perceived policy implementability
	Policy concern [32]
	Codesign and advisory members
	 	X
	X

	Multisector collaboration
	 	Community sounding board
	 	 	 
	 Sector cohesion, growth, and bridging
	Social network analysis
	Codesign and advisory members
	 	Monthly
	X

	Perceived replicability
	Focus group protocol
	Policy intermediaries
	 	 	X




One of the two acceptability outcomes will be attendance, defined by three metrics: (a) > 50% agreement to participate in Policy Codesign core and advisory roles following an invitation; (b) representation on the codesign and advisory teams reflecting policy, service and community sectors, at least 1–2 per sector on the core design team and 3–5 per sector on the advisory teams; and (c) active participation defined as participants attending > 70% of Policy Codesign scheduled meetings and 70% of participants engaging in self-guided, outside-of-meeting activities. The second acceptability outcome will be satisfaction assessed via surveys with core codesign and advisory teams, which will include the 7-item Partnership Synergy scale [50], at 6 and 12 months post-implementation.
The first feasibility outcome will be reached, defined as the proportion of county residents who provide input during the Policy Codesign process within household types stratified by race/ethnicity, household income, and professional sector. The second feasibility outcome will be perceived implementability as measured by the Policy Concern subscale [51], which will be included in 6- and 12-month surveys.
At 12 months following the start of Policy Codesign in each county, focus groups will be conducted with codesign core team members and advisory group members by study staff not participating in the Policy Codesign to encourage the sense of safety among members to speak freely about the process. The focus group protocols will draw from the measures used to assess satisfaction, partnership, collaboration, the resulting policy strategy, and likelihood of policy implementation. After focus groups, a subset of participants also will be invited to complete individual interviews. Individual interviews will aim to increase the richness of qualitative data regarding dissonance (divergent perspectives) or to gain a greater depth of understanding of common views expressed by focus group members that suggest Policy Codesign has problems with acceptability or policy feasibility. Accordingly, invitations for individual interviews will prioritize those who did not attend a focus groups, who had poor engagement during Policy Codesign (or refused an invitation to participate), and those who, in focus groups, offered useful insights into how Policy Codesign could be improved (or who found it unacceptable). Approximately 10–20 individual interviews will be completed across both sites until thematic saturation is reached.

Aim 2: examine the impact of Policy Codesign on multisector collaboration
Social network analysis (SNA) will be used to observe changes in multisector collaboration during and following Policy Codesign. SNA analysis will be informed by Valente et al.’s [52] recommendations for using SNA in implementation science research and will focus on changes in network size, cohesion, and bridging/brokering activities related to the developed adolescent SUD policy [52].
For the current study, SNA will examine the collaboration among multisector partners engaged in the Policy Codesign process who are part of either the codesign or advisory team. An online survey will be distributed via Qualtrics to Policy Codesign partners and stakeholders. Key quantitative metrics will be the number of nodes (Policy Codesign participants as well as individuals/organizations identified as key stakeholders for adolescent SUD policy); measures of centrality (the number of inter-connections within the network), including degree centrality (individuals/organizations with the greatest influence in the network) and betweenness (individuals/organizations who are bridges between nodes and control flow of information); and measures of cohesion, including reciprocity (formation of mutual relationships) and transitivity (formation of closely clustered relationships).

Aim 3: assess the perceived replicability of Policy Codesign with national adolescent SUD intermediary organizations
A qualitative analysis will be conducted on the perceived replicability of Policy Codesign among behavioral health policy intermediaries working with state and local behavioral health systems across the USA. In this aim, we will measure the perceived replicability of the Policy Codesign process by conducting a walkthrough of the process, providing the intermediary representatives with written, video, and physical artifacts. We will initially send the leaders a project package illustrating the Policy Codesign process, including an overview document outlining the phases and activities and specific examples from each county in story-telling form. This will be supplemented with extracted video recordings of specific activities, pictures of design “artifacts,” and extracts of participant feedback from completed focus groups in written and video form.
We then will hold a focus group organized to elicit feedback on each phase of Policy Codesign. The guide will be informed by the EPIS framework regarding the perceived usability and impact of Policy Codesign as an intermediary intervention that bridges between policy, service sectors, and community (outer setting and inner setting factors) [35].


Data analysis
Aim 1
As the primary aim of the study, analyses are powered with a sample sizeable enough to detect whether the obtained metrics of acceptability and feasibility in this study meet or exceed reasonable standards in the field using noninferiority tests of single proportions. Using sample sizes produced from simulation studies and published by Güllü and Tekindal [53], n = 294 is needed to detect an odds ratio difference of at least 0.75. With this sample size, this inferential test can be used to assess perceived policy feasibility and reach (multisector engagement) among the codesign, advisory, and broader community teams (n = 400). Measures of acceptability (attendance, satisfaction) among the codesign and advisory teams will be examined as descriptive statistics.
Qualitative (qual) data will be coded using a deductive approach (concurrent, QUANT-qual) and use the six-step triangulation method [54, 55] outlined by Farmer et al. [56] to (a) sort data, (b) code convergence, (c) assess convergence, (d) compare completeness, (e) use researcher comparison, and (f) obtain feedback from the project team and community sites. The primary hypothesis for Aim 1 is that Policy Codesign is an acceptable method that produces feasible adolescent SUD policies, and our analyses aim to identify whether the approach has conceptual or implementation problems that would make replication and testing infeasible.

Aim 2
Data will be downloaded from Qualtrics at baseline (T1) 6 months (T2) and 12 months (T3) and analyzed using R package “igraph” (version 1.2.6). The network structure from the initial survey (T1) will provide a baseline for analyzing change at the subsequent timepoint. We expect to see steady increases in network size, connectivity (bridging/brokering activities), and cohesion over the 12 months following the start of the Policy Codesign intervention in both counties. Non-independent inferential analyses and paired t-tests will be used to test for changes in these descriptive statistics from baseline to 6 months, and 6 months to 12 months.
We also will use qualitative data to assess stakeholder perceptions of resources necessary for the policy initiative and explore processes of knowledge exchange and integration over time. We will use ATLAS.ti, a computer-assisted qualitative data analysis software, to label participant responses and facilitate the identification of themes. A team of two coders will review textual data and ATLAS.ti labels to distill the labels into overarching themes. This process will be repeated at T1, T2, and T3. We will then engage a side-by-side comparison of themes from T1, T2, and T3 in order to identify points of convergence and divergence over time [57].

Integration of findings
Farmer et al.’s [56] triangulation protocol was developed to assess contextual factors affecting health promotion implementation in regional governments with multisector informants and fits well with our aim to capture multiple views about the acceptability and perceived short-term impact of policy codesign. All interviews will be digitally recorded, transcribed, and checked for accuracy by interviewers [58–60]. All interview transcripts and interviewer/moderator notes summarizing interview experience will be entered into ATLAS.ti. A data accounting and backup system will be instituted to keep track of, and facilitate access to, all electronic and hard-copy data. To ensure scientific rigor and credibility of findings, all interviews will be reviewed by two or more members of the research team. When possible, study results will be presented to study participants, enabling them to comment on results and suggest modifications or additional avenues of investigation. Disagreements in the assignment or description of codes will be resolved through discussion among investigators and enhanced definition of codes.

Aim 3
We will assess Policy Codesign usability by capturing leaders’ views on its relative advantage to other multisector collaboration methods, ease of use, training or support needed prior to implementing components, and motivation to use it as a strategy. We will record and transcribe focus group(s) and import into ATLAS.ti for analysis. We will use content coding [61] within a deductive framework to identify divergent and convergent themes relative to leaders’ perceptions of usability and impact. This will be done by coding responses first for positive or negative perceptions within usability and impact constructs. We then will use open coding to identify themes in the explanations provided for differing views. Two investigators will develop a codebook after separately coding and then comparing responses for 1/5th of the transcripts. They then will train project research staff to code the interviews until coding reaches 100% agreement after which research staff will code independently. The lead investigators then will review the final, coded transcript to confirm coding accuracy.



Discussion
This study will address a number of knowledge gaps in the field of policy-focused implementation science, and broader literatures on policy codesign and policymaking. First, the approach draws from theories of public policy and design thinking to anticipate downstream policy implementation problems in the policy formation stage. Existing research on methods to increase the uptake of SUD research evidence in policy focuses heavily on communication strategies (e.g., policy briefs, brokered conversations, forums, and training) [13, 62, 63] and resulting use of research evidence in policy formation. However, the field currently lacks information about methods of policy formation that also advance successful policy implementation.
This study also will be important in that it examines an approach of considerable interest to real-world policy and system professionals, and to behavioral health policy and health design intermediary organizations in and outside of Washington State. The interest is due, in part, to the potential of Policy Codesign to reconcile the demands on the government to model democratic and participatory governance processes while also stewarding the responsible use of public funds. The rapid proliferation of codesign strategies in nonprofit and government sectors is evidence of the need to systematically study efforts to codesign public policies in behavioral health [31]. This study will engage in a systematic study of some of the claims made by codesign practitioners, including ourselves, to inform the wider field about participatory approaches to policymaking in behavioral health [31, 42].
Finally, this study examines the use of creative approaches to translate the research evidence base as a strategy for making this information source more responsive to complex policy contexts. The study will add to the implementation science literature by building on prior work applying the EPIS framework to policy and identifying processes, determinants, and mechanisms likely to impact policy implementation [38]. Rapid evidence synthesis is gaining traction in the scholarly literature as a method to more quickly inform policymakers about research trends and scientific consensus, and is built into the Policy Codesign process [64]. This study adds to this literature by testing design-informed methods of rapid evidence communication [65]. The study will also provide preliminary evidence of acceptability and the perceived feasibility of adopting these translational strategies among well-established behavioral health policy and health design organizations. Overall, results have the potential to impact multiple fields including policy and implementation science, adolescent behavioral health and SUD treatment and prevention, and the treatment/prevention of many other public health problems affecting persons of all ages in the USA.

Acknowledgements
We are grateful to Marguerite Fenwood Hughes, Joane Gonzalez, and Mariam Haris for their assistance in preparing this manuscript.

Authors’ contributions
SCW oversaw the paper and contributed to writing, KRA contributed to writing, MDO contributed to writing, MP contributed to writing, JL reviewed and edited, CA contributed to writing, JP reviewed and edited, LS reviewed and edited, LAP contributed to writing, GAA reviewed and edited, and AH reviewed and edited.

Funding
This work was supported by the National Institute on Drug Abuse (R34DA058806).

Availability of data and materials
Not applicable.

Declarations
Ethics approval and consent to participate
This study was approved by the University of Washington Institutional Review Board (IRB ID: STUDY00018090) on June 7, 2023, with modifications approved on August 14, 2023.

Consent for publication
The authors have all consented to the publication of this paper.

Competing interests
Dr. Purtle is an Associate Editor at Implementation Science and had no role in the review process. Dr. Aarons is a co-editor in chief at Implementation Science and is on the editorial board of Implementation Science Communications. All decisions on this paper were made by another editor. The other authors declare that they have no other competing interests.


References
	1.
Substance Abuse and Mental Health Services Administration (SAMHSA). Key substance use and mental health indicators in the United States: Results from the 2019 National Survey on Drug Use and Health. Rockville, MD: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration; 2020. Contract No.: HHS Publication No. PEP20-07-01-001.


	2.
Friedman J, Godvin M, Shover CL, Gone JP, Hansen H, Schriger DL. Trends in drug overdose deaths among US adolescents, January 2010 to June 2021. JAMA. 2022;327(14):1398–400.PubMedPubMedCentral


	3.
Tanz LJ, Dinwiddie AT, Mattson CL, O’Donnell J, Davis NL. Drug Overdose Deaths Among Persons Aged 10–19 Years — United States, July 2019–December 2021. Center for Disease Control and Prevention; 2022.


	4.
Hermans SP, Samiec J, Golec A, Trimble C, Teater J, Hall OT. Years of life lost to unintentional drug overdose rapidly rising in the adolescent population, 2016–2020. J Adolesc Health. 2023;72(3):397–403.PubMed


	5.
Cano M, Timmons P, Hooten M, Sweeney K, Oh S. A scoping review of law enforcement drug seizures and overdose mortality in the United States. Int J Drug Policy. 2024;124:104321.PubMed


	6.
Cano M, Mendoza N, Ignacio M, Rahman A, Daniulaityte R. Overdose deaths involving synthetic opioids: Racial/ethnic and educational disparities in the eastern and western US. Drug Alcohol Depend. 2023;251:110955.PubMed


	7.
Purtle J, Nelson KL, Lengnick-Hall R, Horwitz SMC, Palinkas LA, McKay MM, et al. Inter-agency collaboration is associated with increased frequency of research use in children’s mental health policy making. Health Serv Res. 2022;57(4):842–52.PubMedPubMedCentral


	8.
Dopp AR, Hunter SB, Godley MD, Pham C, Han B, Smart R, et al. Comparing two federal financing strategies on penetration and sustainment of the adolescent community reinforcement approach for substance use disorders: protocol for a mixed-method study. Implement Sci Commun. 2022;3(1):51.PubMedPubMedCentral


	9.
Awenva AD, Read UM, Ofori-Attah AL, Doku VC, Akpalu B, Osei AO, et al. From mental health policy development in Ghana to implementation: what are the barriers? Afr J Psychiatry (Johannesbg). 2010;13(3):184–91.PubMed


	10.
National Academies of Sciences E, and Medicine. Fostering Healthy Mental, Emotional, and Behavioral Development in Children and Youth: A National Agenda. Washington, DC: The National Academies Press; 2019.


	11.
Raghavan R, Bright CL, Shadoin AL. Toward a policy ecology of implementation of evidence-based practices in public mental health settings. Implement Sci. 2008;3(1):26.PubMedPubMedCentral


	12.
McDavitt B, Bogart LM, Mutchler MG, Wagner GJ, Green HD, Lawrence SJ, et al. Dissemination as dialogue: building trust and sharing research findings through community engagement. Prev Chronic Dis. 2016;13:E38.PubMedPubMedCentral


	13.
Purtle J, Nelson KL, Bruns EJ, Hoagwood KE. Dissemination Strategies to Accelerate the Policy Impact of Children's Mental Health Services Research. Psychiatr Serv. 2020;OnlineFirst.


	14.
Purtle J, Nelson KL, Henson RM, Horwitz SM, McKay MM, Hoagwood KE. Policy makers’ priorities for addressing youth substance use and factors that influence priorities. Psychiatr Serv. 2022;73(4):388–95.PubMed


	15.
Rohrbach LA, Grana R, Sussman S, Valente TW. Type II translation: transporting prevention interventions from research to real-world settings. Eval Health Prof. 2006;29(3):302–33.PubMed


	16.
Gottfredson D, Kumpfer K, Polizzi-Fox D, Wilson D, Puryear V, Beatty P, et al. The Strengthening Washington D.C. Families project: a randomized effectiveness trial of family-based prevention. Prev Sci. 2006;7(1):57–74.PubMed


	17.
Hallfors D, Godette D. Will the “principles of effectiveness” improve prevention practice? Early findings from a diffusion study. Health Educ Res. 2002;17(4):461–70.PubMed


	18.
Gottfredson DC, Gottfredson GD. Quality of school-based prevention programs: Results from a national survey. J Res Crime Delinq. 2002;39(1):3–35.


	19.
Crosse S, Williams B, Hagen CA, Harmon M, Ristow L, DiGaetano R, et al. Prevalence and Implementation Fidelity of Research-Based Prevention Programs in Public Schools: Final Report. Washington, D.C.: U.S. Department of Education Office of Planning, Evaluation and Policy Development Policy and Program Studies Service; 2011. p. 150.


	20.
Purtle J, Nelson KL, Horwitz SMC, McKay MM, Hoagwood KE. Determinants of using children’s mental health research in policymaking: variation by type of research use and phase of policy process. Implement Sci. 2021;16(1):13.PubMedPubMedCentral


	21.
Hoagwood KE, Purtle J, Spandorfer J, Peth-Pierce R, Horwitz SM. Aligning dissemination and implementation science with health policies to improve children’s mental health. Am Psychol. 2020;75(8):1130–45.PubMedPubMedCentral


	22.
Crowley DM, Scott JT, Long EC, Green L, Israel A, Supplee L, et al. Lawmakers' use of scientific evidence can be improved. Proc Natl Acad Sci U S A. 2021;118(9).


	23.
Scott JT, Collier KM, Pugel J, O’Neill P, Long EC, Fernandes MA, et al. SciComm Optimizer for Policy Engagement: a randomized controlled trial of the SCOPE model on state legislators’ research use in public discourse. Implement Sci. 2023;18(1):12.PubMedPubMedCentral


	24.
Purtle J, Nelson KL, Gebrekristos L, Lê-Scherban F, Gollust SE. Partisan differences in the effects of economic evidence and local data on legislator engagement with dissemination materials about behavioral health: a dissemination trial. Implement Sci. 2022;17(1):38.PubMedPubMedCentral


	25.
May PJ. Policy Design and Implementation. In: Pierre BGPJ, editor. Handbook of public administration: SAGE Publications Ltd; 2003. p. 223-33.


	26.
Chindarkar N, Howlett M, Ramesh M. Introduction to the Special Issue: “Conceptualizing Effective Social Policy Design: Design Spaces and Capacity Challenges”. Public Adm Dev. 2017;37(1):3-14.


	27.
McGann M, Wells T, Blomkamp E. Innovation labs and co-production in public problem solving. Public Manag Rev. 2021;23(2):297–316.


	28.
Ansell C, Gash A. Collaborative governance in theory and practice. J Public Adm Res Theory. 2008;18(4):543–71.


	29.
Booher DE. Collaborative governance practices and democracy. Natl Civic Rev. 2004;93(4):32–46.


	30.
Sanders EBN, Stappers PJ. Co-creation and the new landscapes of design. CoDesign. 2008;4(1):5–18.


	31.
Walker SC, Baquero B, Bekemeier B, Parnes M, Arora K. Strategies for enacting health policy codesign: a scoping review and direction for research. Implement Sci. 2023;18(1):44.PubMedPubMedCentral


	32.
Mukherjee TI, Zerbe A, Falcao J, Carey S, Iaccarino A, Kolada B, et al. Human-Centered Design for Public Health Innovation: Codesigning a Multicomponent Intervention to Support Youth Across the HIV Care Continuum in Mozambique. Glob Health Sci Pract. 2022;10(2).


	33.
Yadav UN, Lloyd J, Baral KP, Bhatta N, Mehta S, Harris MF. Using a co-design process to develop an integrated model of care for delivering self-management intervention to multi-morbid COPD people in rural Nepal. Health Res Policy Syst. 2021;19(1):17.PubMedPubMedCentral


	34.
Mooney R, Newbigging K, McCabe R, McCrone P, Halvorsrud K, Raghavan R, et al. Experience-based investigation and codesign of approaches to prevent and reduce Mental Health Act use (CO-PACT): a protocol. BMJ Open. 2022;12(2):e060086.PubMedPubMedCentral


	35.
Crable EL, Benintendi A, Jones DK, Walley AY, Hicks JM, Drainoni M-L. Translating Medicaid policy into practice: policy implementation strategies from three US states’ experiences enhancing substance use disorder treatment. Implement Sci. 2022;17(1):3.PubMedPubMedCentral


	36.
Economou MA, Kaiser BN, Yoeun SW, Crable EL, McMenamin SB. Applying the EPIS framework to policy-level considerations: Tobacco cessation policy implementation among California Medicaid managed care plans. Implement Res Pract. 2022;3:26334895221096290.PubMedPubMedCentral


	37.
Su HI, Kaiser BN, Crable EL, Ortega RF, Yoeun SW, Economou MA, et al. Implementation of state health insurance benefit mandates for cancer-related fertility preservation: following policy through a complex system. Implement Sci. 2024;19(1):14.PubMedPubMedCentral


	38.
Crable EL, Lengnick-Hall R, Stadnick NA, Moullin JC, Aarons GA. Where is “policy” in dissemination and implementation science? Recommendations to advance theories, models, and frameworks: EPIS as a case example. Implement Sci. 2022;17(1):80.PubMedPubMedCentral


	39.
Lengnick-Hall R, Stadnick NA, Dickson KS, Moullin JC, Aarons GA. Forms and functions of bridging factors: specifying the dynamic links between outer and inner contexts during implementation and sustainment. Implement Sci. 2021;16(1):34.PubMedPubMedCentral


	40.
Hendricks S, Conrad N, Douglas TS, Mutsvangwa T. A modified stakeholder participation assessment framework for design thinking in health innovation. Healthc (Amst). 2018;6(3):191–6.PubMed


	41.
Walker SC, White J, Rodriguez V, Turk E, Gubner N, Ngo S, et al. Cocreating evidence-informed health equity policy with community. Health Serv Res. 2022;57 Suppl 1(Suppl 1):137-48.


	42.
Owens MD, Ngo S, Grinnell S, Pearlman D, Bekemeier B, Walker SC. Co-producing evidence-informed criminal legal re-entry policy with the community: an application of policy codesign. Evid Policy. 2022;18(2):356–75.


	43.
Purtle J, Moucheraud C, Yang LH, Shelley D. Four very basic ways to think about policy in implementation science. Implement Sci Commun. 2023;4(1):111.PubMedPubMedCentral


	44.
Chriqui JF, Asada Y, Smith NR, Kroll-Desrosiers A, Lemon SC. Advancing the science of policy implementation: a call to action for the implementation science field. Transl Behav Med. 2023;13(11):820–5.PubMedPubMedCentral


	45.
Asada Y, Kroll-Desrosiers A, Chriqui JF, Curran GM, Emmons KM, Haire-Joshu D, et al. Applying hybrid effectiveness-implementation studies in equity-centered policy implementation science. Front Health Serv. 2023;3:1220629.PubMedPubMedCentral


	46.
Emmons KM, Chambers DA. Policy implementation science - an unexplored strategy to address social determinants of health. Ethn Dis. 2021;31(1):133–8.PubMedPubMedCentral


	47.
Cruden G, Crable EL, Lengnick-Hall R, Purtle J. Who’s, “in the room where it happens”? A taxonomy and five-step methodology for identifying and characterizing policy actors. Implement Sci Commun. 2023;4(1):113.PubMedPubMedCentral


	48.
Health WSDo. Washington State Health Assessment. 2018.


	49.
Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful sampling for qualitative data collection and analysis in mixed method implementation research. Adm Policy Ment Health. 2015;42(5):533–44.PubMedPubMedCentral


	50.
Coombe CM, Chandanabhumma PP, Bhardwaj P, Brush BL, Greene-Moton E, Jensen M, et al. A participatory, mixed methods approach to define and measure partnership synergy in long-standing equity-focused CBPR partnerships. Am J Commun Psychol. 2020;66(3–4):427–38.


	51.
McDonnell E, Probart C. School Wellness Policies: Employee Participation in the Development Process and Perceptions of the Policies. School Nutr Assoc. 2008;32(1).


	52.
Valente T, Palinkas L, Czaja S, Chu K-H, Brown C. Social Network Analysis for Program Implementation. PLoS One. 2015;10(6):e0131712.


	53.
Güllü Ö, Tekindal MA. Sample Size for Non-Inferiority Tests for One Proportion: A Simulation Study. J Mod Appl Stat Methods. 2018;17(1):eP2475.


	54.
Weiner BJ, Lewis CC, Stanick C, Powell BJ, Dorsey CN, Clary AS, et al. Psychometric assessment of three newly developed implementation outcome measures. Implement Sci. 2017;12(1):108.PubMedPubMedCentral


	55.
Schoonenboom J, Johnson RB. How to Construct a Mixed Methods Research Design. Kolner Z Soz Sozpsychol. 2017;69(Suppl 2):107–31.PubMedPubMedCentral


	56.
Farmer T, Robinson K, Elliott SJ, Eyles J. Developing and implementing a triangulation protocol for qualitative health research. Qual Health Res. 2006;16(3):377–94.PubMed


	57.
Aarons GA, Fettes DL, Hurlburt MS, Palinkas LA, Gunderson L, Willging CE, et al. Collaboration, negotiation, and coalescence for interagency-collaborative teams to scale-up evidence-based practice. J Clin Child Adolesc Psychol. 2014;43(6):915–28.PubMedPubMedCentral


	58.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77–101.


	59.
Miles MB, Huberman AM. Saldaña, J. Qualitative Data Analysis: A Methods Sourcebook. 4 ed: SAGE Publications; 2019.


	60.
Ritchie J, Spencer L, O’Connor W. Carrying out Qualitative Analysis. In: Ritchie J, Lewis J, editors. Qualitative Research Practice: A Guide for Social Science Students and Researchers. Thousand Oaks, CA: SAGE Publications Inc.; 2003. p. 219–62.


	61.
Hsieh H, Shannon S. Three approaches to qualitative content analysis. Qual Health Res. 2005;15(9):1277–88.


	62.
Crowley M, Scott JT, Fishbein D. Translating prevention research for evidence-based policymaking: results from the research-to-policy collaboration pilot. Prev Sci. 2018;19(2):260–70.PubMedPubMedCentral


	63.
Campbell D, Donald B, Moore G, Frew D. Evidence Check: knowledge brokering to commission research reviews for policy. Evid Policy. 2011;7(1):97–107.


	64.
Haby MM, Chapman E, Clark R, Barreto J, Reveiz L, Lavis JN. What are the best methodologies for rapid reviews of the research evidence for evidence-informed decision making in health policy and practice: a rapid review. Health Res Policy Syst. 2016;14(1):83.PubMedPubMedCentral


	65.
Wingood GM, DiClemente RJ. The ADAPT-ITT Model: A Novel Method of Adapting Evidence-Based HIV Interventions. Journal of acquired immune deficiency syndromes (1999). 2008;47 Suppl 1, The First National Scientific Meeting of the Social and Behavioral Science Research Network(Supplement 1):S40-S6.




Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Using policy codesign to achieve multi-sector alignment in adolescent behavioral health: a study protocol


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/images/43058_2024_583_Fig2_HTML.png
Codesign team

Values Mapping, Information Testi d
Policy Design =P Gatheringand =i Prototyping —> Refirlnr;%waer:wt
Question A Integration A

A A

Advisory team

Feedback on Feedback on policy
information “buckets” strategy

Community Sounding Board

Community sensing informs values Feedback on policy
and policy design question strategy






OEBPS/css/envelope.png





OEBPS/images/43058_2024_583_Fig1_HTML.png
co-designing





OEBPS/css/sidebar.gif





