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Background: The expedient translation of research findings into sus-
tainable intervention procedures is a longstanding health care system
priority. The Patient-Centered Outcomes Research Institute (PCORI) has
facilitated the development of “research done differently,” with a central
tenet that key stakeholders can be productively engaged throughout the
research process. Literature review revealed few examples of whether, as
originally posited, PCORI’s innovative stakeholder-driven approach could
catalyze the expedient translation of research results into practice.

Objectives: This narrative review traces the historical development
of an American College of Surgeons Committee on Trauma (ACS/
COT) policy guidance, facilitated by evidence supplied by the
PCORI-funded studies evaluating the delivery of patient-centered
care transitions. Key elements catalyzing the guidance are reviewed,
including the sustained engagement of ACS/COT policy stakeholders
who have the capacity to invoke system-level implementation strat-
egies, such as regulatory mandates linked to verification site visits.
Other key elements, including the encouragement of patient

stakeholder voice in policy decisions and the incorporation of end-of-
study policy summits in pragmatic comparative effectiveness trial
design, are discussed.

Conclusions: Informed by comparative effectiveness trials, ACS/
COT policy has expedited introduction of the patient-centered care
construct into US trauma care systems. A comparative health care
systems conceptual framework for transitional care which in-
corporates Research Lifecycle, pragmatic clinical trial and im-
plementation science models is articulated. When combined with
Rapid Assessment Procedure Informed Clinical Ethnography
(RAPICE), employed as a targeted implementation strategy, this
approach may accelerate the sustainable delivery of high-quality
patient-centered care transitions for US trauma care systems.
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Catalyzing the expedient translation of clinical trial findings
into health care system policy and practice has received

increasing attention over the past 2 decades.1–6 Multiple health
services research areas, including learning health care systems,
pragmatic clinical trials, and dissemination and implementation
fields, have emphasized the need to shorten the 17-year transla-
tional gap.1

The Patient-Centered Outcomes Research Institute
(PCORI) supports comparative effectiveness research with a
central tenet that key stakeholders, including patients, be
engaged in all aspects of the research process.4,7,8 PCORI
supported greater stakeholder involvement in research to
speed adoption of meaningful research findings, yet early
formulations of the PCORI mission acknowledged that this
tenet remained to be formally assessed.4,9 Due in part to this
unique stakeholder-driven approach, PCORI has a reputation
for “research done differently.”8,10,11 Few examples in the
literature exist, however, that articulate the processes by
which this stakeholder-driven approach has expedited trans-
lation of research results into practice in US health care
systems. As part of the Transitional Care Evidence to Action
Network (TC-E2AN) Medical Care Supplement, this article
examines how novel stakeholder-driven research within the
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Transitional Care Evidence to Action Network (TC-E2AN)
has directly impacted regulatory policy for the delivery of
patient-centered care within US trauma care systems.9

This narrative review works inductively from a PCORI
TC-E2AN case example that has evolved over the past decade,
tracing the steps that influenced the historical development of an
American College of Surgeons Committee on Trauma (ACS/
COT) guidance regarding the delivery of patient-centered transi-
tional care. The approach linking pragmatic comparative effec-
tiveness trials to end-of-study policy summits, while capitalizing
on the unique opportunities for trauma surgery policy stakeholder
engagement and incorporation of patient perspectives facilitated
by PCORI, is also outlined. A comparative health care systems
conceptual framework for transitional care which incorporates
Research Lifecycle, pragmatic clinical trial, and implementation
science models is articulated. When combined with Rapid As-
sessment Procedure Informed Clinical Ethnography (RAPICE),5

employed as a targeted implementation strategy, this approach
may accelerate the sustainable delivery of high quality patient-
centered care transitions for US trauma care systems.

BACKGROUND: PATIENTS TREATED WITHIN
UNITED STATES TRAUMA CARE SYSTEMS
Between 2013 and 2018, ~2.5 to 3.0 million Americans

annually were so severely injured that they required inpatient
hospital admission.12 Injured patients treated within US trauma care
systems are a vulnerable patient population with regard to recurrent
emergency department visits/hospitalizations and health disparities;
in addition, the evolving coronavirus disease 2019 (COVID-19)
pandemic has impacted injury survivors in ways that are just be-
ginning to be appreciated.13–16 For example, initial studies suggest
that the COVID-19 pandemic has further exacerbated the frag-
mentation of care transitions for vulnerable injured populations.15,16

THE AMERICAN COLLEGE OF SURGEONS
COMMITTEE ON TRAUMA REGULATION OF
UNITED STATES TRAUMA CARE SYSTEMS
The ACS/COT develops national policy requirements and

clinical best practice guidelines that inform the integrated oper-
ation of US trauma centers and affiliated trauma care systems.17,18

The ACS/COT has successfully linked trauma center designation
to verification site visits and other quality indicators.17,18 Through
this link to designation, the ACS/COT can mandate practice
improvements based on an evolving pragmatic comparative

effectiveness trial evidence base. This capacity to mandate and
verify practice improvements constitutes a health care system-
wide implementation strategy.5,17–20 Of note, the ACS/COT has
the capacity to produce guideline-level recommendations when
the evidence base does not warrant a regulatory mandate.5 Non-
mandate clinical guidance’s can encourage innovator/early
adopter centers to uptake novel practices, thus facilitating later
widespread adoption.5,21

Over the past 2 decades, the investigative team has
established a partnership with the ACS/COT whereby the
results of behavioral health pragmatic clinical trials can be
directly translated into policy requirements and best practice
guidelines.17–19,22 The historical development of this collab-
oration is outlined in Figure 1.

PRAGMATIC COMPARATIVE EFFECTIVENESS
TRIALS INFORMING THE AMERICAN COLLEGE OF
SURGEONS COMMITTEE ON TRAUMA ALCOHOL

AND POSTTRAUMATIC STRESS DISORDER
SCREENING AND INTERVENTION POLICY
In 2006, the ACS/COT delivered a policy mandate for

screening and intervention for alcohol-related disorders as a
requisite for level I trauma center verification (Fig. 1).17 This
constituted the first time that substance use/mental health screening
and intervention was addressed as a requirement in the resource
guide. Prior single-site comparative effectiveness clinical trials by
the study team provided evidence supporting the ACS/COT
alcohol mandate,23 first to establish17 and then refine alcohol
screening and brief intervention requirements.18 At a 2011 policy
summit, the study team advocated that the ACS/COT extend the
initial 2006 requirement for screening and intervention to all level I
and II trauma centers (Table 1), based in part on emerging multisite
comparative effectiveness trial results.24 This recommendation was
ultimately incorporated into the 2014 ACS/COT resource guide
(Fig. 1).18 Of note, patients did not substantially contribute to the
dialog regarding the alcohol screening and brief intervention
requirement, nor did PCORI trials contribute to the 2006 or 2014
ACS/COT alcohol policy requirements.

In addition to recommending universal alcohol screening
and brief intervention, the investigators presented results from ef-
fective NIH/NIMH-funded single-site posttraumatic stress disorder
(PTSD) intervention trials at the 2011 policy summit
(Table 1).25,26 Unlike alcohol screening and brief intervention,
the study team believed the evidence base did not support

2006 20202007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

2014 ACS/COT
Resources Guide
(Orange Book):

Universal alcohol screening &
brief intervention requirement

&
PTSD screening, intervention

& referral guideline

2nd TSOS
Policy Summit

ACS/COT Resources
Guide

Patient-Centered
Care Guidance

1st TSOS
Policy Summit

2006 ACS/COT
Resources Guide

(Green Book):
Initial alcohol screening &

brief intervention requirement

FIGURE 1. American College of Surgeons Committee on Trauma (ACS/COT) and Trauma Survivors Outcomes and Support (TSOS)
Policy Timeline. PTSD indicates posttraumatic stress disorder.
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requirement-level mandates for PTSD, but did suggest verbiage
for a PTSD screening, referral and intervention guidance at US
trauma centers. The ACS/COT incorporated this verbiage into
their 2014 resource guide as a best practice recommendation.18 A
current multisite comparative effectiveness trial aims to contribute
data to refine the current policy and potentially inform an ACS/
COT mandate for PTSD screening and/or intervention.22

A DECADE OF PATIENT-CENTERED CARE POLICY
DISCUSSIONS WITH THE AMERICAN COLLEGE

OF SURGEONS COMMITTEE ON TRAUMA
Building upon this established precedent of stakeholder en-

gagement in alcohol and PTSD screening and intervention, the
study team has participated in a decade-long dialog regarding pa-
tient-centered care policy in US trauma care systems. Patient voices
have been a strong presence in the process, with patient-stake-
holders transitioning to positions of increasing leadership.10

At the 2011 ACS/COT policy summit, the study team in-
cluded stakeholders to voice patient-centered policy perspectives
(Table 1). In contrast to the alcohol policy requirements and PTSD
best practice guidelines, no patient-centered care guidance
followed the 2011 ACS/COT policy summit. The study team
surmised that the lack of pragmatic comparative effectiveness trial
data impeded establishing patient-centered policy.

With the advent of PCORI, the study team developed a
3-year pragmatic comparative effectiveness trial targeting the
delivery of patient-centered care transitions. The initial
PCORI contract included funding for an end-of-study ACS/
COT policy summit, modeled after the 2011 summit but
predominantly focusing on patient-centered care delivery
across US trauma care systems.

The PCORI-funded comparative effectiveness trial
randomized 171 acutely injured trauma survivors with high
levels of emotional distress to a patient-centered care tran-
sition intervention versus enhanced usual care control
conditions.27 The patient-centered care transition intervention
successfully reduced the percentage of patients endorsing any
severe postinjury concerns. Although underpowered for as-
sessment of changes in utilization, the trial also detected
clinically significant reductions in emergency department
utilization among intervention patients.

During the first PCORI trial, the investigators joined the
developing PCORI TC-E2AN,9 which facilitated interactions
with other study teams conducting PCORI-funded care tran-
sition interventions. One such team from the Sheppard Center
in Atlanta demonstrated the effectiveness of a peer-led in-
tervention in enhancing self-efficacy and reducing hospital-
ization days in spinal cord injury patients.28

Building upon TC-E2AN-facilitated interactions, the study
team summarized key patient-centered injury intervention find-
ings at the 2016 policy summit (Table 2).27–31 Patient voice was
key to the summit’s success; patient-stakeholders commenced the
summit with personal narratives of injury and recovery before
comparative effectiveness trial data were presented (Table 2). The
ACS/COT reviewed these presentations, leading to a novel 2020
policy statement that included patient-centered care as a key
consideration in national trauma center guidelines (Table 3).

SUMMARY: CRITICAL ELEMENTS OF THE
EXPEDIENT TRANSLATION OF PATIENT-

CENTERED RESEARCH
Pragmatic trials are designed to inform decision makers of

the comparative benefits and burdens of the intervention under
study.32 The study team has leveraged a series of pragmatic
comparative effectiveness trials to target specific policy decisions
regarding the nationwide implementation of psychosocial screen-
ing and intervention procedures for US trauma care systems.

The initial PCORI-funded study, for example, har-
nessed a pre-existing health care system implementation
strategy to introduce a patient-centered care guidance into US
trauma care systems during a single grant cycle. The inclusion
of a stakeholder-driven policy summit at the conclusion of the

TABLE 1. American College of Surgeons’ 2011 Policy Summit
Agenda
Time Topic

8:30–9:40 AM Introduction and Overview
9:40–10:40 AM Alcohol, Posttraumatic Stress Disorder and Drug

Screening and Intervention at Trauma Centers: The
relevance of implementation science and methods

10:40–10:50 AM Break
10:50–11:50 AM Alcohol discussion
11:50 AM–12:50 PM Posttraumatic stress disorder discussion
12:50–1:20 PM Working lunch
1:20–2:20 PM Substances of abuse discussion
2:20–2:30 PM Break
2:30–3:30 PM Patient and family centered care discussion
3:30–4:30 PM Next steps

Implementing screening and intervention programs for alcohol, posttraumatic stress
disorder, drugs of abuse and other psychosocial issues at trauma centers.

TABLE 2. American College of Surgeons’ 2016 Policy Summit
Agenda
Time Topic

8:00–8:30 AM Breakfast
8:30–9:30 AM Patient-Centered and Psychosocial/Psychiatric Care

at US Trauma Centers Policy Summit Agenda
9:30–10:00 AM The Importance of Patient-Centered Care for US

Trauma Care Systems: Patient Perspectives
10:00–10:15 AM Break
10:15–11:15 AM Trauma Survivors Outcomes and Support Study:

Randomized Trial of Optimal Patient-Centered
Care

11:15–11:45 AM Peer Mentoring Randomized Trial in Spinal
Cord Injury Rehabilitation

11:45–12:45 PM Psychiatric and Substance Related Disorders
and Traumatic Brain Injury

12:45–1:15 PM Working lunch
1:15–1:45 PM The American Trauma Society Patient-Centered

Care Program
1:45–2:15 PM Trauma Survivors Peer/Group Network Study

Results (DOD Sponsored)
2:15–2:45 PM Peer Support Case Study
2:45–3:15 PM Trauma Center Providers and the Delivery of

Patient-Centered Care
3:15–3:30 PM Break
3:30–4:30 PM Discussion and Next Steps

Patient-centered and psychosocial/psychiatric care at US trauma centers.
DOD indicates Department of Defense.
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study was critical to this strategy, ensuring the ACS/COT
policy group’s commitment to incorporating any findings into
practice before trial funding and rollout. The summit built
upon a decade of study team collaboration with the ACS/
COT policy group and prior experiences from NIH-funded
pragmatic comparative effectiveness trials that produced ac-
tionable findings resulting in ACS/COT policy statements.
Established partnerships with injured patient-stakeholders,
who worked with clinician-scientists to articulate the patient-
centered perspective and provide patient voice at the 2016
policy summit, were essential to this process. In addition to
patient coinvestigators and clinician-scientists, a full spectrum
of front-line clinical providers, trauma surgical policy makers,
and quantitative and qualitative research methodologists were
included on the study team (Fig. 2).

FURTHERING THE EFFICIENT TRANSLATION OF
PATIENT-CENTERED CARE TRANSITION

RESEARCH INTO SUSTAINABLE REAL-WORLD
PRACTICE: NEXT STEPS

The second portion of this narrative review describes the
comparative health care system conceptual framework under-
lying the study team’s ongoing efforts to integrate pragmatic
comparative effectiveness trial data into ACS/COT guidelines
for US trauma care systems. The overarching goal of these
efforts is to further accelerate the sustainable delivery of patient-
centered transitional care into US trauma care systems.

To achieve this goal, members of the study team obtained
a second PCORI award in 2018 that builds upon and extends the
investigation completed in the first 3-year trial.33 The second
pragmatic trial compares a multidisciplinary team collaborative
care intervention that integrates front-line trauma center staff
with peer interventionists versus enhanced usual care.

In designing the trial, the study team was aware that the
prior ACS/COT alcohol policy mandate had not resulted in
comprehensive, sustained quality of care improvements
across all US trauma centers.5 The discussion below identifies
factors that must be addressed to optimally harness pragmatic
comparative effectiveness trial results for sustained changes
in US trauma care practices.

A COMPARATIVE APPROACH THAT RANKS THE
IMPORTANCE OF THEORETICAL AND APPLIED
CONCEPTUAL FRAMEWORKS FOR A SPECIFIC

HEALTH CARE SYSTEM CONTEXT
Over the past 2 decades, the study team has diligently

reviewed and incorporated myriad frameworks to inform the
design of pragmatic comparative effectiveness trials. These

TABLE 3. American College of Surgeons’ Guidance on the
Relevance of Patient-Centered Care for United States Trauma
Care Systems (2020)
“The core of a patient-centered approach is the acknowledgment that patients’
perspectives can be integrated into all aspects of the planning, delivery and
evaluation of trauma center care.29 A series of clinical trials conducted in
US trauma care systems27,28,30 suggest that patient-centered care transition
interventions can address patients’ postinjury concerns, enhance patient
self-efficacy, and are associated with clinically relevant reductions in
postinjury inpatient and emergency department health service use. Level I
and II trauma centers should adopt a means of facilitating the transition of
patients into the community using any of several different patient-centered
strategies including: (i) peer to peer mentoring; (ii) a trauma survivors
program; (iii) participation in the American Trauma Society’s ‘Trauma
Survivors Network’ program31; or (iv) continuous case management that
elicits and addresses patient concerns and links trauma center services with
community care. Patient-centered trauma care is an area that can benefit
from ongoing integration of research findings and evolving expert opinion.”

TSOS Study Team:
Frontline Providers,

Patient Peers,
Research Methodologists

&
Policy Makers

Policy Change
Agents

Patients &
Front-Line Providers

Pragmatic Trial &
Implementation Science

Methods

FIGURE 2. Trauma Survivors Outcomes and Support (TSOS) embedded multidisciplinary teams efficiently generate and iteratively
translate observations from pragmatic comparative effectiveness trials.
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multiple, evolving theoretical and applied models derive from
and include care transition, organizational behavior, and
clinical ethnographic approaches, as well as implementation
science classic theories and determinant and evaluation
frameworks.5,9,21,34–36

Given the proliferation of models over the past 2 dec-
ades, the study team has prioritized frameworks with applied
value for expediently translating trauma care system research
into sustainable practice changes. An optimal approach in this
theoretical synthesis has been to order/rank the explanatory
relevance of specific models for applied clinical translation.
The study team has utilized logical typing as a methodologic
approach for prioritizing the explanatory relevance of specific
models.37,38 Logical typing enables the categorization of
models hierarchically, positing that theoretical confusion can
be avoided by moving to increasingly higher levels of con-
ceptual abstraction.37,38 This overarching comparative ap-
proach has been applied throughout the discussion below.

INITIAL COMPARATIVE HEALTH CARE SYSTEM
APPROACHES TO INFORMING THE
TRANSLATION OF RESEARCH INTO

PRACTICE CHANGES
The initial frameworks informing the translation of re-

search to practice in trauma care systems were derived from
Greenhalgh et al’s39 model of the diffusion of innovations
through health care organizations. This model posited that
innovation could spread through health care organizations
and systems by either passive diffusion, active assistance, or
as is the case in US trauma centers, regulatory mandates.39 A
key idea derived from Greenhalgh and colleagues is that
sustained leadership engagement for a comparative effec-
tiveness trial from the inception of the contract/grant sub-
mission through an end-of study policy summit is
superordinate to the rollout of a pragmatic comparative ef-
fectiveness trial. Thus, the integration of patient-centered care
within US trauma care systems is occurring in a unique
regulatory “make it happen” implementation context, in
contrast to a negotiated “help it happen” implementation
context that exists in other US medical settings.39 From a
comparative health care systems perspective, the study team’s
efforts to link PCORI-funded and NIH-funded comparative
effectiveness trial data to regulatory policy in the United
States are similar to the dialog between the National Institute
for Clinical Excellence (NICE) Guidelines and National
Health Service (NHS) policy; in the United Kingdom, clinical
trial data summarized in the NICE Guidelines are targeted to
inform NHS policy guidelines for the delivery of real world
care.39–41

CONTEMPORARY COMPARATIVE APPROACHES
TO ACCELERATING THE TRANSLATION OF

RESEARCH INTO REAL-WORLD HEALTH CARE
SYSTEM PRACTICE

Kilbourne et al,42 in the October 2019 Medical Care
supplement, articulated the “Research Lifecycle” model in-
tended to directly increase the real-world impact of research.
Many themes articulated in the model resonate with the study

team’s experiences collaborating with the PCORI TC-E2AN
and ACS/COT to translate patient-centered care research into
practice within trauma care systems.

The model derives from Kilbourne and colleagues’
experiences with the research-to-real-world gap within the
Veterans’ Administration (VA) system. Their paper focuses
on a key problem that the study team, TC-E2AN and ACS/
COT have grappled with: the lack of sustained alignment
between research investments and health care system prior-
ities. Kilbourne and colleagues eloquently describe how
closing the research-to-real-world gap requires a compre-
hensive approach with increased focus on staged research to
health care system translation. The model incorporates the
need to better measure research innovations’ impact on rel-
evant public health outcomes, as well as the need to better
articulate the role of sustained leadership engagement for
facilitating the research-to-practice translation.

The Research Lifecycle initiative begins with obtaining
sustained health care system leadership engagement and pri-
oritization of a particular research activity. Next, a discovery
science phase ensues. A validation phase follows, in which
innovations identified in the discovery phase are developed
and further tested as clinical interventions. The next phase is
scale-up and spread, involving research investments that re-
fine interventions for rollout in multiple settings. The VA
Research Lifecycle model emphasizes that effective im-
plementation strategies targeting discrete health care system
changes are essential to scale-up and spread. The final stage is
sustainment, defined as the process of ensuring that inter-
ventions continue after research studies end.

Although Kilbourne and colleagues acknowledge that
the VA health care system is uniquely positioned to initially
implement the Research Lifecycle approach, a stated ob-
jective of the article is to influence adoption of the approach
by the broader community of health care systems and asso-
ciated research funders. A key challenge in the VA and
elsewhere, anticipated by the authors, is the lack of formal
infrastructure to promote the diversity of approaches and
funding scenarios required for the phased translation of re-
search innovation into real-world practice.

From a comparative health care systems perspective,
careful examination of the Research Lifecycle approach
yields important insights for further incorporation of patient-
centered care transitions in US trauma care systems. To be-
gin, central to the VA Research Lifecycle approach is the
ability at the health care system-level to require clinical
service delivery based upon comparative effectiveness trial
evidence. The approach is predicated on initial and sustained
leadership engagement and support, which in turn facilitates
the potential for health care system-level implementation
strategies, including regulatory policies.42,43 The study team
capacity to engage the ACS/COT policy group, who commit
upfront to a policy summit, to review study findings requires
a similar system-level capacity for sustained leadership buy-
in. This system-level leadership engagement facilitates sys-
tem-level implementation strategies, including regulatory
mandates linked to verification site visits.

Of note, prior work within the VA characterizing the
effectiveness of specific, targeted implementation strategies
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appears to have occurred within the same context of this
superordinate capacity for sustained leadership buy-in and
system-level regulatory policy. For example, Kirchner et al43

describe the effectiveness of the targeted facilitation im-
plementation strategy within the VA system. Closer exami-
nation of this body of research reveals that reports of
facilitation’s effectiveness were occurring within the context
of sustained leadership buy-in and regulatory policy capacity
that aimed to integrate primary care and mental health serv-
ices across the VA system.43

Finally, Kilbourne and colleagues note that the VA has
substantial funding available, particularly for the initial
phases of the Research Lifecycle approach. In contrast, US
trauma care systems and the safety net hospitals in which
trauma centers are often located frequently lack any sustained
funding to support this approach. Given this lack of funding,
trauma care system adoption of a staged research-to-practice
approach may require the introduction of innovative effi-
ciencies. Other investigative groups have taken approaches
similar to the Research Lifecycle with what appears to be the
introduction of potential efficiencies. For example, the de-
ployment-focused approach of the NIMH Recovery After
an Initial Schizophrenia Episode (RAISE) initiative pur-
posefully bridged gaps between scientific discovery, stake-
holder concerns, and policy to target reductions in the
research-to-practice gap.6

COMPARATIVE HEALTH CARE SYSTEM
EXAMPLES: CONTRASTING AUSTRALIAN

TRAUMA CARE SYSTEM IMPLEMENTATION
STUDIES WITH UNITED STATES

INVESTIGATIONS
A cross-national comparative perspective of 2 differ-

ent approaches to hybrid effectiveness-implementation
spectrum trials44 further elucidates system-level strategies
that can assist in identifying potential efficiencies for the
translation of trauma care systems research to real-world
practice. A series of theoretical papers and applied effec-
tiveness-implementation hybrid trial articles now charac-
terize the fastidiously planned rollout of traumatic brain
injury screening and intervention in Australian acute care
emergency department systems.45–48 The Australian effec-
tiveness-implementation hybrid approach utilizes targeted
implementation strategies within the trials to “help” facili-
tate health care system-level practice changes.39 In contrast,
Trauma Survivors Outcomes and Support (TSOS) study
team hybrid designs in the US trauma care system context
aim to use effectiveness data to influence ACS/COT policy
to catalyze a regulatory mandate linked to verification site
visits. The description of effectiveness-implementation hy-
brid trials has not routinely included the aim of directly
impacting health care policy change, linked to a verification
site visit, as a potential system-level implementation
strategy.20,44 This comparative health care system approach
yields a crucial ability to rank, and therefore distinguish,
system-level implementation strategies from targeted strat-
egies that focus on understanding implementation processes
associated with a specific trial.

RAPICE AS A METHODOLOGY OPTIMALLY
SUITED FOR USE AS A TARGETED
IMPLEMENTATION STRATEGY

The previously articulated RAPICE approach may be
an ideal flexible, targeted strategy for understanding im-
plementation processes associated with a specific pragmatic
comparative effectiveness trial.5 RAPICE is multifaceted and
includes the embedding of participant observation within
front-line clinical providers, who log field notes and jottings
during routine activities and regularly present these ob-
servations to an external consultant.5 RAPICE has the ca-
pacity to function as an efficient targeted implementation
strategy when embedded within a health care system context
that includes sustained leadership buy-in and regulatory
capacity.5,39,42 For example, RAPICE is ideally suited to
provide organizational and provider-level feedback during the
development and rollout of pragmatic comparative effec-
tiveness trials; here, RAPICE can be honed as a targeted
strategy to better understand trial implementation processes,
and the relation of these processes to a practice’s maintenance
and sustainability. In the current context, RAPICE ob-
servations can be presented along with clinical effectiveness
trial data at end-of-study summits to inform ACS/COT pa-
tient-centered policy guidances.33 When linked with system-
level implementation strategies that include regulatory
requirements and verification site visits, RAPICE can facili-
tate the key objective of reducing the time lag on evidence-
based intervention integration into health care systems.

SUMMARY AND IMPLICATIONS FOR
ACCELERATING THE EFFICIENT TRANSLATION

OF PATIENT-CENTERED RESEARCH INTO
UNITED STATES TRAUMA CARE SYSTEMS
A central tenet of this review is that research approaches

that directly address the sustainable, rapid movement of findings
into practice need to be prioritized to expediently address the
research-to-practice gap. A planned end-of-study policy summit
is one mechanism that, when combined with system-level im-
plementation strategies such as regulatory mandates linked to
verification site visits, can accelerate sustained real-world prac-
tice change. Resource-efficient and time-efficient targeted im-
plementation strategies, such as RAPICE, can also be helpful in
understanding how barriers and facilitators identified during
pragmatic trials influence services subsequently delivered as part
of policy requirements, catalyzing the research-to-practice
translation. An additional efficiency relevant to US trauma care
systems is that pragmatic comparative effectiveness trial team
members may simultaneously function in multiple roles, in-
cluding front-line clinician/patient-peer interventionist, policy
maker and clinical-investigator (Fig. 2).

The review of effectiveness data by the ACS/COT from
multiple studies was key in catalyzing initial policy guidance,
such as the recent recommendations for patient-centered care.
National requirements for alcohol screening and brief inter-
vention met with substantial pushback when derived from an
evidence base comprised of only single-site studies.49,50 Later
universal alcohol screening and brief intervention requirements
were derived from national US multisite investigations.18,24
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Future research efforts could strive to incorporate requirement-
level recommendations derived from definitive multisite prag-
matic studies and also periodically reexamine the evidence-base
for ACS/COT policy requirements.50

Finally, for future patient-centered ACS/COT care transition
policy, a key observation is that the prior ACS/COT alcohol policy
mandate has resulted in variable quality of care improvements
across US trauma centers.5 If subsequent PCORI-funded inves-
tigations demonstrate that variability in implementation is asso-
ciated with treatment effect heterogeneity in multisite studies, then
the verification component of the system-level strategy should be
honed to address implementation variability in the wake of regu-
latory mandates. Thus, incorporation of higher quality verification
standards may be a key adjustment for the ACS/COT system-level
implementation strategy. Optimally, RAPICE-derived pragmatic
trial observations could be incorporated into verification site visit
standards postmandate. This approach may enable the ACS/COT
to address important health care system practice changes related to
patient-centered care over the course of a single 5-year contract/
grant cycle, thus substantially accelerating the translational gap for
patient-centered care delivery within US trauma care systems.1–6
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