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Abstract
Background  Adolescents with congenital heart disease (CHD) face substantial challenges during the transition 
from pediatric to adult care. The STEPSTONES transition program is a person-centered, evidence-based intervention 
designed to support this transition, and has shown efficacy in improving patient empowerment and disease-
related knowledge. However, implementing complex health interventions like the STEPSTONES transition program 
in real-world settings remains difficult. This study aimed to explore the barriers and facilitators to implementing 
the STEPSTONES transition program in Swedish pediatric cardiology clinics, using the Consolidated Framework for 
Implementation Research (CFIR).

Methods  A qualitative study was conducted in six university hospitals in Sweden prior to implementing the 
STEPSTONES transition program. Semi-structured interviews were carried out with 20 stakeholders, including nurses, 
physicians, managers, and a patient organization representative. Data were analyzed using reflexive thematic analysis, 
guided by the CFIR framework, covering five domains: intervention characteristics, outer setting, inner setting, 
characteristics of individuals, and implementation process.

Results  Facilitators to implementation of the transition program included the program’s clear structure, alignment 
with existing person-centered care practices, motivated local champions, and external demand for structured 
transitional care. Organizational readiness varied widely; clinics with managerial support, clear responsibilities, and 
engaged teams demonstrated higher preparedness. Barriers included limited time and resources, unclear professional 
roles (particularly regarding nurses’ responsibilities in delivering psychosocial components) and fragmented 
collaboration with adult care. Implementation efforts were often dependent on individual initiative rather than 
embedded in institutional routines.

Conclusions  Successful implementation of the STEPSTONES transition program requires attention to multilevel 
contextual factors, including organizational culture, interprofessional collaboration, and leadership support. 
Facilitation could be a key implementation strategy to address identified barriers and enhance uptake and 
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Background
Survival rates for young people with congenital heart dis-
ease (CHD) have improved significantly during the past 
decades, leading to a growing population of young people 
transitioning from pediatric to adult healthcare services 
[1, 2]. However, this transitional period presents criti-
cal challenges and can be marked by gaps in follow up 
care due to inadequate preparation for self-management 
leading to psychosocial challenges, limited access to spe-
cialized adult CHD services, all of which can negatively 
impact long-term health outcomes. Effective, coordi-
nated transition programs are essential to address these 
critical challenges [3]. Both disease-specific and generic 
clinical guidelines, as well as patient organizations, 
emphasize the need for structured transition programs 
for adolescents with chronic conditions. Such transition 
programs aim to improve disease-related knowledge, 
self-management skills, and empowerment, thereby pro-
moting engagement with adult care and reducing the risk 
of adverse health and psychosocial outcomes in young 
adulthood [2–5].

The STEPSTONES (Swedish Transition Effects Project 
Supporting Teenagers with chrONic mEdical conditionS) 
transition program is one of the first rigorously developed 
and tested interventions in Europe, specifically targeting 
adolescents with chronic conditions such as CHD. It is 
a complex intervention, consisting of a generic, person-
centered, structured transition program involving three 
consultations with a transition coordinator (TC) over two 
and a half years (age 16-18.5y), covering medical, psycho-
social, and lifestyle issues including independence and 
autonomy in young adulthood and adult care [6]. A ran-
domized controlled trial (RCT) evaluating the efficacy of 
the STEPSTONES transition program for young people 
with CHD in Sweden, showed that the transition pro-
gram was effective in improving patient empowerment 
(primary outcome), disease-related knowledge, transition 
readiness, self-image and in decreasing parental uncer-
tainty related to the transition process (secondary out-
comes) [7]. Moreover, multiple randomized controlled 
trials and quasi-experimental studies across various 
chronic conditions have demonstrated the effectiveness 
of transition programs in improving a range of PROM 
and PREM outcomes [8–11]. Despite mounting evidence 
and clinical promise, translating complex health inter-
ventions like transition programs into routine practice 
remains challenging [12]. A process evaluation embed-
ded within the STEPSTONES-CHD trial assessed the 

process of implementing the program within the RCT. 
This evaluation found that while six out of eight pro-
gram components showed high adherence, peer support 
components and the joint transition meeting (involving 
pediatric and adult providers) had lower fidelity. Factors 
affecting implementation included engagement from cli-
nicians and adolescents, contextual constraints, and the 
absence of fully developed standard operating proce-
dures [13–15].

Considering these insights, it is crucial to under-
stand why and how implementation efforts succeeds 
or falters across different clinical settings. Implemen-
tation research frameworks such as the Consolidated 
Framework for Implementation Research (CFIR) offer a 
multilevel typology—encompassing intervention charac-
teristics, inner and outer settings, characteristics of indi-
viduals, and the implementation process—that can guide 
such analysis [16]. Further, understanding determinants 
for implementation of evidence-based practices can aid 
researchers and clinicians in developing implementa-
tion strategies that can enhance implementation capac-
ity by exploring opportunities, behaviors and motivation 
driving change [17]. To date, however, only a few studies 
have explored real-world barriers and facilitators affect-
ing the adoption and integration of structured transi-
tion programs like STEPSTONES in pediatric cardiology 
units internationally [3, 18, 19]. Existing studies in vari-
ous chronic conditions often highlight challenges related 
to staff attitudes, organizational culture, time constraints, 
resource limitations, and interprofessional coordination, 
with structural and process-related factors being largely 
unexplored from a multi-center perspective [20–22]. In 
Sweden, the STEPSTONES transition program showed 
encouraging results in empowerment and overall accep-
tance, but evidence is lacking regarding the contextual 
factors that enable or impede its implementation in real-
life clinical settings.

Accordingly, this study sought out to identify and ana-
lyze the prerequisites to implementing the STEPSTONES 
transition program in six university hospitals in Swe-
den providing care for adolescents with CHD. Through 
insider perspectives we sought to uncover how organi-
zational readiness, staff perceptions, teamwork dynam-
ics, external demands, and implementation processes 
influence the adoption and sustainability of a structured 
transition program in real-world practice. Understanding 
these context-specific factors will provide crucial insights 

sustainability. These findings offer valuable insights for the broader implementation of transition programs for young 
people with various chronic conditions in different settings.
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to inform future scaling of structured transition pro-
grams for adolescents with chronic conditions.

Methods
Aim
The aim was to explore the barriers and facilitators for 
implementing the STEPSTONES transition program for 
adolescents with CHD in pediatric outpatient cardiology 
clinics in six university hospitals in Sweden.

Design
A qualitative deductive design was undertaken using the 
Consolidated Framework for Implementation Research 
(CFIR) [16]. The reporting of this study follows the Stan-
dards for Reporting Qualitative Studies (SRQR) guideline 
[23].

Setting
In Sweden, care for people with CHD is centralized to 
the university and regional hospitals where follow-up is 
determined based on anatomical complexity of the CHD. 
Medical follow-up ranges from yearly check-ups to every 
three-five year according to international guidelines [4]. 
During 2017–2021 a RCT was conducted evaluating the 
efficacy of a person-centered transition program (STEP-
STONES transition program) for adolescents with CHD 
in transition to adulthood and adult care (age 16–18.5y) 
[24]. In short, the transition program consists of eight 

components implemented in five steps (Fig. 1). The RCT 
concluded that the transition program was effective in 
improving patient empowerment (primary outcome) [7]. 
Following this, we established the Stepstones-Implement 
project with the aim to implement the Stepstones tran-
sition program in Swedish healthcare, using pediatric 
cardiology as a sample case for a broader future imple-
mentation. In 2022, we approached all seven university 
hospitals in Sweden that provide care for adolescents 
with CHD to implement the Stepstones program; six of 
these hospitals joined the Stepstones-Implement project. 
Consequently, all included hospitals were invited to par-
ticipate in this preparatory study before implementation 
of the program.

Participants
To achieve the objective of the study, we invited health-
care professionals working at the six pediatric outpatient 
clinics participating in the Stepstones-Implement project 
to semi-structured interviews before the implementa-
tion of the transition program. Inclusion criteria were: 
(1) working as a registered nurse, physician or manager 
at an outpatient clinic providing care for adolescents with 
CHD, (2) having at least 2 years of working experience 
from the outpatient clinic, as we wanted the participants 
to have lived experience of providing transitional care 
for young people with CHD. No formal exclusion crite-
ria were stated. We used a purposive sampling strategy 

Fig. 1  Outline of the STEPSTONES transition program. Source: reproduced with permission from BioMed Central Ltd [13]
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where we strived for maximum variation in professional 
roles (i.e., nurse, physician or manger), age, sex and pro-
fessional experience [25]. Twenty-five individuals were 
identified working at the six participating clinics, with 
five individuals declining or being unreachable, leading 
to a final sample of 20 participants. To achieve a broader 
societal perspective on barriers and facilitators we also 
performed an interview with the chair of The Swedish 
Heartchild Foundation.

Data collection
Twenty semi-structured interviews were carried out 
between 2022 and 2023 over the telephone or via Micro-
soft Teams™ according to the participants preferences 
[26]. The interview guide was based on the five domains 
of the CFIR framework i.e., Intervention characteristics, 
Outer setting, Inner setting, Characteristics of individu-
als, and Implementation process [16] (Supplemental file 
1). Interviews lasted between 30 and 52 min, were audio 
recorded using an external recording device, and tran-
scribed verbatim by a research assistant. The interviews 
were carried out by the first author (MS) who is a RN and 
researcher in transitional care. The interviewer had no 
professional working relationship with the interviewees 
at the time of the interview and had experience of con-
ducting qualitative interviews on the research topic [13, 
15].

Data analysis
A deductive reflexive thematic analysis according to 
Braun and Clarke [27] was performed using the CFIR as 
deductive framework [16]. Table 1 provides a description 
of the CFIR that guided the coding process and analy-
sis. All analyses were performed in Nvivo version 14 by 
two of the authors (MS and MB). The analysis started by 
the both authors reading the interview transcripts sev-
eral times to get a grasp of the whole. We then identified 
meaning units relevant to the aim of the study and cat-
egorized them into one of the five CFIR domains, guided 

by the framework’s descriptions (Table 1). The meaning 
units were then merged to form codes that answered to 
the aim of the study. Finally, these codes were then narra-
tively summarized within each domain of the CFIR with 
quotes to illustrate and ensure transparency of the analy-
sis. The two authors responsible for the analysis (MS and 
MB) met regularly during the analytic process to com-
pare and critically discuss emerging findings, enhancing 
the trustworthiness of the results. Finally, all co-authors 
read, revised and discussed the results critically to ensure 
trustworthiness of the analysis [28]. The analysis were 
performed entirely in Swedish and were translated to 
English using a Large-Language-Model when writing the 
results of the manuscript.

  

Results
Demographic characteristics of participants are 
described in Table 2. The findings are thematically orga-
nized according to the five CFIR domains [16]: Inter-
vention characteristics, Outer setting, Inner setting, 

Table 1  CFIR domains with descriptions [16]
Domain Description
Intervention Characteristics Refers to the features of the intervention itself that may influence implementation. This includes aspects such as 

the source of the intervention, its perceived evidence strength and quality, relative advantage compared to current 
practice, adaptability to local context, trialability, complexity, design quality, and associated cost.

Outer Setting Encompasses the external influences on implementation, including the broader economic, political, and social con-
text. This domain covers patient needs and resources, external policies and incentives, peer pressure or competition.

Inner Setting Focuses on the internal context of the implementing organization. It includes structural characteristics, networks 
and communication, culture, implementation climat, and readiness for implementation (leadership engagement, 
available resources, access to knowledge and information).

Characteristics of Individuals 
Involved

Addresses the attributes of the people involved in implementation, such as their knowledge and beliefs about the 
intervention, self-efficacy, individual stage of change, identification with the organization, and other personal at-
tributes that influence behavior and adoption.

Implementation Process Refers to the active, purposeful steps taken to implement the intervention. Key elements include planning, engag-
ing relevant stakeholders (e.g., opinion leaders, champions, external change agents), executing the implementation, 
and reflecting and evaluating to inform continuous improvement.

Table 2  Demographic characteristics of participants
Nurses 
(n = 9)

Physicians 
(n = 4)

Managers/
patient or-
ganization 
chair (n = 7)

Years of professional 
experience*

15 (2–30) 14.75 (5–20) 5.3 (2–13)

Sex **
Female 9 3 7
Male 0 1 0
Center 1 2 - 1
Center 2 2 1 1
Center 3 2 - 1
Center 4 1 1 2
Center 5 1 1 1
Center 6 1 1 1
*Mean and range **absolute number
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Characteristics of individuals, and Implementation pro-
cess as well as a detailed description of the related bar-
riers and facilitators according to the aim of the study 
(Table 3).

  

Intervention characteristics – perceived features of the 
transition program
The STEPSTONES transition program was perceived as a 
well-designed, evidence-based, and structured program. 
Most interviewees described the program positively 
and felt it provided clear tools to support adolescents in 
their transition to adult care. Components such as the 
HEADDS (Home Education Activities Depression Drugs 
Sexuality) psychosocial interview guide, person-centered 
transition plan, and individualized and person-centered 
education and learning were seen as concrete and appli-
cable in practice and facilitators for implementation.

These were good and concrete tools, and there was 
nothing that contradicted how we previously worked. 
It felt like a good next step. - Interview 10, Manager

Several respondents noted that STEPSTONES largely 
aligned with their current working methods, especially 
where youth-adapted approaches were already in place. 
This suggests that the program was viewed as compatible 
with existing practices and a facilitator for implementa-
tion. At the same time, there were perceived barriers, 
such as concerns about the program’s scope and how 
realistic it is to implement all components in everyday 
clinical settings with limited resources. Another issue 
raised was the flexibility of the program, specifically how 

much its components could be adapted to local contexts 
without compromising its core structure.

Looking at the program as a whole, it’s always a 
matter of resources—being able to get through all the 
steps. For example, the idea of sitting down together 
with the adult clinic… I’m not sure we’ll be able to 
make that happen. Partly because we’re short on 
space, and sometimes it’s hard even to get the ado-
lescent to come. And we don’t have that many staff 
at our clinic right now, and not that many who are 
experienced, so that might be a concern, you could 
say. – Interview 14, Manager

Outer setting – external needs, demands, and relationships 
with adult care
External factors were seen as having a significant influ-
ence on implementation. Many interviewees describe 
pressure from patients, families, and societal actors 
such as patient organizations to improve the transition 
between pediatric and adult care for adolescents with 
CHD. There was a recurring perception that adolescents’ 
needs were not adequately addressed, especially among 
those with milder heart defects.

For those without complex heart defects, sometimes 
only a referral is sent to adult care – not everyone 
receives a structured conversation beforehand.” - 
Interview 20, Physician

One of the most prominent barriers in the interviews 
concerned the variation and inconsistency in collabo-
ration between pediatric and adult cardiology. While 

Table 3  Barriers and facilitators to implementation of the STEPSTONES transition program according to the consolidated framework 
for implementation research (CFIR) [16]
CFIR Domain Facilitators Barriers
Intervention 
characteristics

• Clear structure
• Useful tools such as HEADDS, transition plan, active 
learning
• Good applicability and alignment to current practices

• Scope of program
• Insecurity on the level of adaptation and flexibility of the 
program

Outer setting • External demands from patients, caregivers and society on 
the need for structured transitional care

• Unequal care
• Limited support and care to vulnerable groups, i.e., neuro-
developmental conditions
• High expectations on implementation but difficulties in 
finding structures

Inner setting • Engaged local teams
• Existing usual care practices for transitional care that the 
transition program can dock in too

• Lack of resources, e.g., time, staffing, structures
• High staff turnover
• Unclear responsibilities within the team

Characteristics of the 
individuals involved in 
implementation

• Strong engagement in the team
• Local implementation champions
• High professional motivation in providing excellent care

• Uncertainties regarding nurse’s role and responsibility in 
transitional care
• Lack of self-efficacy in performing all components of the 
program, for instance sexual and mental health conversations

Implementation 
processes

• Local drive to facilitate implementation
• Positive attitudes from managers
• Good examples of positive implementation initiatives

• Lack of formal coordinator role in some settings
• Lack of clear evaluation or follow-up from management
• Implementation is dependent on champions
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some clinics had established routines and close work-
ing relationships with adult services, others described a 
fragmented transition process that often relied on indi-
vidual initiative rather than formalized structures. Fur-
ther, a recurring challenge was the lack of coordination 
and clear accountability on the adult care side. Several 
interviewees expressed concern that no one was assigned 
overall responsibility for ensuring continuity, in con-
trast to pediatric teams, which were more often viewed 
as attuned to adolescents’ psychosocial needs and the 
importance of a structured and supportive transition.

The main problem is that there’s no one on the adult 
side who ties everything together. Everyone says, 
‘we’re doing our part,’ but no one sees the whole pic-
ture. – Interview 16, Physician

Logistical and structural barriers further complicate col-
laboration. Respondents described difficulties in aligning 
schedules between teams and maintaining contact over 
time:

It might be that I feel this way because in recent 
years we’ve completely lost contact with them [adult 
care]. It’s always difficult when there are many par-
ties involved, families, us, adult care, maybe a social 
worker. As soon as it involves multiple people, it 
becomes hard to coordinate. – Interview 16, Physi-
cian

Patient organizations also expressed concerns that ado-
lescents may be left without support, underscoring the 
need for a formalized transition program. Additional 
external pressure stemmed from national guidelines and 
initiatives aimed at integrated care, further legitimizing 
implementation. Respondents also emphasize that the 
transition is particularly vulnerable for youth with neu-
rodevelopmental conditions or lower socioeconomic sta-
tus, indicating that a structured transition program like 
STEPSTONES could mitigate health inequities.

Some children have disabilities, some don’t – they 
just have a heart defect, and maybe they don’t need 
help with that part. But there are others who have a 
much harder time with the transition, because they 
might also have ADHD, for example. And then we 
might need to step in more. So, I think you really 
need to be able to sense the situation and adapt 
yourself in this transitional work. – Interview 9, 
Nurse

Inner setting – the impact of organizational conditions and 
culture
The organizational context was perceived as playing a 
decisive role in implementation of the STEPSTONES 
transition program. Some clinics benefitted from strong 
managerial support, established routines for transfer and 
transition, and a culture that supported person-centered 
care. In these settings, implementation conditions were 
considered as favorable and facilitating. Several respon-
dents reported they had already conducted youth visits, 
joint meetings with adult care, or HEADDS interviews 
before the implementation of STEPSTONES and that the 
program was seen as a complement.

Here, we start at age 12 by offering youth the oppor-
tunity to meet with us alone while their parents wait 
outside. - Interview 9, Nurse

Several nurses expressed that the STEPSTONES struc-
ture resonated with their professional values. Tools such 
as HEADDS and person-centered conversations pro-
vided tangible methods to address complex issues like 
independence and sexuality. In addition, at certain sites, 
the nurses received clear support from leadership, which 
included dedicated time and resources.

My main task is to make sure that the transition 
coordinator gets the time, space, structure, and 
expectations to do this work, and that she feels sup-
ported. – Interview 11, Manager

Several organizational barriers within the inner setting of 
pediatric cardiology were identified as critical challenges 
to the implementation of the STEPSTONES program. 
Although nurses play a central role in the STEPSTONES 
model, several interviewees noted that their actual duties 
in daily clinical work were often restricted to adminis-
trative tasks or basic clinical measurements. This lim-
ited their capacity to act as true care coordinators or to 
engage meaningfully in transitional counseling with ado-
lescents. In some settings, the specialized competencies 
of trained nurses were underutilized, which hindered the 
program’s effectiveness.

The specialist nurse’s role is often reduced to mea-
surements and admin, rather than active coordina-
tion. – Interview 18, Physician

The absence of formalized routines or infrastructure for 
transitional care was frequently mentioned as a barrier. 
Several participants expressed that implementation suc-
cess largely depended on the motivation and knowledge 
of individual staff members rather than systemic support. 
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As a result, the process for transition could vary greatly 
between teams, even within the same clinic.

It’s really up to the individual person responsible in 
each team. People value different things, and with-
out clear guidance, you just do what you think is 
best. – Interview 6, Nurse

In many clinics, care teams were viewed as operating in 
silos, with limited communication or knowledge-sharing 
about how others approach transition. This fragmented 
structure restricted opportunities for standardization 
and collective learning. Even promising practices devel-
oped by one team often remain isolated and unshared.

Teams work quite individually here, and we usu-
ally don’t know what other teams are doing. We’ve 
started having meetings where each team presents 
something good that they’re doing, but that’s fairly 
recent. – Interview 12, Manager

Another barrier relates to the position of middle man-
agers or transition coordinators who are responsible for 
leading the implementation but lack formal authority to 
allocate resources or staff. These individuals often find 
themselves needing to lobby for support within a rigid 
system, which could delay or complicate implementation 
efforts.

I can’t say, ‘we’ll assign a nurse and free up time.’ 
That’s not within my authority. I can present the case 
to senior management, but it depends on whether 
they choose to prioritize it. – Interview 11, Manager

Characteristics of individuals involved – staff knowledge, 
attitudes, and engagement in transitional care
Individual-level factors were evident in the interviews 
acting both as barriers and facilitators. Many nurses and 
some physicians showed strong personal commitment to 
adolescents’ health and development. Several had spear-
headed new approaches even in the absence of formal 
structures. It was clear that local champions had been 
crucial in raising awareness about the need for structured 
transition.

She is truly a champion – which is the key to success 
in this area. She drives the work and has a thought-
ful approach. - Interview 19, Physician

However, there were some resistances or areas for uncer-
tainty in the implementation. Some physicians raised 
concerns about nurses leading conversations on sensitive 
topics such as sexuality or mental health, which could 
be considered as threatening the transition program’s 

internal acceptance. At the same time, some nurses 
reported feeling unsure of their authority to take on a 
more active role, despite receiving training.

In our clinic, some physicians don’t think nurses 
should talk about sexuality and things like that. And 
then it becomes a bit difficult, because even if you’ve 
completed the training, you’re not sure if you’re 
really allowed to take on that role.— Interview 19, 
Physician

Implementation process – planning, anchoring, and 
implementation
Perceptions on how the transition program was going to 
be implemented varied widely between clinics. Where 
formal anchoring of the implementation in the staff 
group and managerial level were present, good examples 
of integration into daily routines were already noted. In 
other settings, the absence of a clear strategy for imple-
mentation meant that efforts would rely on individual 
initiatives, presenting a clear barrier.

We had a nurse who was really passionate about 
the transition process… She worked closely with our 
ward doctor to determine when it was time [to initi-
ate transition] and tried to develop packages for dif-
ferent key ages. But when we were told not to pro-
ceed further at that point, we had to back off. Later, 
there were reorganizations, and that nurse left. No 
one else picked up the responsibility, so we’ve kept a 
lower profile since then.— Interview 13, Manager

The participants called for clearer support from lead-
ership, established cross-level collaboration routines 
between pediatric and adult care, and opportunities for 
follow-up and reflection of the implementation efforts. 
Some emphasized the need for a designated transition 
coordinator or permanent function responsible for main-
taining continuity in the program.

Discussion
This study aimed to identify barriers and facilitators to 
implementing the STEPSTONES transition program for 
adolescents with CHD across six university hospitals 
in Sweden. Using the CFIR as a guiding framework, we 
found that prerequisites for successful implementation 
was influenced by a complex interplay between interven-
tion characteristics, organizational context, individual 
staff attributes, and implementation processes. This find-
ings echo previous studies investigating the experiences 
and outcomes of implementing transitional care inter-
ventions in different settings showing that success fac-
tors have been local adaptation and tailoring to overcome 
implementation challenges [29], having local champions 
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and leadership support [30] as well as the impact of orga-
nizational behaviours and context [20]. To the best of 
our knowledge, this is the first study to investigate bar-
riers and facilitators to the implementation of transition 
programs using the CFIR. This contributes to the broader 
field of implementation science, as well as providing a 
solid theoretical foundation for understanding these 
challenges within the context of transitional care.

Our results demonstrate that the STEPSTONES tran-
sition program was perceived as highly structured, 
evidence-based, and well-aligned with the ethos of 
person-centered care. These features are known facili-
tators for implementation and echo findings from pre-
vious research on structured transition programs in 
various chronic conditions, where perceived coher-
ence and adaptability of the intervention are critical for 
uptake [11, 31]. However, participants in this study also 
expressed concerns about the program’s scope and flex-
ibility, especially in settings with constrained resources. 
This reflects broader challenges in translating complex 
interventions into practice, particularly when the core 
components are perceived as rigid or misaligned with 
local capacity [12].

The outer setting, including societal and patient 
demands, also emerged as a driver of implementation. 
Stakeholders emphasized widespread recognition of the 
need for structured transitional care, especially for vul-
nerable populations such as those with neurodevelop-
mental conditions—consistent with global calls for equity 
in transitional care [3]. Nonetheless, fragmented com-
munication between pediatric and adult care providers 
and the lack of formalized joint responsibilities mirrored 
international findings [18, 19], highlighting the systemic 
nature of these barriers and that future implementation 
efforts should target not only pediatric care but also adult 
care.

Organizational readiness varied considerably across 
clinics. Where leadership engagement and structural 
support existed, prerequisites for implementation were 
considered more robust. In contrast, sites with unclear 
responsibilities, high staff turnover, or resource limita-
tions were more uncertain about how to integrate the 
program into routine care. These observations under-
score the importance of organizational culture and sup-
port mechanisms in the implementation of complex 
interventions [20].

An important insight from this study was the cru-
cial role of local champions in driving implementation. 
Indeed, local clinician champions have proven to be piv-
otal in achieving successful implementation of evidence-
based practices [32]. Nevertheless, while local champions 
are important for initiating behavior change, they alone 
are insufficient to maintain such change over time [33]. In 
our context, nurses were identified as key facilitators—yet 

they also faced uncertainty regarding role boundaries 
and acceptance by physicians, particularly in addressing 
sensitive topics such as sexual and reproductive health. 
These findings align with previous studies indicating that 
professional hierarchies and unclear role definitions can 
hinder implementation [21]. It was noted that there were 
different perceptions of the nurse’s role in the transition 
program depending on clinic, specifically from some 
physicians. Highlighting the importance of context-spe-
cific implementation strategies by strengthening inter-
professional collaboration and clarifying roles, which 
may enhance confidence and uptake among staff [17].

A caveat for the implementation was that many par-
ticipants considered previous implementation efforts 
often dependent on individual initiative rather than being 
embedded within a systematic process. Here, clinics with 
well-anchored implementation strategies, designated 
time for nurses acting as transition coordinators, and 
follow-up monitoring might result in a better future inte-
gration of the STEPSTONES transition program at these 
clinics. Conversely, reliance on individual staff mem-
bers without systemic support might lead to variability 
and risk of program discontinuation. This confirms the 
proposition that successful implementation requires both 
individual motivation and institutional anchoring [16, 
17].

Our findings indicate that based on the need for local 
adaptations, altering and understanding context and pro-
moting the use of clinician champions, one promising 
implementation strategy to mitigate these barriers and 
strengthen facilitators could be facilitation. This strat-
egy aims at supporting individuals, teams and organiza-
tions in applying evidence-based practices within clinical 
settings. Core functions being enabling individuals and 
teams to analyze and improve practice, capacity build-
ing, and creating a supportive context by aligning the 
team efforts with leadership support [34]. Facilitation 
has shown to be effective in increasing both uptake and 
maintenance of evidence-based practices [35]. Based 
on our findings, this strategy could balance the need for 
both initating and mainting behavior change [33] as well 
as fostering a sense of ownership of the innovation in 
clinical practice.

Methodological considerations
A strength of this study is the inclusion of multiple stake-
holder perspectives across six different clinical contexts, 
enhancing the transferability of findings. The use of the 
CFIR facilitated systematic analysis across multiple lev-
els of implementation. However, the study is limited to 
the pre-implementation phase, is cross-sectional in its’ 
design, and does not capture how barriers and facilitators 
evolve over time which is a important consideration in 
the process of implementing evidence-based knowledge 
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into practice [36]. Further, as we sampled only three to 
four HCPs from each participating outpatient clinic 
we analysed the interview transcripts as a whole, while 
striving for identifying variations and common themes 
in experiences of barriers and facilitators to implemen-
tation [37]. As such, this made it difficiult to perform a 
cross-case analysis that would have provided more depth 
and breadth to the results. To manage these limitations 
and explore how implementation success over time, 
we are planning an extensive process evaluation of the 
STEPSTONES-Implement project to understand imple-
mentation outcomes as well as the mechanisms leading 
to successful or unsuccessful implementation [38]. More-
over, while participants represented different professional 
roles, the small number of physicians limits generalizabil-
ity across medical staff. Furthermore, the marked gender 
imbalance, only one male participant, may have intro-
duced bias or influenced the study outcome.

Conclusions
This study highlights the complex, multilevel nature of 
implementing a structured, person-centered transition 
program for adolescents with chronic conditions. Using 
the CFIR, we identified a range of facilitators—such as 
perceived program coherence, staff engagement, and 
alignment with person-centered values—as well as key 
barriers, including resource limitations, unclear role defi-
nitions, and variability in organizational readiness. The 
findings underscore the importance of context-sensitive 
implementation strategies that not only address individ-
ual motivation and team dynamics but also institutional 
structures and leadership engagement. Importantly, the 
implementation strategy of facilitation could be a prom-
ising approach to enhance uptake by supporting team 
capacity, aligning efforts across levels of the organiza-
tion, and embedding the intervention into routine prac-
tice. Future implementation efforts within transitional 
care should adopt a systematic, coordinated approach 
that includes designated transition coordinators, clear 
interprofessional collaboration pathways, and continu-
ous leadership support to ensure program sustainability 
and equity in care. These insights can inform the broader 
implementation of transition programs in pediatric car-
diology and other health care contexts.
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