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ABSTRACT ARTICLE HISTORY
Researchers and practitioners recognise the importance of context when Received 17 July 2022
implementing healthcare interventions, but the influence of wider Accepted 20 February 2023
environment is rarely mapped. This paper identifies the country and
policy-related factors potentially explaining the country differences in
outcomes of an intervention focused on improving detection and
management of heavy alcohol use in primary care in Colombia, Mexico
and Peru. Qualitative data obtained through interviews, logbooks and
document analysis are used to explain quantitative data on number of
alcohol screenings and screening providers in each of the countries.
Existing alcohol screening standards in Mexico, and policy prioritisation
of primary care and consideration of alcohol as a public health issue in
Colombia and Mexico positively contributed to the outcome, while the
COVID-19 pandemic had a negative impact. In Peru, the context was
unsupportive due to a combination of: political instability amongst
regional health authorities; lack of focus on strengthening primary care
due to the expansion of community mental health centres; alcohol
considered as an addiction rather than a public health issue; and the
impact of COVID-19 on healthcare. We found that wider environment-
related factors interacted with the intervention implemented and can
help explain country differences in outcomes.
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Introduction

Providing alcohol screening and brief intervention in primary care (PC) can reduce individual alco-
hol consumption (Ghosh et al., 2022; Kaner et al., 2018; O’Donnell et al.,, 2014), and has the
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potential to improve population health outcomes if implemented at scale (Manthey et al., 2021),
however the intervention often lacks uptake in practice. SCALA (Scale-up of Prevention and Man-
agement of Alcohol Use Disorders in Latin America) was a Horizon 2020 funded implementation
study aiming to scale up the intervention and increase PC providers’ delivery of screening for risky
alcohol use and comorbid depression (Jane-Llopis et al., 2020) in Colombia, Mexico and Peru. The
setting was chosen because of the observed and further projected increases in alcohol consumption
in the middle-income countries, including in the Latin American region (Manthey et al., 2019), in
combination with increased prioritisation of PC in the selected countries (Atun et al., 2015). Fur-
thermore, previously implemented and evaluated interventions in Latin America have to large
degree focused on young people, with majority of the studies on general population focused on Bra-
zil (Ronzani et al., 2019). The SCALA study tested whether training providers (detailed description
in Kokole et al., 2022), and providing community support (a range of adoption mechanisms and
support systems, Solovei et al., 2021) increased rates of alcohol and depression screening amongst
patients in PC practice. Training was found to be the key implementation strategy to increase rates
of both alcohol and depression activities before the implementation was majorly disrupted by the
COVID-19 pandemic (Anderson et al., 2021).

The current paper, as part of process evaluation (Kokole et al., 2023), aims to examine the
country and policy context of Colombia, Mexico and Peru and consider its impact on the outcomes
of the SCALA study. Understanding the context and its influence and interaction with the interven-
tion has for a while been recognised as important in explaining the intervention’s implementation
and outcomes (Moore et al., 2014; Pfadenhauer et al., 2017), but there is inconsistency in the term’s
interpretation and application - definitions ranging from wider physical, social and political
environment (Steckler & Linnan, 2002); to any external factor that might influence the interven-
tion’s implementation (Moore et al., 2014). For this paper, we focus on the ‘wider environment’
aspect of context — exogeneous influences on implementation in health care organisations (Nilsen
& Bernhardsson, 2019). The wider environment factors are rarely explicitly evaluated in healthcare
implementation studies (Daivadanam et al., 2019; Liu et al., 2019; Rogers et al., 2020), despite exist-
ing evaluations showing the importance of their consideration, also in low- and middle-income
countries (Faregh et al., 2019; Shannon et al., 2021). Studies evaluating implementation of alcohol
screening and brief interventions have scarcely been focusing on wider environment beyond citing
factors such as time constraints, patients’ beliefs about alcohol, or lack of financial incentives
(Rosario et al.,, 2021). The SCALA study was conducted simultaneously in Colombia, Mexico,
and Peru, providing us with an opportunity to compare the country and policy contexts of the
three countries and their impact on the implementation of alcohol screening.

As the main analysis framework, the model proposed by Ysa et al. (2014), was taken as a starting
point and adapted for the purposes of this study. This model was selected from a range of possible
frameworks considering the factors of the wider environment (e.g. Damschroder et al., 2009; Fleu-
ren et al., 2004; Flottorp et al., 2013; Pfadenhauer et al., 2017), as it focused on our factors of interest
(including structure of healthcare system as a whole rather than only on organisational level), and
provided broad scaffolding, while enabling sufficient flexibility for inductive analysis of factors
within the given categories. The model (summarised in Figure 1 and further described in Appendix
1) builds on two levels of analysis: (1) country factors, which are the general characteristics of the
studied countries (demographics, political structure, values etc.), not directly related to the
implementation of alcohol screening as the studied intervention and (2) policy factors (more prox-
imal to the studied intervention): policy profile of the country (e.g. existing alcohol consumption
and guidelines), strategies (e.g. alcohol-related strategies and policy priorities) and structures
which the intervention is embedded (healthcare system and PC). Later, external shocks category
(unexpected external events impacting the intervention), as framed in Craig et al. (2018) was
also added to the model, due to the onset of the COVID-19 pandemic during the implementation
period.
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Figure 1. Framework for the contextual analyses, adapted from Ysa et al. (2014).

In summary, the current paper aims to describe the initial country and policy context of the
countries in which the SCALA study took place (Colombia, Mexico and Peru), including the impact
of COVID-19; and to evaluate the impact of the country and policy factors, including the impact of
COVID-19, on the implementation of alcohol screening in PC.

Methods
Design

This mixed methods study is part of a broader process evaluation of the SCALA study (Jane-Llopis
et al., 2020). Both qualitative and quantitative data have been collected with the purpose of comple-
mentarity (Palinkas & Rhoades Cooper, 2018) with qualitative data used to describe the country and
policy factors and quantitative data used to present the outcomes of the SCALA study, with data
integration carried out at the point of analysis and interpretation.

Data sources and collection

To describe the country and policy context in each country, targeted desktop research of relevant
sources was performed according to the predetermined list of factors (as described in Figure 1),
based on the framework of Ysa et al. (2014). The lead author searched websites of national and
international organisations for information on demographics, development indices, organisation
of healthcare systems, alcohol-related epidemiology, national strategies, and action plans. Addition-
ally, local research partners in each country were approached to provide any documents they con-
sidered helpful to help describe the country and policy context. With the beginning of the COVID-
19 pandemic, we also started systematically collecting data on the progression and impact of the
pandemic in the countries through the reports from the local implementers.

To map the impact of country and policy factors on the implementation of alcohol screening (as
the primary study outcome), we relied on three main sources of data: logbooks, interviews and pro-
ject documentation.

Every 4-6 weeks, implementation and research partners from each country sent logbooks to the
process evaluation coordinator. The implementers had to shortly describe whether any changes had
occurred on a national or regional level that could an impact the project implementation. The



4 (& D.KOKOLEETAL.

logbooks also contained space to provide information about field visits and feedback received from
the providers. Project documentation refers to project meeting minutes, project presentations and
project reports, which were shared with the process evaluation coordinator after every relevant
meeting. These sources were scanned for any discussions pertaining to the impact of social and pol-
itical context on implementation. Semi-structured (group) interviews (one per country at each time
point) with local stakeholders involved in the implementation (researchers and liaisons with the
participating centres (present in all countries); trainers (Mexico and Peru)) were conducted at
three different time points during the project: prior to implementation of the intervention (Colom-
bia (N =2) and Mexico (N =5) in May 2019), in Peru the interviews were not feasible due to time
constraints; midway through the implementation period (Colombia (N =2), Mexico (N =4) and
Peru (N =2) in November/December 2020); and at the end of the implementation period (Colom-
bia (N=2), Mexico (N=5), and Peru (N =3) in August/September 2021). Group interviewing
rather than focus group discussion was chosen as there was focus on sharing their experiences
and perceptions rather than on the group interaction (Morgan, 1996). The initial topic guides
(before the start of the project) for the interviews covered issues regarding general changes in
the socio-political context, as well as any specific factors influencing project implementation, the
general (non-tailored) materials are available as supplementary material in the protocol (Kokole
et al., 2023). Later topic guides were tailored to each country based on the information obtained
through logbooks and project documentation, to enable the exploration of any issues pertaining
to country and policy context that had emerged during project implementation. Interviews were
conducted in Spanish by the process evaluation coordinator, PhD candidate in background in psy-
chology and health promotion, audio recorded, transcribed, and translated into English. The inter-
views ranged between 30 and 90 min in length. A complete overview of the data collection process is
summarised in Figure 2.

To describe the number of alcohol screenings over time, the number of tally sheets collected
throughout the study period was considered, namely the number of alcohol screenings (appli-
cations of AUDIT-C questionnaire (Babor et al., 2001)) by country and month, as well as the num-
ber of providers applying the questionnaire at least once. Only data from the intervention arms
were considered (not from the control arm), as we assumed that the implementation of the tested
implementation strategies was comparable between the countries (despite some timing and

. ‘1718 ‘19 20 21
Time
121 2 3 456 7 8 91011121 2 3 456 7 8 91011121 2 3 4 5 6 7 8 91011121 2 3 4 56 7 8 910

Implementation period, Implementation period — during COVID-19,

Project phase Recruitment and preparation pre-COVID-19 including the pause in COL and PER*

Desktop research Baseline state and policy factors COVID-19 information

Project

. Access to all project documentation (project meetings, country meetings, project reports)
documentation

-
g
2
g
Logbooks Logbooks sent every 4-6 weeks
Interviews R1 R2 R3
-
2
g Tally sheets Tally sheet collection
g

*

In Colombia, implementation period took place between August 2019 and June 2021, with application of screening paused between March and August 2020 due to COVID-19 restrictions.
In Mexico, the implementation period took place between September 2019 and August 2021.
In Peru, implementation period took place between September 2019 and August 2021, with application of screening paused between March 2020 and May 2021 due to COVID-19 restrictions.

Figure 2. Overview of data collection process.
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execution differences), thus the remaining differences in the outcomes could be attributed to non-
implementation related factors.

Data analysis

The qualitative data obtained through the sources described above were analysed through a com-
bination of inductive and deductive coding (National Institutes of Health, 2018). The analysis was
done in collaboration between one researcher from outside the countries and the research teams
within the countries. First, one researcher (DK) thematically analysed the qualitative data sources
for the country and policy factors that were discussed as impacting alcohol screening during the
implementation period, and mapped those factors to the main framework (as depicted in Figure
1) (Ysa et al,, 2014). Any available explanation on how those factors were purported to have
influenced alcohol screening practices was also extracted, as was categorisation of factors as having
a predicted positive (+) or negative (-) impact on the outcome. The identified factors and assess-
ment of mechanisms and direction of the impact on country level were then additionally checked
and validated by the research teams from each of the studied countries.

Next, SPSS and Excel were used to analyse and present the available outcome data (overall and
monthly number of alcohol screenings and screening providers). Quantitative and qualitative data
were merged for analysis through data transformation (Fetters et al., 2013) (qualitative factors cate-
gorised as having positive or negative impact, and then compared with the quantitative outcomes)
and further compared with the construction of joint display, with both categories of findings presented
side-by-side (Guetterman et al, 2015). Initial assessment and interpretation were done by one
researcher, which were then again validated by the research teams from each of the studied countries.

Ethics

The SCALA study, including the process evaluation plan, has been reviewed and approved by the
research ethics board at the TU Dresden, Germany (registration number: ‘EK 90032018’), and by
the ethics boards in Colombia, Mexico, and Peru. All the interviewed participants provided
informed consent to participation.

Results
Describing the country and policy factors at the beginning of implementation

The key country and policy factors identified at baseline are detailed and referenced in the Appen-
dix 1, based on the 32 identified literature sources, and briefly summarised in Table 1. The three
studied countries are similar in income level, human development and democracy, inequality, cor-
ruption perception as well as in values; therefore, these factors were unlikely to affect differences in
country screening rates. The average per capita alcohol consumption is highest in Peru and lowest
in Mexico, with marked differences between males and females in all three countries. Mexico has
official standards that require inclusion with regard to the information on alcohol use in patient’s
clinical history, and both Colombia and Mexico have standalone alcohol policies and action plans
on the implementation of the policy. In all three countries, there has been a focus on strengthening
PC through reforms, and in Peru, mental health reform was ongoing at the start and during SCALA
implementation.

Mapping impact of the country and policy factors on alcohol screening

The country and policy factors identified as potentially affecting the alcohol screening implemen-
tation in each of the countries are summarised in Table 2 and further detailed in Appendix 2,
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Table 1. Summary of the country and policy factors at the beginning of the implementation and impact of COVID-19.

Colombia

Mexico

Peru

Country factors
(A1-11)*
Country
demographics
Political system
World values
survey
Corruption
perception index
GINI Index
Human
Development
Index

Policy factors:
country profile
(A12-18)
Alcohol
consumption
prevalence
Existing alcohol
screening
guidelines and
practice

Policy factors:
structures
(A19-25)
Organisation of
health system
Organisation of
primary care

Policy factors:

strategies (A26-31)

e population 48,258,494 (2018
data)

e presidential democratic
republic

e upper middle income

¢ high human development

¢ values emphasising the
importance of religion,
parent-child ties, deference to
authority and traditional
family values, as well as
economic and physical
security

¢ higher inequality

¢ higher public sector
corruption

Total alcohol consumption 15+
(in litres of pure alcohol): 5.5
[4.4, 6.6]

Males: 8.8 [7.2, 10.9]
Females: 2.3 [1.8, 2.8]
Alcohol and depression early
detection recommendation
guidelines exist, but no
indication of their use in
practice

Sistema General de Seguridad
Social en Salud (SGSSS, General
System of Social Security in
Health). Most people are
affiliated with the SGSSS
through contributory regime or
the subsidised regime. There is
also the special benefit regime
and private insurance.

In 2016, the new
Comprehensive Health Care
Model (Modelo Integral de
Atencion en Salud, MIAS) was
introduced, with the aim to
strengthen primary health care
delivery and improve
population access to
healthcare, through increasing
the responsibility and decision-
making capacity of health
teams.

Both alcohol policy and action
plans exist

e population 119,938,473
(2015 data)

¢ Unitary semi-residential
representative democratic
republic

e upper middle income

¢ high human development

¢ values emphasising the
importance of religion,
parent-child ties, deference
to authority and traditional
family values, as well as
economic and physical
security

¢ higher inequality

¢ higher public sector
corruption

Total alcohol consumption 15+
(in litres of pure alcohol): 5.0
[4.0, 6.3]

Males: 8.1 [6.5, 10.3]
Females: 2.2 [1.7, 2.7]

Official standards (NOM-028-
SSA2-1999) and (NOM-004-
SSA3-2012) stipulate inclusion
of information on alcohol use
in patients’ clinical history,
application of AUDIT can
count towards productivity
for some types of
professionals

Mexican health care works by
three-tier system: a mix of
social insurance schemes, a
voluntary public programme
for the uninsured, and private
insurance.

In 2015, a Comprehensive
Health Care model (MAI) was
introduced in order to
standardise health care
services, optimise health
resources and infrastructure,
and promote citizens’
participation, which placed
PHC one of the most
important strategies for
healthcare in Mexico.

Both alcohol policy and action
plans exist

e Population 31,237,385 (2017
data)

o Federal presidential
representative democratic
republic

e upper middle income

¢ high human development

¢ values emphasising the
importance of religion,
parent-child ties, deference
to authority and traditional
family values, as well as
economic and physical
security

¢ higher inequality

¢ higher public sector
corruption

Total alcohol consumption 15+
(in litres of pure alcohol): 6.8
[5.7, 8.0]

Males: 10.4 [8.8, 12.3]
Females: 3.2 [2.7, 3.9]

No existing guidelines, mental-
related health screening can
count towards productivity

The Peruvian health care system
consists of four tiers:
comprehensive health
insurance of the Ministry of
Health, social security, armed
forces. national police
insurance, and private
insurance. It is decentralised:
the national level sets overall
policies and frameworks, with
regional and local authorities
being responsible for
implementation.

In 2003, the Ministry of Health
formulated and formalised the
Comprehensive Health Care
Model (Modelo de Atencidon
Integral de Salud, MAIS), but
with limited implementation.
In 2011, Comprehensive Health
Care Model based on Family
and Community (Modelo de
Atencion Integral de Salud
basado en Familia y
Comunidad, MAIS-BFC) was
introduced to further
strengthen primary care.

Only mental health policy and
action plan, no standalone

(Continued)
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Colombia

Mexico

Peru

Alcohol and
mental health

policy

National strategies

and policy
priorities

External shocks
(added later) (A32)
COVID-19
pandemic

First case on 6 March 2020

4.91 million confirmed cases
and 124,883 confirmed deaths
as of 30st August 2021

On 17 March 2020 (Decree 417),
state of emergency was
declared, followed by national
lockdown

Centres stop regular
consultations between March
and June 2020, followed by
gradual reopening

First case of COVID-19 was
confirmed on 28 February
2020
3.34 million cases and 258,491
deaths in Mexico as of 30st
August 2021
No nation-wide lockdown,
instead relying on public
service announcement
campaign to promote social
distancing and hand washing
(Jornada de Sana Distancia).

alcohol policy

Mental health reform: one
pillar is strengthening the role
of primary health care centres
and general hospitals, second
pillar is focused on
establishments of the
Community Mental Health
Centres (CMHCs) to aid shift of
mental healthcare from
psychiatric hospitals to the
community level

First case on 6 March 2020

2.15 million cases and 198,269
deaths in Peru as of 30st
August 2021

State emergency announced
on March 15 (Supreme Decree
N° 044-2020-PCM), strict
national lockdown

Health services restricted to
emergency and COVID-19 care

Some restrictions on state
level

Centres shift focus but do not
stop working

*References are included in Appendix 1.

including interview quotes for additional illustration. The identified factors were classified as gen-
eral (features of the wider environment possibly impacting the overall results of the intervention in
the countries) or time-bound (events during the implementation period that could impact the
implementation during a specific time frame). For each of the factors identified through the quali-
tative investigation, the perceived mechanism and direction of impact is also presented.

Among the general factors, country factors such as characteristics of the population in Colombia
and Peru, and political factors in Peru were identified, all of them perceived to have a negative
impact on the SCALA implementation. In Colombia, the population in the intervention municipal-
ity changed often because they were only temporarily living in the town, meaning the providers had
less opportunity to establish longer-term relationships with patients attending the centre (which
would facilitate conversations about alcohol consumption). In Peru, some patients responded
aggressively to their provider attempting to start a conversation on alcohol, particularly in centres
located in disadvantaged areas with a high crime rate. Additionally, general political instability in
the Peru was reflected also at a regional level, with five regional health authorities’ directors chan-
ging over two years, which hindered attempts to assure continuous project support from the health
authorities. The existing screening practice was perceived to have a positive impact especially in
Mexico, and to some extent in Colombia, but not in Peru. Likewise, policy priorities both in
terms of existence of alcohol policy and policy prioritisation of PC were perceived as having positive
impact in Colombia and Mexico. Healthcare system-related factors such as higher resistance to
study participation among a small subset of unionised providers in Mexico, and general fragmenta-
tion of the healthcare system in Peru were seen as having a negative impact.

Among the time-bound factors, the COVID-19 pandemic had a negative impact in all three
countries, but to a largest extent in Peru, as the activity of the healthcare centres was severely
restricted for the longest period. Other external events negatively impacting the ability of the pro-
viders to screen were anti-government protests across Colombia, including in the intervention



8 (&) D.KOKOLEETAL.

sanuoud
19y10 aJe 319y} se sanoyine [euolbal
9y} wouy 1afosd 3y 40 poddns jo yde| «
(19A9)] 210>
Arewpd Bujuayibusals uo J0U INQ) S2JIUDD
yyjeay |erudaw Alunwiwod Jo uswdoaAsp
- uo SI SNJ0J :WJ0j3J yyesy |eyusw bujobup

siapinoid aued Arewnd Aq ueys

I3y1es ‘|aA3)] [enplalpul uo sisijeads Aq 1jesp

9q p|noys swsajqoid joyodje 1ey) uondadiad
,519pinoid pue sanoyine o0y spes| «

£o110d [oyod|e suojepuels

OU S| 9191 pue ‘anss| |edIpaw/uoidIppe
- Ue se pawelj S| [oyodje ‘syuawndop Adijod uj

92110eud Ul uodNpoIIUI
s} buipadwi ‘Buiusauds joyodje jo 1daduod
1o 11any yum Jerjiwey you (sisibojoydAsd
J0U 3Je oym) siapiroid Jo Ayofew «—
(11 Joy pauresy ate Ay}
se) s)sibojoydAsd jJo urewop e se paJapIsuod
- Buiuaaids ‘saulepinb [eisusb bunsixs oN

sanoylne
yyeay wolj yoddns snonunuod ainsus
01 2NdLIP SI U ‘sabueyd 1UeISUOD 01 NP «—
sieak omi Jano Buibueyd
$1012211p ,SaloyIne yijesy [euoibal
9AY Y}IM [9A3] |euolbai 3y} uo osje paa|yal
- £13unod ay3 ul Ayjigeasul [ednijod [eisusn)

|oyodje punoJe
suol1esianu0d buiels siapiroid papaduwi
‘suonisanb jeuonippe 01 A|aAissaibbe

papuodsal syuaied ‘211U U0 Ul «

(=) SeaJe dWos Ul sajes swld ybiHy

sndoj aJed fewnd sy}
YUM [[9M S1Y U Se sallioyine jeuolbal
9y3 wouy 1afosd 3y Joj woddns «
ased> Aiewnd jo Bujuayibuans
+ uo siseydwsa s 319y} ‘syuswndop Adijod uj

siapinoid pue sanuoyine
Aq pa1dadde 1a113q buiuaaids
[oyodje se yans saydeosdde uonejndod «
£110d Joyodje auojepueis
S| 219y pue ‘anss| yijeay diqnd
+  se pawelj joyod|e ‘spuawndop Adfjod uj

9d10eud ul
uonedidde sy buieyidey ‘Ajjeuoiseddo
1se9| 1e 9d1deud ul 1 buisn pue [Ny
Yam Jejjiwey siapiroid jo Ayofew «—
10151y [e21UID
,S3uanied uj SN [OYOD|e UO UOIIRWIOUI
+ JO uoisnjpul 3e|ndiys spiepuels [ePYyO

(+)

)

SN0}
a1ed> Arewd syl yum |[am sy 1l se saioyine

Jeuoibai sy} wouy 1dafoid 3y Joj poddns «
aJe> fiewnd jo bujuayibuans

uo siseydwa si 919y} ‘syuawndop Adjjod uj

siapinoad

pue sapuoyine Aq paidadde 19naq bujuaaids
[oyode se yans saydeoidde uonejndod «

£o110d

[OYOd[e SuOjepuels S| 43U} pue ‘anss| yijeay
dlgnd se pawely joyodje ‘syusawndop Adijod uj

92130eud ul uonieddde

s buneljdey ‘buruaaids joyodje jo 1daduod
pue [1any Yum Jeijiwey siapiroid sawos «—

2o10eid ul

9SN 19y} JO UOIILDIPUI OU INQ ‘ISIXD SauljIpINb
UOI1BPUSWIWOD3) U0I3I13P A|lea |oyod|y

|OYOd|e 1IN0 SUOIIRSISAUOD
91ey[1De) pjnom ey siualied Huipualie
yum sdiysuopie|as wial-1abuoj ysijgelss
01 siapinoad ayy oy Alunuoddo ss9| «
(usyo sabuey> uonejndod) Ayjedpiunw
uouUdAIAUL 9y} ul uonendod padejdsig

salbajesys

sanuoud fijod :sa03dey fo1j04

salbajells

sanuoud fijod :s10)0e} fo1jod

pdead
bunsix3y

ajyoad £nunod
:sa03dey £d1j04

sio3dey [ed1j0d sioypey £13uno)

uone|ndod sioypey £13unod)

slo)oej jeidusn

nJad

0dIX3\

eIqWo|0)

lopeq

‘Bujuaaids joyodje jo uoneruswsadwi ayy bupuanyul sioe) Adjod pue A13UNod 3Y1 JO MIIAISAQ °T 3]qel



GLOBAL PUBLIC HEALTH (&) 9

(panuiuod)

pasioud jou a1am sianew

1uabin-uou 310219y} ‘Bulusaalds joyod|e

uey} jueyodwi as0w 6-gIAOD YHMm buijesp
pue [BAIAINS WR1SAS d1edy1jeay uo buisndoy «
ainssaid Japun buisde)jod walsAs aiedyljeaH
yiom 01 Buiwod Jou siepirold s|qessunp

Lzoz AeW-0z0z Y21ew
— suoneyjnsuod u:wm‘_:-:o: 10} uado 10U Soljua)

9JOWAUE S3I3UID U] JIOM 0} pamoj|e
10U SuJ3lul Se s1apiaosd paulel) Jo SsoT
0z0t
1snbny-ydtepy pouad ul uonedijdde
199ys A||e1 YlIM SNUIIU0D SIIIUID
9 ‘Bujud3IdS |0YOod[e YIIM SNUIIUOD
0} J3Y19yMm 3S00YD 0} J|qe e S «
dJowAue sa13ud Yy}
U1 >JOM 01 PIMO||e 10U 4. SUIDIUI [eIIPIIN
siapinoid bujuiewsas Joj peopiom ybiy
“Jaom 03 bujwod 1ou siapiroid d|qelauinp
dduepusnie juaned paseasdsp
‘(suoneupddea Jaje| ‘bunsal) 61-AINOD
YHMm [eap 0 yiom siapiroid Jo sndojey
Jauuew papusal
- ut 319q|e ‘bunessdo anuiIUod SAIIUD)

(199f04d By3 buuiof Swos pue) sa11UD
a1 Aq pakojdwa siapinoid mau ‘sa13uad
9y} pusne 03 3|qibie siusned slow «
(61-AINOD O
anp uonejuswsa|dwi pake|dp Yyim ing
020z Asenuer wouy buiness) uonejndod
J0 ued Jabie| bulaAd (IgYSNI)
+ 9WIYDS dURINSUI M3U JO uoneuawa|dw)

pouad siy1 ur bujusaids joyode
wioiad 03 siapiroid Joy Ayunuoddo ou «
$anss| paieRi-61-AIA0D YHM
Buieap uo sndoy ‘siapiroid 1oy peoppiom JaybiH
$H|Se] PI1e[aJ 61-PIAOD MBU 31EPOWWIOIIE 0]
$311Udd 3y} Jo uonesiuebloal 0zog Isnbny oYy
020z 3snbny-ydiely usamiaq
- suofieynsuod juabin-uou 1oy usado Jou SaIUI)

uolsod
113y} pue 311Udd Y} dAB3| 0} dARY USYO AIDA
£3y3 ‘1eak ay1 jo pua ay3 Aq Ajjesauab ‘aaidxa
spesiuod siapinosd bunedpiied uayp <
(1eak diysutayul [eand) |eins
- oue, K101ebijqo jo ued se spenuod Alejodwa]

suoipdysal 61-dIA0D Jo Pedwj

wdjsAs asedyyjeay bunsixy

sanuoyine yyesy
leuoibas 3y ulyum Anjigessul diysispes)
9y} JO 95NeI3Q S2J3UID Y} 0} SSIIE UIeIqO
01 }ndyip 3d1desd ul sem Y ‘sarioyine
yieay [euoibal ayy ybnoiyy Ajuo sem
(S243U32 3Y1 1INJD3I 01) WISAS aiedyljeay
9y ui juiod AU ulew 3Y) ISNeIDq «—
uolielbaul [eI1IA
- pue wa)sAs aiedyyeay ayi jo uoneiuswbel

Aoud sAemje 1ou Buiuaaids
|0yod|e ‘(33135 ey Joy yse suanied Ji Ino
paued 3q 1SnW SIson2Jagni oy buluaaids)

SIINAILDR U9IMID( 129]9S 01 dAeY sJapinosd «
aJe> Alewnd
(=) ul uo uonpadwod BuludIdS SISoNIAgNL

sio)de} punog-awij

peopjiom |euonippe isulebe

uoipaloid buipiroid uonesiuolun «—
siapinoid pasiuoiun
3y1 buowe sanIAde [euonippe

() ul uopeddiued Joj duesisas JBYDbIH

Aioud sAkeme Jou buiuaaids
[oyodje ‘saniAnde aanuaraid 3jqissod
[BIDARS UIIMIIQ 1I3[3S UBD sJapinoid «
puane o031 siapiroid oy sbujuiesy
J9y10 e au9y} ‘s1oafosd uonusanaid
pue uonowouid J3y1o jo uonadwod
(-) sueaw os|e aied Arewd uo snxo4

fyoud sAkemje Jou bujuaaids
[oyode “saniAlde aAuaAId 3|qissod [eIanas
US3MI3( 123]3s URd suoliniisul aJed Alewd «
s13foid uonuanaid pue uopowoud Jaylo jo

(-) uonnadwod suesaw osje aied> Arewud uo sndo{ sanuoud £ijod

aiedyyjeay

wa)shs $34N1oN4)S

:sa03dey £d1j04

salbajeuys
:s10)oey £d1]04



10 (& D.KOKOLEETAL.

‘(dwod1no

paulWwexa 9yl WoJj pauleladse 3 J0uUed Ing) AWodIno yum paleposse A|qissod 1oedwi aaiebau (-) 2wo1no yum paleposse A|qissod 1oedwi aAiHsod :(+) *(S9WO2IN0 paujwexa ay) uiejdxs ued)
aWO0IN0 YUM pajeldosse A|ay1| 10edwi 9A11eHIU — (BW00IN0 Yum paledosse A9y 12edwl aAIsod : + :1oedwi Jo UOIIB4IQ "DW0IN0 Y3 10edWi PINOM J0138) 93Ul YdIYyMm AQ WISIUBYIDIW «— J01DE SDION

(uoneumden ‘axue||ilaAINs)
uolIuUaAdAd Xea1gIno SI|Sesw Uo YIoM
119y} 12341paJ 0} dARY SI9PIAOID SWOS «—

0702 Yau1e/Areniga
ur 31D 0JIX3A Ul }BIGINO SI|SeIN

+/-

199415 3Y1 UO US|OIA pue uondnisip dyjesl
01 9np 2J1U3d 3y} buipusne syuaned ss3| «

LZ0Z Kew/|udy ur eydeos Guipnppul
‘eIquiojo) ssoude s1sa10id pareanow Ajjedijod

$9J43U3d Y3 ul buluaalds jo suopeddde

Buibeinodus pue sjeob Huias uo duINuUI
pey uoidweypd 1d3foid ay3 ‘wud) JIay) buunp «

(0Z0T |udy jo peaisul 0Z0Z

13QWIAON) SUOIDIISAI pale|RJ-61-AINOD

0} 9Np pPapuIXd dlepuew se Jabuo| uousod

Jenauaniul ayy uo Keis 03 3|qe ale A3y}

ing - Ayjedpiunw uonuaAIRUl Ul uoisod

[elUSN|JUI UO WJd) J3y buipus uoidweyd
13fosd 03 Bunnquiuod suond3f |euolbay

SYP0Ys [eusaixy

sio)dej Id9Yyjo
yum pedwi 61-4IA0D J0 uondeId]

slo)>e) punog-awij

nJad

0dIX3\

eIqWo|0)

lope4

‘panunuo) *z ajqey



GLOBAL PUBLIC HEALTH 11

municipality of Soacha in the end of April 2021 (through decreasing patient attendance in the
centres), and a measles outbreak in Mexico in February/March 2020 (through redirecting providers’
priorities to manage the outbreak). Some time-bound factors related to existing healthcare systems
were also identified as relevant, such as yearly termination of providers contracts in Colombia, and
introduction of the new insurance scheme in Mexico (Instituto de Salud para el Bienestar), which
through increased coverage increased patient attendance, and allowed some centres to employ new
providers (some of which ended up joining the study). Finally, a combination of political factors
and COVID-19-related changes affected the length of the term of the project champion on the
influential position in Colombia: initially, the project champion would have to end her term in
April 2020 due to election-related changes of personnel, but this was then delayed due to
COVID-19, so the project champion was able to stay in the (influential) position five additional
months. In conclusion, in Peru, all of the identified contextual factors negatively impacted the
implementation, whereas in Mexico and Colombia, both facilitating and hindering factors were
identified.

Association with the outcome - general factors

In the previous section, we presented the factors identified through qualitative data collection and
their perceived direction of impact. In this section, we used those factors to help explain the quan-
titative results of the study. While the large majority of screenings should be primarily attributed to
the implemented activities related to training and community support in each of the countries,
which despite the local tailoring represented comparable amount of implementation dosage (for
detailed list of implemented activities, see Appendix 3), the overall country differences can (at
least partially) be attributed to the specifics of the country contexts.

Figure 3 presents some key outcomes in each of the countries and uses the identified policy fac-
tors to help explain the comparative country differences. The general positive factors possibly
explaining the comparatively higher overall numbers of screenings in Colombia and Mexico
were the prioritisation of PC and the consideration of alcohol as public health issue, meaning
that the project fitted well within wider policy priorities, leading to support from the (regional)
health authorities. On the other hand, the comparatively lower number of screenings in Peru
could be explained by a combination of: a weak PC system and implementation of a mental health
reform redirecting the priorities away from PC; the framing of alcohol as an addiction (leading to
perception that that alcohol problems should be dealt by specialists on individual level, rather than
by PC providers), general political instability in the country which trickled down to regional health
authorities, and the COVID-19 bringing the already under-resourced healthcare system to the
brink of collapse.

In Mexico, the existing alcohol practice and guidelines (official standards stipulating inclusion of
alcohol use in patient’s medical file), could explain both the comparatively high number of provi-
ders conducting screening, as well as the high number of screenings at baseline; providers were (at
least occasionally) already using the instrument in their daily practice. When considering the aver-
age number of screened patients however, we can observe that Colombian providers on average
screened a much higher number of patients compared to their Mexican and Peruvian counterparts.
One possible explanation of this finding could be that in case of Colombia, the community support-
related activities implemented as part of SCALA (such as involving an individual in an influential
position as a project champion, regular communication with providers through in-person contact,
setting targets and monitoring screening numbers, and small financial incentives for the highest
screening providers), could have contributed to the higher average number of screened patients
per provider, and ultimately to the highest number of patients screened (despite the lower number
of screening providers among the three countries).

Finally, there was one similarity between the countries: in all three, a small number of providers
was responsible for conducting a large proportion of screening: the top five screening providers in
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each of the countries (representing 7%, 4% and 10% of all screeners respectively in Colombia, Mex-
ico and Peru) screened 46% (Colombia), 39% (Mexico) and 42% (Peru) patients. This could be
explained by the Pareto principle, a version of power law which in which the majority of conse-
quences can be attributed to a small number of causes (Pareto, 2014).

Association with the outcome - time-bound factors

Figure 4 presents the monthly number of screenings and screening providers by country and over-
lays the time-bound factors identified in Table 2 to see if they could contribute to the explanation of
the screening numbers throughout the implementation period. Periods in which the providers were
trained are also noted, as training has been shown to have an impact on screening practices (Ander-
son et al., 2021), explaining the general increase in the screening uptakes after the training period.
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In Colombia, a decrease in the number of providers and screenings was observed in December
and January every year, which may be due to the end of contracts as described above (although the
decrease in December can also be partially attributed also to holiday-related decreased patient
attendance). Between March and August 2020, providers were not screening because of COVID-
19-related restrictions. After restarting the project in August 2020, screenings again increased,
until November 2020 when a decrease can be observed after the departure of the project champion.
This was mitigated by the next round of training (as well as community support activities described
in the previous section), and the number of screenings culminated in April 2021, with further
decreases possibly related to the anti-governmental protests (as described in Appendix 2) starting
at the end of April and continuing in May, in combination with a new COVID-19 wave.

In Mexico, there were fewer external factors influencing the monthly trajectory of screening.
After the training and booster session-related increases in screening numbers in the first months
of the implementation period, the number of screenings started decreasing in March 2020, likely
due to a combination of preparation for the COVID-19 pandemic and response to the measles out-
break. While small number of providers continued with screening in the early months of the pan-
demic, the number of screenings and screening providers only picked up with the next round of
training. The subsequent increase could partially be attributed also to new providers joining the
project after being employed due to the expansion of the new insurance scheme (INSABI, described
in Appendix 2).

Finally, in Peru, COVID-19 had the greatest impact, making it impossible to conduct any alcohol
screening between March 2020 and May 2021, due to the impact of the pandemic on the whole
country and its healthcare system.

Discussion

This paper describes the country and policy context of Colombia, Mexico and Peru, and explores
which country and policy factors appear to have contributed to alcohol screening rates by the PC
providers in these three countries.

Our findings reveal that the country factors did not substantially differ between the three
countries in question, and were therefore unlikely to explain country differences in the alcohol
screening numbers, apart from the political factors, such as general political instability in Peru
and (regional) governmental election leading to changes on the organisational level of the Colom-
bian centres. Policy factors, on the other hand, especially existing practice, policy priorities and
healthcare system structure were likely to contribute to country differences in the study outcome
(alcohol screening numbers). External shocks (including COVID-19 pandemic) also negatively
impacted the number of screenings.

In Colombia and Mexico, the policy context was overall supportive, facilitating the alcohol
screening implementation. Policy framing of alcohol as a public health rather than medical issue
likely contributed to better acceptance of alcohol screening as a population health approach
among the PC providers and managers, which could explain our previous findings that doctors
were more likely to both participate compared to other professional roles (nurses, psychologists
etc) (Kokole et al., 2022). Presence of national policy plans or programmes has previously been
shown to facilitate implementation of mental health-related programmes in PC in low- and
middle-income countries (Esponda et al., 2019). Another important factor was existing alcohol
screening practice, which can explain the higher number of providers participating in Mexico, as
they were already familiar with using AUDIT due to the official standards stipulating inclusion
of alcohol use information in patient history. The existence of experienced providers can also
explain the high levels of alcohol screening-related self-efficacy at baseline in Mexico compared
to other participating countries, and its association with higher likelihood of screening (Kokole,
Jané-Llopis, et al., 2021). However, despite the existing practice, the average number of screenings
per provider was similar in Mexico and Peru, potentially indicating the impact of commonly
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mentioned barriers such as lack of time in consultation on practice (Rosario et al., 2021). Alterna-
tively, in Colombia, the comparatively smaller number of screening providers that contributed to
the overall highest number of screenings suggests the exceptionally strong impact of the community
support activities implemented as part of SCALA, and their interaction with both the wider
environment and the organisational context. Despite the existence of the supportive policy context
in the both Mexico and Colombia, however, effects of unforeseen events on the alcohol screening
could still be noticed on smaller time-scale: disease outbreaks served to redirect providers work pri-
orities in Mexico, and anti-government protests in Colombia led to decreased patient attendance.
External shocks such as political events and disease outbreaks have previously been identified to
negatively impact the resilience of health workers and health systems (Sripad et al., 2021).

In Peru however, the context was very unsupportive already before COVID-19 pandemic hit due
to a mix of political (instability among the regional health authorities) and policy-related factors
(decentralisation of the healthcare system, lack of focus on strengthening PC, and alcohol being
seen as an addiction rather than a public health issue). This policy context also explains some of
our previously published process evaluation findings, for example, the perceived lack of guidelines
and available screening instruments as a barrier (Kokole, Mercken, et al., 2021) and higher proportion
of participating and screening psychologists in comparison to other professional roles (Kokole et al.,
2022). Furthermore, the lack of external encouragement to participate in the study, as well as lack of
previous education in alcohol prevention provision, could explain their comparatively higher thera-
peutic commitment (Kokole, Jané-Llopis, et al., 2021) and very high appreciation of the training ses-
sions (Kokole et al., 2022). More simply put, in this unsupportive environment, the Peruvian
providers who ended up joining the SCALA study were those with higher intrinsic motivation to
learn about the alcohol prevention provision, but less previous education in it.

Implications for research and practice

The main implication of this study is the necessity of considering the wider environment in which
an intervention is to be implemented, especially when seeking to scale relatively novel healthcare
practices. Several reviews evaluating implementation strategies, both in the field of alcohol screen-
ing and other alcohol and mental health interventions (Louie et al., 2021; Piat et al., 2021; Williams
et al., 2011), found few or no implementation strategies targeting the wider environment, likely
because they are difficult to target — although some factors can be considered more modifiable
than others (Bruns et al., 2019). When it comes to modifiable factors such as introducing policies
(on healthcare level or broader), strategies such as knowledge brokering, policy briefs, workshops or
targeted messaging can be used, although more research is necessary into their effectiveness, taking
into account that low resource intensity might be better suited (Sarkies et al., 2017). While the need
for such research is increasingly being recognised (Emmons & Chambers, 2021), as a starting point,
researchers and implementers should at least map the relevant characteristics, especially policy-
related factors (e.g. policy priorities related to the intervention, or structure and incentives of the
broader healthcare system in case of a healthcare innovation) at baseline, and plan to capture
any changes throughout the implementation phase.

A related question is how should the assessment of the wider environment impact the attempts
to scale-up; are the countries identified as having an unsupportive implementation context auto-
matically excluded, knowing that much more effort will be needed for a (comparatively) smaller
output? We would advise against that, as scale-up should primarily be based on the need, followed
by the availability of the resources. Examination of the wider environment (in combination with
assessment of the local stakeholder network and locally relevant factors) can aid in knowing how
to best use those resources and, in line with systems approaches, which leverage points should
be targeted to achieve the largest change (e.g. Meadows, 1999).

A theoretical implication based on the examination of existing literature in this field is the need
for greater clarity on how the term ‘context’ is used. While all definitions (Moore et al., 2014; Nilsen
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& Bernhardsson, 2019; Pfadenhauer et al., 2017; Steckler & Linnan, 2002) include the wider
environment, some are broader, and include also additional factors beyond the wider environment
as described in the introduction (e.g. Moore et al., 2014; Nilsen & Bernhardsson, 2019). This can
hinder search for the relevant literature, e.g. sometimes individual attitudes are already framed
as ‘contextual factors’ (Rogers et al., 2020). There is an increasing number of studies recognising
the importance of the wider environment, especially in low- and middle-income countries, but
there is no consistent term that is used across literature — terms ‘wider environment’ (Nilsen &
Bernhardsson, 2019), ‘macro context’ (Willging et al., 2021) or simply ‘context’ are used inter-
changeably, and concepts such as ‘outer setting’ (Damschroder et al., 2009, 2022) or ‘social, legal
and political factors” (Flottorp et al., 2013) are used in the implementation frameworks to denote
this category.

Limitations

The main limitation is that due to the explicit contextual nature of the research, it is not possible to
generalise the findings to other settings. For example, while the country context was largely similar
in the three Latin American countries and did not appear to contribute to country differences in this
study, this might not be the case in multi-country studies with a differing country context. Further-
more, the identified general factors are not static and reflect the situation during the study period
(in the years 2018-2021). Rather than providing absolute claims about the factors relevant across all
contexts, our aim is to point towards categories to consider when implementing future interven-
tions, as well as to provide an approach that can be used to assess the country and policy contexts
and their contribution to outcome, which will inevitably show up in differing constellations in other
studies. Related to this, the outcome data came from single regions rather than from the entire
country, and the impact of the same contextual factors might be different in other regions within
the same country. Secondly, the data collected for the qualitative part to certain extent reflected per-
ceptions of the implementers in the three countries and might be therefore be criticised of for being
overly subjective (especially the interpretation of the event impact, rather than the event itself). To
mitigate this possibility, we interviewed at least two people in each country. Additionally, the results
were analysed by a researcher not living in any of the studied countries, which provided an oppor-
tunity to balance the internal (in the countries) and external (outside the countries) perspectives.
Integration with the quantitative outcome data also allowed us to confirm the hypothesised direc-
tion of the impact at least for some of the identified factors. Finally, in terms of the initial baseline
context description, we had to limit our scope and decided to focus on certain set of country and
policy factors, as it would be too time- and resource-intensive to consider all possible wider
environmental factors. This means we may have missed the description of some baseline factors
that could also be relevant for better situating our study. However, we allowed any additional factors
to emerge with the subsequent qualitative investigation.

Conclusion

Country factors could not explain the outcome differences between countries as the three countries
were comparatively similar in many of the relevant dimensions. The only exception was political
factors, which impeded alcohol screening, particularly in Peru. Policy factors such as the prioritisa-
tion of primary care, framing alcohol as a public health issue, and existing alcohol screening prac-
tice, helped to facilitate the implementation of alcohol screening on a larger scale, as seen in
Colombia and Mexico. External shocks (including COVID-19 pandemic) substantially and
adversely affected alcohol screening. Wider environmental factors should be captured and moni-
tored in future implementation interventions, and better conceptualised within the field of the
implementation science.
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