Case Example: CFIR
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Overview: This article examines managers’ and frontline providers’ perspectives on barriers and facilitators affecting the implementation of differentiated service delivery (DSD) models for HIV treatment in Mozambique, using the Consolidated Framework for Implementation Research (CFIR) to organize data collection and thematic analysis. After Mozambique’s Ministry of Health rolled out eight national DSD models in 2018 (including fast-track refills, three-month ART dispensing, community ART groups, adherence clubs, family-based care, and three one-stop-shop models), the authors conducted 20 in-depth interviews across national, provincial, district, and facility levels to understand why some models were implemented more successfully than others. 

Key findings indicate that several CFIR constructs consistently shaped implementation across models. Relative advantage, reduced complexity, responsiveness to patient needs/resources, and active monitoring/evaluation were perceived as major facilitators, while limited resources and insufficient access to training/knowledge emerged as dominant barriers, especially at the facility level. Individual models such as fast-track and three-month dispensing were viewed as easiest to implement and most effective at reducing workload, leading to their widespread uptake. In contrast, group-based models (community ART groups and adherence clubs) were seen as harder to sustain in urban areas due to stigma and disclosure concerns, and they were more vulnerable to staffing shortages. COVID-19 functioned as a major contextual influence: it accelerated adoption of models that minimized clinic visits and temporarily disrupted group models. The authors conclude that DSD models are broadly advantageous for both clients and the health system, but successful scale-up depends on stable resources, ongoing provider training, and leveraging lessons from COVID-era adaptations to optimize future implementation.

Population: Managers and providers from the Ministry of Health (MISAU) from all levels of the health system

Topic: Identifying barriers and facilitators for the implementation of eight differentiated service delivery (DSD) models for HIV treatment in Mozambique

Setting: Mozambique in Maputa City, Sofala province, and two districts and four health facilities

Type of Study: Qualitative 

Framework(s): CFIR

Implementation stage: Ongoing implementation

Community partnership focus: Collaboration with implementing partners who support and fund some of the models

HIV pillar(s): Treat 

Implementation strategies: Provider training, planning, continuous monitoring and evaluation, systems adaptation

Where TMF was applied: Data collection and thematic analysis
How TMF is operationalized: CFIR was operationalized through a thematic analysis using an iterative deductive–inductive approach. The CFIR codes were systematically rated for both valence and strength. This systematic rating was used to characterize determinants across the eight different DSD models.
Contribution to D&I Science:
This article contributes to D&I Science by providing a theory-guided explanation of why eight differentiated service delivery (DSD) models for HIV treatment succeed or stall in a real-world, resource-constrained health system. By applying the Consolidated Framework for Implementation Research (CFIR) to guide qualitative data collection and deductive thematic analyses, the study identifies implementation determinants that shape implementation success and failure across the eight DSD models.within the same policy environment. The CFIR constructs of Relative Advantage, Complexity, Patient Needs and Resources, and Reflecting and Evaluating were identified as drivers of implementation, whereas Available Resources and Access to Knowledge and Information were identified as barriers to implementation. 

[bookmark: _Int_yT9GK4G4]The study deepens implementation knowledge by showing how context and model fit influence, reach, and sustainability. It highlights that “simpler” models like fast-track refills and multi-month dispensing were implemented more successfully because they aligned with staffing realities and patient priorities. Group-based models were more vulnerable to stigma, disclosure concerns, and urban mobility, which illustrates how social and structural conditions can enable or constrain DSD effectiveness. The paper also captures COVID-19 as a naturally occurring implementation shock that accelerated certain models and disrupted others, offering D&I science a concrete example of how outer-context events affect implementation trajectories. These insights strengthen the field’s understanding of scaling treatment innovations in low resource settings, and emphasize that sustainable implementation depends on matching intervention design to system capacity, workforce support, and local social dynamics. 
