



Online Resource 1
Standards for Reporting Qualitative Research
	Title and Abstract
	Page/line no(s)

	
	Title - Concise description of the nature and topic of the study Identifying the study as qualitative or indicating the approach (e.g., ethnography, grounded theory) or data collection methods (e.g., interview, focus group) is recommended
	3/48

	
	Abstract - Summary of key elements of the study using the abstract format of the intended publication; typically includes background, purpose, methods, results, and conclusions
	1/1

	
	
	

	Introduction
	

	
	Problem formulation - Description and significance of the problem/phenomenon studied; review of relevant theory and empirical work; problem statement
	3/73

	
	Purpose or research question - Purpose of the study and specific objectives or questions
	3/92

	
	
	

	Methods
	

	
	Qualitative approach and research paradigm - Qualitative approach (e.g., ethnography, grounded theory, case study, phenomenology, narrative research) and guiding theory if appropriate; identifying the research paradigm (e.g., postpositivist, constructivist/ interpretivist) is also recommended; rationale**
	 4/96

	
	Researcher characteristics and reflexivity - Researchers’ characteristics that may influence the research, including personal attributes, qualifications/experience, relationship with participants, assumptions, and/or presuppositions; potential or actual interaction between researchers’ characteristics and the research questions, approach, methods, results, and/or transferability
	8/181

	
	Context - Setting/site and salient contextual factors; rationale**
	 
8/167

	
	Sampling strategy - How and why research participants, documents, or events were selected; criteria for deciding when no further sampling was necessary (e.g., sampling saturation); rationale**
	8/169

	
	Ethical issues pertaining to human subjects - Documentation of approval by an appropriate ethics review board and participant consent, or explanation for lack thereof; other confidentiality and data security issues
	5/101

	
	Data collection methods - Types of data collected; details of data collection procedures including (as appropriate) start and stop dates of data collection and analysis, iterative process, triangulation of sources/methods, and modification of procedures in response to evolving study findings; rationale**
	 8/179

	
	Data collection instruments and technologies - Description of instruments (e.g., interview guides, questionnaires) and devices (e.g., audio recorders) used for data collection; if/how the instrument(s) changed over the course of the study
	 8/179

	
	Units of study - Number and relevant characteristics of participants, documents, or events included in the study; level of participation (could be reported in results)
	 8/185

	
	Data processing - Methods for processing data prior to and during analysis, including transcription, data entry, data management and security, verification of data integrity, data coding, and anonymization/de-identification of excerpts
	 9/196

	
	Data analysis - Process by which inferences, themes, etc., were identified and developed, including the researchers involved in data analysis; usually references a specific paradigm or approach; rationale**
	9/194

	
	Techniques to enhance trustworthiness - Techniques to enhance trustworthiness and credibility of data analysis (e.g., member checking, audit trail, triangulation); rationale**
	9/205

	
	
	

	Results/findings
	

	
	Synthesis and interpretation - Main findings (e.g., interpretations, inferences, and themes); might include development of a theory or model, or integration with prior research or theory
	9/208

	
	Links to empirical data - Evidence (e.g., quotes, field notes, text excerpts, photographs) to substantiate analytic findings
	 N/A

	
	
	

	Discussion
	

	
	Integration with prior work, implications, transferability, and contribution(s) to the field - Short summary of main findings; explanation of how findings and conclusions connect to, support, elaborate on, or challenge conclusions of earlier scholarship; discussion of scope of application/generalizability; identification of unique contribution(s) to scholarship in a discipline or field
	13/299

	
	Limitations - Trustworthiness and limitations of findings
	18/410

	
	
	

	Other
	

	
	Conflicts of interest - Potential sources of influence or perceived influence on study conduct and conclusions; how these were managed
	See Title document

	
	Funding - Sources of funding and other support; role of funders in data collection, interpretation, and reporting
	See Title document


	
	
*The authors created the SRQR by searching the literature to identify guidelines, reporting standards, and critical appraisal criteria for qualitative research; reviewing the reference lists of retrieved sources; and contacting experts to gain feedback. The SRQR aims to improve the transparency of all aspects of qualitative research by providing clear standards for reporting qualitative research.
**The rationale should briefly discuss the justification for choosing that theory, approach, method, or technique rather than other options available, the assumptions and limitations implicit in those choices, and how those choices influence study conclusions and transferability. As appropriate, the rationale for several items might be discussed together.
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Online Resource 2
Matrix of Adaptations, Characterized Using FRAME-IS
	FRAME-IS module
	Summary

	Module 1: Brief description of EBP, implementation strategy, and modification

	The EBP being implemented is
	Pediatric Early Warning System (PEWS) Score

	The implementation strategy being modified is
	Proyecto EVAT

	The modifications being made are[footnoteRef:1] [1:  Reflects a conceptual overview of the major adaptations made in the development of PASHA. Additional details and examples are discussed in the remainder of the table and the Results section] 

	-Regional expansion outside of Latin America
-Language translation (Spanish to English)
-Reduced dose of implementation support
-Team restructuring (narrowing core implementation staff; regional consultant, routine in early Proyecto EVAT, evolved to Centers of Excellence)
-Restructuring format (reduced content, timeline, live training; accelerated pace of content mastery)
-Center-level data only, no patient-level data 

	The reasons for the modifications are[footnoteRef:2] [2:  Reflects a conceptual overview of the major motivating factors leading to the development of PASHA. Examples of specific reasons driving individual modifications are included in the remainder of the table and the Results section] 

	-Reduce human resources, implementation support, and program timeline to scale-up globally  
-Trial a virtual training platform to facilitate PEWS implementation in a new region, despite language, cultural, and time zone differences 

	Module 2: What is modified?

	Content
	-Condensed curriculum with about 50% of topics removed 
-Simplified data collection to exclusively center metrics
-Accelerated pace of content mastery (multiple topics covered per week)
-Curriculum designed for an adaptive, virtual learning platform
-Prerecorded training content tailored for a virtual learning platform (replaced PowerPoint presentations via Zoom)
-Language (from Spanish to English)

	Evaluation
	-Feedback surveys following each module are built into the new learning platform (replaced informal feedback exchange within scheduled biweekly live meetings)

	Training
	-Condensed to a minimum of five months (from a minimum of 18 months)
-Accelerated pace of mastery content 
-Asynchronous, self-paced format comprised of modules
-Content-driven live meetings (replaced biweekly live meetings)
-Adaptive, virtual learning platform
-Incorporates assignments to reinforce content mastery and enable progression 
-Removal of individualized center support sessions (retroactively added)
-Removal of site visits (retroactively added)
-Shifting onboarding (pre-training orientation to facilitate hospital-wide investment, including minimum resources required, participation contracts) to the training phase 

	Context
	-Regional expansion outside of Latin America
-Convenience sampling recruitment (rather than application-based)
-Minimally staffed St. Jude implementation team 
-Reduced St. Jude implementation team-led communication and programmatic support (centralized via Cure4Kids (C4K)—a familiar platform, then expanded to e-mail and WhatsApp[footnoteRef:3]) [3:  https://www.whatsapp.com/] 

-Ad-hoc creation of a PASHA Local Implementation Coordinator/Program Manager to facilitate data management
-PASHA Regional Consultant 

	Module 3: What is the nature of the content, evaluation, or training modifications?

	Shortening/condensing
	-overall content reduction allowing for shortened strategy timeline
-less time dedicated to onboarding and training 

	Removing/skipping
	-initial removal of cohort-wide biweekly programmed live meetings during training 
-removal of onboarding workshops 

	Loosening
	-implementer-led communication via C4K

	Adding
	-C4K (novel application for PEWS training)
-added training elements on C4K
-module evaluations on C4K
-individualized supplementary data management review sessions
-ad-hoc creation of a PASHA Local Implementation Coordinator/Program Manager to facilitate data management

	Substituting
	-initially centralized on C4K

	Integrating another strategy
	-addition of site visits
-removal and subsequent addition of programmed individualized center check-in meetings and scheduled communication
-removal and subsequent addition of scheduled feedback with each programmed biweekly session

	Repeating
	-individualized supplementary data management review sessions

	Departing, returning to original strategy
	-variability in type and availability of training package materials

	Tailoring
	-adaptive, virtual learning platform for asynchronous learning utilizing more prerecorded content than live training
-English-language training content
-individualized support and communication through the PASHA regional consultant

	Drifting
	-variation in availability of training package (electronic material) pre-pilot by center; variation in supplementary materials distributed

	Spreading
	-multiple topics covered between scheduled live meetings

	Module 3, Optional Component: Relationship to fidelity/core elements?[footnoteRef:4] [4:  Modifications not detailed below are considered fidelity-unknown] 


	Fidelity-Consistent
	-incorporating a regional consultant  
-addition of programmed individualized center check-in meetings and scheduled communication (to reflect biweekly schedule of Proyecto EVAT)
-site visits (routine in early Proyecto EVAT)
-extension of projected timeline

	Fidelity-Inconsistent
	variability in availability of standardized training package (discrepant between centers based on their individual progress in relation to the projected timeline)

	Module 4, Part 1[footnoteRef:5]: What is the goal? [5:  Module 4, Part 2 is discussed in the Results section ] 


	-increase reach and adoption of PEWS by using an adaptive, virtual, asynchronous learning platform to train implementers of diverse backgrounds, regardless of location and/or time zone
-increase PASHA fit through contextual adaptations to streamline timeline of implementation and loosen structure to facilitate program completion regardless of resource level
-increase health equity and decrease disparity by increasing access to a resource-adapted implementation strategy for PEWS
-reduce PASHA’s implementation facilitation dose to maximize feasibility and sustainability

	Module 5, Part 2[footnoteRef:6]: Is modification planned? [6:  Module 5, Part 1 is discussed in the Results section] 


	-most adaptations were proactively planned by the St. Jude team in PASHA development[footnoteRef:7] [7:  See Figure 4 for further categorization of planning] 


	Module 6: Who participates in the decision to modify?

	-the St. Jude team was responsible for most modifications; however, modifications that were reactive were influenced by the implementers and infrequently by bedside staff who are asked to implement PEWS 

	Module 7: How widespread is the modification?

	-large-scale contextual modifications such as region and language affected the specific hospital, St. Jude implementation team, and implementers; remaining modifications affected the St. Jude implementation team and/or the implementers
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ADAPTING A STRATEGY FOR RESOURCE-LIMITED SETTINGS
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