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Summary
Globally, people living in rural and remote areas experience poorer healthcare access and outcomes than urban 
populations. Applying implementation strategies that support the translation of evidence-based healthcare in-
terventions may help reduce these inequities; however, real-world implementation is complex, and it remains un-
clear how strategies are applied and tailored to rural and remote contexts. This scoping review synthesised evidence 
on implementation strategies for healthcare interventions in rural and remote settings of high-income countries. 
Five databases (Ovid MEDLINE, Embase, Cochrane CENTRAL, CINAHL, Web of Science) were searched for peer-
reviewed studies published between 1/1/2000 and 25/10/2024. Extracted data were synthesised using a descriptive 
narrative approach. From 11,887 records, 78 papers (75 studies) met inclusion criteria. Implementation efforts were 
multifaceted, commonly drawing on strategies from three Expert Recommendations for Implementing Change 
clusters: train and educate stakeholders (n = 70, 93%), use evaluative and iterative strategies (n = 55, 73%), and develop 
stakeholder interrelationships (n = 48, 64%). Few studies (n = 21; 28%) reported rural-specific design features. 
Although implementation in rural and remote contexts has focused on provider-level strategies, there is a need to 
also address system-level determinants to implementation. Context-specific design, meaningful engagement with
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local communities and stakeholders, and clearer reporting are essential to optimise implementation and reduce 
rural-urban health disparities.

Copyright © 2025 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND 
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction
Globally, populations residing in rural and remote 
communities experience marked, persistent disparities 
in health access and outcomes compared to their urban 
counterparts. 1,2 Sparse population distributions over 
large geographical landmasses make the delivery of 
healthcare challenging in these contexts. 3,4 A maldis-
tribution of the health workforce across rural and 
remote areas, in addition to other systemic factors, 
contributes to inequity and adds to the complexity of 
implementing evidence-based interventions. 2,4,5 

Effective implementation of evidence-based health-
care interventions—broadly defined as the evidence-
based practice, program, policy, process, or guideline 
recommendation(s) being implemented 6 —is necessary 
for improving healthcare quality and outcomes, 
including for rural and remote populations. 7 Over the 
past two decades, research examining how to translate 
evidence-based interventions into practice has increased 
substantially. 8 Yet, implementation is a complex process, 
and in many cases, effective interventions are not 
adopted, implemented, or sustained. 9 Given the chronic 
workforce and health inequity challenges in rural and 
remote healthcare settings, 5,10 the uptake and integration 
of evidence-based interventions is even more complex. 11 

Implementation strategies encompass the methods 
and techniques used to enhance the adoption,

implementation, and sustainability of evidence-based 
interventions. 12 The Expert Recommendations for 
Implementing Change (ERIC) compilation 13 offers a 
comprehensive framework to categorise these strate-
gies, facilitating standardised description, comparison, 
and evaluation. The compilation comprises 73 discrete 
implementation strategies, which have been cat-
egorised into nine clusters: use evaluative and iterative 
strategies, provide interactive assistance, adapt and tailor to 
context, develop stakeholder interrelationships, train and 
educate stakeholders, support clinicians, engage consumers, 
utilise financial strategies, and change infrastructure. 14 To 
date, it remains unclear how ERIC-defined strategies 
are being applied in rural and remote healthcare con-
texts. Furthermore, there is limited understanding of 
how implementation strategies are designed to meet the 
distinct needs of rural and remote healthcare settings. 

Previous reviews have documented the barriers and 
facilitators to implementation in rural healthcare set-
tings 15 and examined the application of theories, 
models, and frameworks in rural health research. 16 

However, no synthesis efforts have systematically 
identified the implementation strategies being applied 
in rural and remote healthcare settings, nor summar-
ised the outcomes used to evaluate implementation 
efforts. This knowledge gap is important, given that the 
‘how’ of implementation—the strategies designed to

Research in context

Evidence before this study
Prior research has documented implementation efforts 
within individual studies; however, no comprehensive 
synthesis exists on how implementation strategies have been 
applied, designed, or reported in rural and remote healthcare 
settings. As a result, it remains unclear to what extent 
implementation efforts have accounted for the unique 
characteristics of rural and remote contexts.

Added value of this study
This scoping review is the first to synthesise evidence on 
implementation strategies for healthcare interventions in 
rural and remote settings of high-income countries. Across 
75 included studies, implementation efforts were 
multifaceted and heavily relied on provider-focused 
approaches such as education, training, and evaluative 
strategies. Emerging evidence of rural-specific tailoring of 
implementation strategies was identified, despite few studies

explicitly reporting design features linked to rural and remote 
contexts. By mapping strategies and highlighting gaps in 
rural-specific tailoring and reporting, this review advances 
understanding of how implementation has been performed 
in these contexts.

Implications of all the available evidence
Although implementation has largely focused on provider-
level strategies, there is a vital need to also address system-
level determinants and actively involve rural and remote 
communities and services in the co-design of 
implementation efforts. Strengthening implementation will 
require context-specific design, partnership with local 
stakeholders, and clearer reporting. Such approaches are 
essential to improve intervention effectiveness and reduce 
the persistent gap in healthcare access and outcomes 
between rural and urban populations.
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effect behavioural and organisational change—is crit-
ical to bridging the research-to-practice divide and 
improving health equity. 17 To address this, a scoping 
review was undertaken to synthesise the available evi-
dence relating to implementation strategies for 
evidence-based healthcare interventions in rural and 
remote areas of high-income countries. The review was 
limited to high-income contexts because variations in 
health system structures, infrastructure, workforce, and 
policy environments between high- and low-income 
countries markedly influence how implementation oc-
curs. 18 Specific objectives were to:

(1) describe the characteristics of studies applying 
implementation strategies for evidence-based in-
terventions in rural and remote healthcare settings.

(2) identify the implementation strategies being used 
and determine if and how they were designed for 
the rural and remote context.

(3) document the outcomes used to report on the 
implementation of evidence-based healthcare in-
terventions in rural and remote settings.

While this review is part of a broader series on 
equitable cancer care in rural and remote areas, the 
scope was intentionally expanded to encompass all 
healthcare interventions, generating key insights 
applicable across diverse rural and remote settings.

Methods
This scoping review was conducted in accordance with 
Joanna Briggs Institute (JBI) methodology 19 and re-
ported following the Preferred Reporting Items for 
Systematic reviews and Meta-Analyses extension for 
Scoping Reviews (PRISMA-ScR) guidelines. 20 The pro-
tocol was prospectively registered on Open Science 
Framework (https://doi.org/10.17605/OSF.IO/ 
NX8ZG). A scoping review methodology was selected 
due to the exploratory focus of the review, which aimed 
to understand the breadth of evidence and identify gaps 
regarding implementation strategies in rural and 
remote healthcare contexts.

Search strategy
Studies were identified through searching Ovid MED-
LINE, Embase (Elsevier), Cochrane CENTRAL, CINAHL 
(EBSCOhost), and Web of Science (Clarivate). The 
search strategy comprised controlled vocabulary and 
free-text terms for the following concepts: rural and 
remote healthcare, implementation, and intervention. 
The search was limited to publications from January 1, 
2000 onwards, coinciding with the formalisation of 
implementation science as a distinct discipline in the 
early 2000s, 8 and the subsequent development of 
implementation frameworks and taxonomies (including 
the ERIC compilation, 13 published 2015) used in this

review for systematic coding of strategies. The search 
was current as of 25 October 2024. The search strategy is 
presented in Table S1. A librarian with expertise in 
systematic searching reviewed the search strategy and its 
translation across databases. All records were imported 
into EndNote (Clarivate), and duplicate records were 
identified and removed using the SRA DeDuplicator 
tool. 21 Additional deduplication occurred when the re-
cords were imported into Covidence (Veritas Health 
Innovation, Melbourne, Australia) for screening.

Eligibility criteria
Studies were included in this review if they met the 
eligibility criteria outlined in Table 1.

Study selection and data extraction
A single reviewer (HB) undertook the initial screening 
in EndNote using title text mining to exclude clearly 
ineligible studies, such as those conducted in non-
OECD countries or involving animal subjects (e.g., 
mice). The remaining records were imported into 
Covidence. Each record was screened in a standardised 
manner by two reviewers independently (from AC, HB, 
CW, AU, AWS, EAJ, HJ, RJB, SR, and CES). Records 
were screened based on title and abstract, and then full 
text. Disagreements between reviewers were resolved 
through discussion (AC, HB). Reasons for exclusion at 
the full-text stage were documented.

Data extraction
One reviewer (CJG) extracted data from included studies 
using a standardised Microsoft Excel template. A second 
reviewer (AC) checked the extracted data for accuracy 
and completeness by checking extractions against the 
original studies. Discrepancies were resolved through 
discussion between reviewers, with consultation of a 
third reviewer when consensus could not be reached. 
Extracted variables encompassed study characteristics (e. 
g., country, clinical setting, rurality classification, health 
condition or area of focus, and study design), interven-
tion description, implementation strategies, adaptations 
of strategies for rural and remote settings, justifications 
for the implementation strategies, and intervention, 
service, and client outcomes.

Data synthesis
Data were synthesised using a descriptive narrative 
approach, guided by the review objectives. Extracted 
data were managed and analysed in Microsoft Excel. 
Categorical data (e.g., country, clinical setting, and 
rurality classification) were grouped (where appro-
priate) and presented in frequency tables. Rurality 
classifications were extracted and reported as described 
by the authors of included studies. Health conditions 
were categorised using International Classification of 
Diseases 11th Revision codes. 23 Implementation the-
ories, models, and frameworks were classified
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according to established typologies that focus on their 
function (e.g., determinant framework, process model, 
evaluation framework, strategy framework). 24,25 Imple-
mentation strategies were mapped to the 73 strategies 
in the ERIC compilation 13 and further categorised ac-
cording to Waltz et al.’s nine strategy clusters. 14 Sub-
sequently, data on how strategies were designed for 
rural and remote settings were thematically analysed 
then presented as frequencies. Reported outcomes were 
coded using Proctor’s Implementation Outcomes 
Framework. 26 All coding and mapping of implementa-
tion theories, models, and frameworks, as well as 
implementation strategies and outcomes were initially 
completed by one reviewer (CJG) and subsequently 
checked by a second reviewer with expertise in imple-
mentation science (AC).

Results
Search results
Electronic database searches yielded 11,887 records, of 
which 5639 were duplicates (Fig. 1). Following the 
exclusion of records during text mining (n = 2223 re-
cords), title and abstract screening (n = 3726), and full 
text assessment (n = 299), 78 papers reporting on 75 
studies were included in this review.

Results are presented in line with the review objec-
tives: (1) to describe the characteristics of studies applying 
implementation strategies in rural and remote healthcare 
settings; (2) to examine how these strategies were applied 
and designed for the rural and remote context; and (3) to 
document the outcomes reported in the included studies.

Study characteristics
The characteristics of the included studies are provided in 
Table S2, with a summary presented in Table 2. Publi-
cations in this area have increased markedly since 2000, 
with two thirds of included studies published between 
2016 and 2024 (n = 50, 66.7%). Most included studies 
were conducted in the United States (n = 53, 70.7%), with 
many studies also conducted in Australia (n = 15, 20.0%). 
Although the authors described the implementation con-
texts as rural and/or remote, epidemiological rurality 
classification systems defining rurality status and/or 
geographical remoteness were reported for only 17 studies 
(22.7%). Healthcare settings where implementation 
occurred were mainly primary care (n = 37, 49.3%) and 
hospitals (n = 20, 26.7%). Interventions targeted a diverse 
range of health conditions and risk factors, with cardio-
vascular disease (n = 10, 13.3%), cancer (n = 8, 10.7%), 
and diabetes (n = 8, 10.7%) the most common. Over half 
the studies utilised pre-post designs (n = 42, 56.0%) or 
pre-post designs with non-equivalent controls (n = 4, 
5.3%). The most common types of healthcare in-
terventions were focused on treatment/management 
(n = 29, 38.7%), screening/assessment (n = 20, 26.7%), 
and guidelines (n = 14, 18.7%). Few studies reported 
applying an implementation theory, model, or framework 
to guide an aspect of their implementation (17.3%), with 
process models the most commonly applied (n = 5, 6.7%).

Application of implementation strategies
For each study, the implementation strategies and their 
coding to the ERIC strategies are provided in Table S3.

Criteria Inclusion Exclusion

Population Human populations across the lifespan residing in rural and/or remote settings 
as defined by study authors.

Human populations residing in metropolitan, urban, or non-rural/remote 
settings.

Concept Implementation strategies for interventions explicitly described by study 
authors as evidence-based, defined as:

• Clinical practice guidelines
• Established models of care referenced to evidence or policy
• Healthcare interventions with reference to research evidence
Interventions delivered by regulated health professionals (i.e., physicians, 
nurses, allied health professionals, pharmacists, licenced healthcare providers) or 
healthcare support workers under professional supervision.
Interventions addressing any health condition or chronic disease risk factor. 

Interventions without explicit author designation as evidence-based or reference 
to guidelines/research.
Informal care models: care provided by family members, volunteers, or 
community members outside formal healthcare systems.
Unstructured health programs: activities without defined protocols, standardised 
procedures, or systematic delivery approaches.
Interventions delivered solely by individuals without healthcare credentials. 
Interventions not addressing health conditions or disease risk factors.

Context Rural and/or remote settings, as defined by study authors (a formal 
geographical classification system not mandatory).
High-income countries (OECD) a .22

Healthcare settings: primary care, First Nations health organisations, 
community health services, residential aged care, hospitals (inpatient/ 
outpatient), admitted home-based care.
Original research: case studies, qualitative, quantitative, mixed-methods. 
Published from 1 January 2000 onwards.
Published in English.

Settings described as metropolitan, urban, regional, or non-rural. 
Implementation strategies not applied to rural/remote contexts.
Low- and middle-income countries (non-OECD).
Non-healthcare settings: schools, workplaces, community organisations, home-
based screening interventions.
Publication types: Opinion pieces, editorials, grey literature reports, unpublished 
theses, commentaries, study protocols, book chapters, conference abstracts or 
posters, systematic or literature reviews.

Note: OECD, Organisation for Economic Co-operation and Development. a The OECD is an international organisation of 38 member countries committed to democracy and market economy, working 
together to promote policies that improve economic and social well-being. These nations represent economically similar high-income countries with comparable healthcare systems and data collection 
capabilities.

Table 1: Eligibility criteria according to the Population, Concept, and Context (PCC) framework.
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Between 1 and 14 unique ERIC strategies were identi-
fied in each of the studies (mean = 6.5 strategies, SD 
3.1). Table 3 contains the ten most frequently identified 
discrete implementation strategies, as coded to the 
ERIC compilation. 13,14 The three most reported strate-
gies were from the train and educate stakeholders cluster, 
with conduct educational meetings evident in over half 
the studies (n = 47, 62.7%).

Frequency of ERIC strategy clusters across 
studies, and the mean number of individual strate-
gies used in each cluster are provided in Table 4. 
Strategies from the train and educate stakeholders 
cluster were used in almost all studies (n = 70,

93.3%). Strategies from an additional two clusters 
(use evaluative and iterative strategies, and develop 
stakeholder interrelationships) were used in over half 
the studies. When strategies from these three clusters 
were used, it was common for studies to use more 
than one strategy from the same cluster (Table 4). 
Across studies, strategies from between one and 
seven of the nine ERIC clusters were identified 
(mean = 3.7 clusters, SD 1.3). Strategies from within 
all three of these clusters (train and educate stake-
holders, use evaluative and iterative strategies, develop 
stakeholder interrelationships) were used together in 
almost half the studies (n = 35, 46.7%).

Fig. 1: PRISMA flow diagram of the literature search and study selection.
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While Tables 3 and 4 summarise which imple-
mentation strategies were used, mapped to ERIC stra-
tegies and clusters, Table 5 presents the thematic 
analysis of how strategies were adapted for rural and 
remote contexts. In most studies (n = 54, 72.0%), it 
could not be determined from the strategy descriptions 
whether the implementation strategies had been 
designed specifically for rural or remote settings. 
Among the studies for which rural and remote design 
considerations were identified (n = 21, 28.0%), several 
themes were generated through the thematic analysis 
(Table 5). The most common were online training and 
education (n = 7, 9.3%), which leveraged web-based 
platforms, tele-education, and virtual learning net-
works to provide cost-effective, accessible education for 
rural clinicians, 30–36 and tailoring of resources to local rural 
communities (n = 6, 8.0%), which involved adapting 
materials to local languages, literacy levels, cultural 
norms, and rural service realities, including rural-
specific case studies. 37–42

Other features included local workforce engagement 
(n = 4, 5.3%) through recruitment of staff from within 
rural communities, including Indigenous health 
workers; 37,39,43,44 interprofessional, peer, and workforce-wide 
learning approaches (n = 3, 4.0%) such as extending 
training beyond physicians to support the broader rural 
health workforce; 31,42,45 remote access to specialist support 
(n = 3, 4.0%) utilising telehealth or virtual consultations 
to connect rural providers with off-site specialists 46–48 ; 
and standardised rural tools and protocols (n = 3, 4.0%) 
tailored to address challenges such as low volume 
caseloads and high staff turnover. 36,41,49

Characteristic Number of 
studies (%)

Publication year
2001–2005 5 (6.7%)
2006–2010 8 (10.7%)
2011–2015 12 (16.0%)
2016–2020 25 (33.3%)
2021–2024 25 (33.3%)

Country
United States 53 (70.7%)
Australia 15 (20.0%)
Canada 4 (5.3%)
Greece 1 (1.3%)
South Korea 1 (1.3%)
Spain 1 (1.3%)

Rural classification
Not reported 58 (77.3%)
Rural-Urban Commuting Area (RUCA) codes 27,28 6 (8.0%)
Australian Statistical Geography Standard
(ASGS)–Remoteness Area 29 

3 (4.0%)

Frontier status 2 (2.7%)
Other standard definitions 6 (8.0%)

Clinical setting
Primary care 37 (49.3%)
Hospitals 20 (26.7%)
Multiple types of settings 8 (10.7%)
Outpatient clinics 4 (5.3%)
Communities 3 (4.0%)
Private homes 2 (2.7%)
Aged care 1 (1.3%)

Health condition focus 
Cardiovascular diseases 10 (13.3%)
Cancer 8 (10.7%)
Diabetes 8 (10.7%)
Obesity 3 (4.0%)
Metabolic syndrome 1 (1.3%)
Opioid use disorder 4 (5.3%)
Dementia 2 (2.7%)
Other mental, behavioural or neurodevelopmental
disorders

6 (8.0%)

Stroke 2 (2.7%)
Chronic obstructive pulmonary disease 1 (1.3%)
Asthma 5 (6.7%)
Lung infections 2 (2.7%)
Pain 4 (5.3%)
Viruses 2 (2.7%)
Other or multiple health conditions 4 (5.3%)
Vaccinations 2 (2.7%)
Falls in healthcare settings 3 (4.0%)
Clinical care/medical interventions 6 (8.0%)
Other 2 (2.7%)

Study design
Pre-post 42 (56.0%)
Post-implementation only 12 (16.0%)
Case study 4 (5.3%)
Pre-post with non-equivalent control 4 (5.3%)
Time series 4 (5.3%)
Cluster randomised trial 4 (5.3%)

(Table 2 continued on next column)

Characteristic Number of 
studies (%)

(Continued from previous column) 

Randomised controlled trial 1 (1.3%)
Delayed treatment, pre-post 1 (1.3%)
Other a 3 (4.0%)

Intervention type
Treatment/management 29 (38.7%)
Screening/assessment 20 (26.7%)
Guidelines 14 (18.7%)
Models of care 5 (6.7%)
Clinical care pathways 3 (4.0%)
Prevention 2 (2.7%)
Vaccination 2 (2.7%)

Implementation theory, model, or framework 
Process model 5 (6.7%)
Determinant framework 3 (4.0%)
Evaluation framework 3 (4.0%)
Strategy framework 2 (2.7%)
Not reported 62 (82.7%)

a Other includes: prospective, multi-site formative implementation evaluation 
(n = 1); participatory design with a pilot randomised controlled trial (n = 1); 
Qualitative longitudinal process evaluation (n = 1).

Table 2: Summary of characteristics of included studies.
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Additional strategies included changing delivery 
sites to mobile services (n = 2; 2.7%) to overcome trans-
portation and access barriers; 37,44 onsite facilitation by 
external experts (n = 1; 1.3%); 38 periodic training for skill 
maintenance in low-volume settings (n = 1; 1.3%); 50 role 
optimisation and task sharing to maximise workforce 
capacity (n = 1; 1.3%) 45 ; and utilisation of special funding 
mechanisms like public–private partnerships (n = 1; 
1.3%). 45

Outcome reporting
When coded to Proctor’s Implementation Outcomes 
Framework, almost all studies reported outcomes that 
mapped to at least one implementation, service, or 
client outcome (n = 72, 96%; Table 6, Tables S4–S6). 
Implementation outcomes were the most frequently 
reported (n = 69, 92%), followed by client outcomes 
(n = 31, 41.3%), and service outcomes (n = 16, 21.3%). 
Within implementation outcomes, adoption was the 
most prevalent outcome, reported in nearly three-
quarters of included studies (n = 55, 73.3%). Other 
implementation outcomes—acceptability, feasibility, 
costs, sustainability, appropriateness, and fidelity— 
were reported in less than a fifth of studies; no 
studies assessed outcomes that mapped to penetration 
(defined as the integration of a practice within a service 
setting and its subsystems). When reported, client 
outcomes (n = 31, 41.3%) most often addressed func-
tion (n = 20, 26.7%) and satisfaction (n = 14, 18.7%), 
whereas service outcomes were infrequently reported 
(n = 16, 21.3%).

Discussion
This review provides a comprehensive synthesis of 
implementation strategies employed to support 
healthcare professionals delivering interventions in 
rural and remote settings in high-income countries. 
Across the included studies, implementation efforts 
were multifaceted, commonly drawing on strategies 
from three ERIC clusters: train and educate stakeholders, 
use evaluative and iterative strategies, and develop stake-
holder interrelationships. The predominant use of 
education-focused strategies, alongside evaluative ap-
proaches such as audit and feedback, aligns with prior 
reviews of implementation research in other areas. 51–53 

While these strategies remain important to address 
gaps in provider knowledge and performance, the 
dominance of such approaches in the literature in-
dicates that implementation in rural and remote set-
tings has largely been framed around provider-level 
barriers, with less attention to system-level de-
terminants such as geographic vastness, workforce 
shortages, and funding constraints, which are particu-
larly salient in these contexts. 15 This emphasis on 
provider-targeted behaviour change strategies may 
reflect the perception that these determinants are more 
readily modifiable within the constraints of funded 
research projects, whereas broader system-level factors 
(also referred to as Outer Setting constructs) are often 
seen as difficult to change and, consequently, are 
assessed less frequently. 54

Strategies from within the develop stakeholder in-
terrelationships cluster were reported in over half the 
studies, reflecting the important role that partnerships 
play in rural health research and practice. Partnerships 
are widely recognised in rural health policy as a core

ERIC compilation 
implementation strategy 13

ERIC strategy 
cluster 14

Number of 
studies (%)

Conduct educational meetings Train and educate 
stakeholders

47 (62.7%)

Distribute educational materials Train and educate 
stakeholders

36 (48.0%)

Develop educational materials Train and educate 
stakeholders

28 (37.3%)

Audit and provide feedback Use evaluative and 
iterative strategies 

27 (36.0%)

Use advisory boards and 
workgroups

Develop stakeholder 
interrelationships 

26 (34.7%)

Assess for readiness and identify 
barriers and facilitators 

Use evaluative and 
iterative strategies 

22 (29.3%)

Conduct local consensus 
discussions

Develop stakeholder 
interrelationships 

21 (28.0%)

Develop a formal 
implementation blueprint

Use evaluative and 
iterative strategies 

20 (26.7%)

Conduct ongoing training Train and educate 
stakeholders

19 (25.3%)

Conduct local needs assessment Use evaluative and 
iterative strategies

18 (24.0%)

Table 3: Ten most frequently reported implementation strategies, 
coded to the Expert Recommendations for Implementing Change 
(ERIC) compilation.

ERIC strategy cluster 14 Number of 
studies (%)

Mean number 
of strategies 
(SD) a

Train and educate stakeholders 70 (93.3%) 2.37 (1.19)
Use evaluative and iterative
strategies

55 (73.3%) 2.22 (1.36)

Develop stakeholder 
interrelationships

48 (64.0%) 1.77 (0.94)

Support clinicians 29 (38.7%) 1.14 (0.34)
Utilise financial strategies 20 (26.7%) 1.15 (0.36)
Change infrastructure 20 (26.7%) 1.10 (0.30)
Adapt and tailor to context 17 (22.7%) 1.00 (0.00)
Engage consumers 11 (14.7%) 1.00 (0.00)
Provide interactive assistance 9 (12.0%) 1.00 (0.00)

Note: SD, standard deviation. a Mean (SD) number of strategies per ERIC 
cluster, calculated among studies that employed one or more strategies within 
that cluster.

Table 4: Frequency of reported implementation strategies organised 
into the Expert Recommendations for Implementing Change (ERIC) 
clusters, and mean number of strategies used per cluster.
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principle of effective and sustainable healthcare de-
livery. 55 The effective engagement of rural and remote 
stakeholders, including healthcare professionals, ser-
vices and cross-sector partners, is essential to build 
trust, foster buy-in, and support more equitable out-
comes, and should therefore be considered in all place-
based healthcare research. 56 A strong focus on forging 
deep, sustained, and diverse relationships within and 
across rural healthcare services represents an important 
opportunity for strengthening implementation in these 
contexts.

Findings also highlight the relatively low reported 
engagement of patients, carers, and community mem-
bers, as evidenced by only 14.7% of studies reporting 
strategies from the engage consumers cluster. This rep-
resents a significant gap, particularly in rural and 
remote settings, where strong social connectedness and 
community ties make consumer perspectives essential 
for culturally relevant, acceptable, and sustainable

implementation. 57,58 Evidence from a recent systematic 
review shows that involving rural communities in 
healthcare decisions, particularly with high-level part-
nership approaches (consumer-led, partnership, and 
involving), leads to better physical health outcomes, 
stronger connections between researchers and com-
munities, and fairer healthcare access. 58

A key finding of this review was the emerging evi-
dence of rural-specific tailoring of implementation 
strategies, although a critical concern is that few studies 
explicitly reported design features linked to rural and 
remote contexts. While 28% of studies described rural-
focused features—such as tele-education for 
geographically dispersed clinicians, tailoring resources 
to suit local communities and populations, engaging 
the local workforce to build trust and capacity, or 
adapting tools and protocols for lower-volume rural 
settings—most studies did not explain or justify their 
design choices in relation to rural-specific needs.

Theme Theme description Rural/Remote Context Considerations Number of 
studies (%)

Online training and education Use of web-based training, tele-education strategies, and 
virtual learning networks to deliver cost-effective, accessible 
education for rural clinicians.

Overcoming geographic distance and isolation; cost-
effectiveness compared to in-person training; accessibility 
for geographically dispersed workforce.

7 (9.3%)

Tailoring resources to local rural 
communities

Designing materials and resources to fit rural populations 
(languages, literacy, cultural norms) and rural providers (rural 
case studies, toolkits, availability of facilities and services). 

Language diversity; literacy levels; cultural norms and values; 
limited availability of local facilities and services; rural-
specific case studies and examples.

6 (8.0%)

Local workforce engagement Engaging and hiring staff from local populations, including 
Indigenous staff, to build trust, cultural fit, and local 
workforce capacity.

Building trust and cultural fit with local communities; 
developing local workforce capacity; addressing workforce 
recruitment and retention challenges.

4 (5.3%)

Interprofessional, workforce-wide learning Group-based, peer-to-peer, and interprofessional training 
strategies that support isolated rural clinicians and extend 
education beyond physicians to the broader rural healthcare 
workforce.

Supporting isolated rural clinicians through peer networks; 
extending education to address workforce limitations; 
maximising limited workforce capacity.

3 (4.0%)

Remote access to specialist support Telehealth and virtual consultation models to connect rural 
clinicians with urban-based or off-site specialists.

Overcoming geographic distance to specialist services; 
addressing lack of on-site specialist expertise; reducing need 
for patient/provider travel.

3 (4.0%)

Standardised rural tools and protocols Use of decision support tools, protocols, and forms adapted 
for rural healthcare delivery settings to address low-volume 
caseloads, workforce shortages, and staff turnover. 

Addressing caseload volume and clinical exposure; managing 
workforce shortages and high staff turnover; supporting less 
experienced or isolated practitioners.

3 (4.0%)

Mobile services Delivery of care via mobile units or in-home services to 
overcome transportation barriers and improve rural reach.

Overcoming transportation barriers; addressing large 
geographic distances; improving access for remote 
populations with limited mobility.

2 (2.7%)

Onsite facilitation by external experts Visiting coaches or facilitators provide in-person training, 
coaching, or support to build local capacity.

Building local capacity where internal expertise is limited; 
providing hands-on support in resource-constrained 
settings; addressing isolation of rural practitioners. 

1 (1.3%)

Periodic training for skill maintenance Periodic retraining to maintain competencies in low-volume 
rural settings.

Addressing caseload volume where skills may deteriorate; 
maintaining competencies in infrequently performed 
procedures.

1 (1.3%)

Role optimisation and task sharing Efficient use of workforce through enabling clinicians to 
more fully utilise their full scopes of practice and delegating 
appropriate tasks (including to support staff) to address rural 
workforce constraints.

Maximising limited workforce capacity; addressing workforce 
shortages and recruitment challenges; distributing workload 
across available staff.

1 (1.3%)

Special funding mechanisms Leveraging specific funding models (e.g., public–private 
partnerships) to facilitate rural program delivery and access.

Addressing limited local funding and resources; facilitating 
program sustainability in under-resourced rural settings; 
supporting program delivery where traditional funding is 
insufficient.

1 (1.3%)

Not reported No explicit details on how strategies were designed to fit the 
rural and remote healthcare context.

Not applicable. 54 (72.0%)

Table 5: Themes and frequencies for how implementation strategies were designed for the rural and remote healthcare contexts.
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Additionally, only 4% of studies grounded their selec-
tion of implementation strategies in determinant 
frameworks or theory-informed context assessments, 
representing a missed opportunity to systematically 
select and tailor strategies to the factors influencing 
rural healthcare implementation. Barriers to the use of 
implementation science frameworks may include 
perceived complexity, limited local expertise, and 
resource constraints 59 ; addressing these through 
simplified or adaptable frameworks, practical guidance, 
and capacity-building could enhance uptake. Further, 
several studies reported using strategies such as pre-
paring and using champions, or securing leadership 
buy-in, however, while these are broadly applicable, it 
was common for studies to not describe if or how they 
were adapted for rural and remote contexts. In the 
absence of such detail, it cannot be assumed that they 
were tailored to rural realities. This shortfall in report-
ing represents a significant limitation in the available 
literature, constraining the ability to determine whether 
and how strategies were designed to fit rural contexts, 
and limiting opportunities to learn from and build 
upon previous implementation research efforts. 
Without transparent reporting of context-specific 
design features, it is difficult to assess fidelity, feasi-
bility, and transferability of strategies across diverse 
rural and remote healthcare settings. Furthermore,

when reporting does not clearly articulate rural-specific 
rationale, there is a risk that metropolitan-centric ap-
proaches are inappropriately transferred into rural and 
remote contexts. Without explicit consideration of rural 
and remote realities, implementation efforts risk not 
only inefficiency but futility, potentially reinforcing the 
inequities they aim to address.

This review also highlighted that the emerging use 
of digital platforms in the design of implementation 
strategies, such as online training and remote access to 
specialist support, provides promising avenues for 
overcoming geographic and resource barriers that are 
inherent in rural and remote settings. However, the 
gaps in the literature highlight the need for future 
research to rigorously evaluate the effectiveness, equity 
implications, and acceptability of digital-based imple-
mentation strategies across diverse rural settings. 60 

Additionally, future implementation efforts in rural 
and remote areas could consider incorporating other 
design features identified in this review when 
designing or adapting implementation strategies for 
their given contexts, such as role optimisation and task 
sharing to address workforce challenges or leveraging 
specific funding models to facilitate rural program de-
livery and access. The design of such strategies should 
ideally be based on co-design principles that involve 
rural communities and healthcare providers to increase 
the likelihood that choices are culturally appropriate, 
feasible, and responsive to the needs of rural 
settings. 61,62

Few included studies reported their implementation 
strategies or outcomes using established taxonomies or 
frameworks, necessitating extensive post-hoc coding by 
researchers with expertise in implementation science. 
While this approach added rigour, the extracted data 
remain constrained by the detail and quality of the 
original reports. Further, a clear indication of ‘imple-
mentation success’ was not possible in this review due 
to the diversity of interventions, study designs and 
health foci. Consistent with other implementation re-
views, 63,64 adoption emerged as the most frequently re-
ported outcome, with other implementation outcomes 
infrequently reported.

The infrequent reporting of sustainability (8.0%) 
represents a notable gap in the literature, as sustain-
ability is a key outcome of the implementation process. 65 

Among the six studies that did report on sustainability, 
findings included gradual declines in service delivery 
over time, interventions ending when funding ceased, 
and disruptions due to staff turnover. The limited 
attention to sustainability restricts understanding of how 
interventions can be maintained over time. Future 
implementation research in rural and remote settings 
should prioritise the systematic assessment and report-
ing of sustainability outcomes, including strategies to 
support long-term maintenance and the barriers and 
facilitators influencing sustained implementation.

Outcomes coded to Proctor’s IOF 26 Number of studies (%)

Implementation outcome 
Acceptability 14 (18.7%)
Adoption 55 (73.3%)
Appropriateness 4 (5.3%)
Costs 11 (14.7%)
Feasibility 13 (17.3%)
Fidelity 1 (1.3%)
Penetration 00 (0.0%)
Sustainability 6 (8.0%)
Any implementation outcome 69 (92.0%)

Service outcome
Efficiency 8 (10.7%)
Effectiveness 4 (5.3%)
Safety 3 (4.0%)
Equity 1 (1.3%)
Timeliness 1 (1.3%)
Patient-Centredness 00 (0.0%)
Any service outcome 16 (21.3%)

Client outcome
Function 20 (26.7%)
Symptomatology 7 (9.3%)
Satisfaction 14 (18.7%)
Any client outcome 31 (41.3%)

Any outcome 72 (96.0%)

Table 6: Number of studies reporting implementation, service, and 
client outcomes, coded to Proctor’s Implementation Outcome 
Framework (IOF).
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Together, these observations underscore the urgent 
need for broader use of existing taxonomies (e.g., 
ERIC 13 ), frameworks (e.g., Proctor’s Implementation 
Outcomes Framework 26 ), and reporting standards such 
as the StaRI framework 6 to support more comprehen-
sive collection and reporting of implementation strate-
gies and outcomes. Additionally, applying guidance 
from Proctor, Powell, and McMillen, 12 specifically the 
“Name it, Define it, Operationalise it” approach, could 
improve reporting quality of strategies, with particular 
attention to context. Enhanced and standardised 
reporting will facilitate comparability, replication, and 
synthesis in future rural implementation research. 

This review was restricted to peer-reviewed empir-
ical research and did not include grey literature sources. 
While this decision was made to ensure sufficient 
methodological detail for framework-based coding of 
implementation strategies, it may have resulted in 
publication bias toward successful implementation ef-
forts and location bias by potentially missing locally 
relevant program reports or policy documents. Future 
research examining implementation in rural contexts 
could benefit from complementary reviews of grey 
literature to capture unpublished implementation ef-
forts and context-specific innovations.

The search strategy focused on implementation 
science terminology (including ‘implementation,’ 
‘dissemination,’ ‘knowledge translation’) and evidence-
based practice concepts (guidelines, best practices, 
evidence-based interventions). While the broad 
intervention-focused terms would capture studies using 
quality improvement or practice change approaches 
when describing evidence-based interventions, ‘quality 
improvement’ and ‘practice change’ were not explicitly 
included as discrete search terms. Given the conceptual 
overlap and terminology variation across these fields, 
studies that used exclusively quality improvement or 
practice change terminology without mentioning 
implementation or evidence-based practice may have 
been missed. However, the use of the truncated term 
‘implement’ and comprehensive intervention-related 
terms likely captured the majority of relevant litera-
ture addressing implementation strategies in rural 
settings.

Data extraction was conducted by a single reviewer 
(CJG) with verification by a second reviewer (AC), 
rather than independent dual extraction. While this 
approach included systematic quality checks through 
the verification process, with discrepancies resolved 
through discussion and consultation of a third reviewer 
when needed, independent dual extraction may have 
further reduced the potential for extraction errors. 
Furthermore, formal quality appraisal of included 
studies was not conducted, consistent with scoping re-
view methodology. However, this limits our ability to 
comment on the methodological rigor of the evidence 
base beyond descriptive study design characteristics.

The evidence base was characterised by predomi-
nantly observational study designs (primarily pre-post 
studies), with few randomised trials. This limits the 
ability to draw strong causal inferences about imple-
mentation strategy effectiveness. Additionally, the 
infrequent reporting of key implementation outcomes 
such as sustainability, fidelity, and penetration con-
strains understanding of longer-term implementation 
success in rural and remote settings.

Furthermore, the predominance of studies con-
ducted in very specific contexts, namely hospitals and 
primary care settings in the United States and 
Australia, limits the generalisability of findings to rural 
contexts in other high-income countries and other 
service environments, such as residential aged care and 
community health centres. Expanding future imple-
mentation research efforts to include a broader range of 
rural settings and healthcare services is essential to 
advancing equitable health outcomes globally. It is also 
notable that very few included studies used recognised 
rurality classification systems to define rurality status, 
limiting consistency and clarity in understanding the 
specific rural contexts targeted. Heterogeneity in 
rurality measurement represents a significant barrier to 
evidence synthesis in rural health research. To address 
this challenge, the research team has developed a har-
monisation framework that maps existing rurality 
classification systems to enable consistent rural-urban 
coding across OECD countries. 66 Future rural health 
implementation research should prioritise transparent 
and standardised rurality definitions using established 
harmonisation approaches to enhance the precision 
and relevance of findings.

Conclusion
This review synthesises current evidence on imple-
mentation strategies supporting healthcare pro-
fessionals delivering interventions in rural and remote 
settings within high-income countries. Despite the 
large number of studies, a key gap identified was the 
frequent lack of explicit description of rural-specific 
design features, the limited use of context assess-
ments to guide implementation strategy selection, as 
well as limited consumer engagement. Policymakers, 
healthcare leaders, and researchers should prioritise 
comprehensive, context-specific assessments to guide 
the selection and operationalisation of strategies. 
Equally important is the clear, standardised description 
and reporting of implementation strategies using rec-
ognised taxonomies and frameworks. Incorporating co-
design principles that actively engage rural commu-
nities and healthcare providers may further enhance 
relevance, feasibility, and acceptability. While the 
design features identified in this review emerged from 
rural and remote implementation contexts, many con-
siderations (such as addressing cultural diversity,
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literacy levels, workforce constraints, and access bar-
riers) are relevant across diverse healthcare settings, 
including urban areas. The principles of context-
specific assessment, stakeholder engagement, and 
tailored implementation design have broad applicability 
to implementation efforts regardless of geographic 
location. Together, these approaches have the potential 
to deepen the understanding of implementation in ru-
ral health services and contribute to reducing persistent 
inequities between rural and metropolitan populations.

Contributors
AC, HB, AU, and SM developed the study concept. HB led the devel-
opment and registration of the study protocol, with input from all au-
thors. HB and CW implemented the search strategy. HB conducted title 
text mining during the initial screening phase. AC, HB, CW, AU, AWS, 
EAJ, HJ, RJB, SR, and CES contributed to title and abstract screening; 
AC, HB and HJ contributed to full-text screening. AC and HB resolved 
any discrepancies during the screening process. CJG performed data 
extraction, which was quality-checked by AC. CJG and AC conducted 
data synthesis and drafted the manuscript. All authors contributed to 
manuscript revision.

Data sharing statement 
Not applicable.

Declaration of interests
All authors declare no conflicts of interest.

Acknowledgements
The authors acknowledge the chief and associated investigators of the 
grant funding this research for their contributions to topic inception. 

Funding declaration: This study was partially funded by the 
Commonwealth of Australia’s Medical Research Future Fund 
(MRF2030313). AU, CES and RJB are supported by Victorian Cancer 
Agency fellowships. NHH is supported by an NHMRC Investigator 
Fellowship (APP2017080). SY receives salary support from a Heart 
Foundation Future Leader Fellowship. NK received salary support from 

a Medical Research Future Fund Clinician Researchers Grant. The 
contents of the published material are solely the responsibility of the 
participating institutions and/or individual authors and do not reflect 
the views of the Commonwealth.

Appendix A. Supplementary data
Supplementary data related to this article can be found at https://doi. 
org/10.1016/j.lanwpc.2025.101732.

References
1 Kavanagh BE, Corney KB, Beks H, Williams LJ, Quirk SE, 

Versace VL. A scoping review of the barriers and facilitators to 
accessing and utilising mental health services across regional, ru-
ral, and remote Australia. BMC Health Serv Res. 2023;23(1):1060.

2 World Health Organization. WHO guideline on health workforce 
development, attraction, recruitment and retention in rural and remote 
areas. Geneva: World Health Organization; 2021.

3 Versace VL, Skinner TC, Bourke L, Harvey P, Barnett T. National 
analysis of the modified monash model, population distribution 
and a socio-economic index to inform rural health workforce 
planning. Aust J Rural Health. 2021;29(5):801–810.

4 Beks H, Walsh S, Alston L, et al. Approaches used to describe, 
measure, and analyze place of practice in dentistry, medical, 
nursing, and allied health rural graduate workforce research in 
Australia: a systematic scoping review. Int J Environ Res Publ 
Health. 2022;19(3).

5 Atalay K, Edwards R, Georgiakakis F. Mortality inequality, spatial 
differences and health care access. Health Econ. 2023;32(11):2632– 
2654.

6 Pinnock H, Barwick M, Carpenter CR, et al. Standards for 
reporting implementation studies (StaRI) statement. BMJ. 
2017;356:i6795.

7 Walker TJ, Foster M, Szeszulski J, Craig DW, Mullen PD, 
Fernández ME. Evidence-based intervention (EBI) mapping: a
systematic approach to understanding the components and logic of 
EBIs. BMC Public Health. 2022;22(1):1300.

8 Chambers DA, Emmons KM. Navigating the field of imple-
mentation science towards maturity: challenges and opportunities. 
Implement Sci. 2024;19(1):26.

9 Hailemariam M, Bustos T, Montgomery B, Barajas R, Evans LB,
Drahota A. Evidence-based intervention sustainability strategies: a 
systematic review. Implement Sci. 2019;14(1):57. 

10 Bourke L, Humphreys JS, Wakerman J, Taylor J. Understanding 
rural and remote health: a framework for analysis in Australia. 
Health Place. 2012;18(3):496–503. 

11 Lyle D, Saurman E, Kirby S, Jones D, Humphreys J, Wakerman J. 
What do evaluations tell us about implementing new models in 
rural and remote primary health care? Findings from a narrative 
analysis of seven service evaluations conducted by an Australian 
Centre of Research Excellence. Rural Remote Health. 2017;17 
(3):3926. 

12 Proctor EK, Powell BJ, McMillen JC. Implementation strategies: 
recommendations for specifying and reporting. Implement Sci. 
2013;8(1):139. 

13 Powell BJ, Waltz TJ, Chinman MJ, et al. A refined compilation of 
implementation strategies: results from the expert recommenda-
tions for implementing change (ERIC) project. Implement Sci. 
2015;10(1):21. 

14 Waltz TJ, Powell BJ, Matthieu MM, et al. Use of concept mapping 
to characterize relationships among implementation strategies and 
assess their feasibility and importance: results from the expert 
recommendations for implementing change (ERIC) study. Imple-
ment Sci. 2015;10(1):109. 

15 Chapman A, Buccheri A, Mohotti D, et al. Staff-reported barriers 
and facilitators to the implementation of healthcare interventions 
within regional and rural areas: a rapid review. BMC Health Serv 
Res. 2024;25:331. 

16 Brady RE, Lyons KD, Stevens CJ, et al. Implementing evidence-
based practices in rural settings: a scoping review of theories, 
models, and frameworks. Front Health Serv. 2024;4:1326777. 

17 Brownson RC, Kumanyika SK, Kreuter MW, Haire-Joshu D. 
Implementation science should give higher priority to health eq-
uity. Implement Sci. 2021;16(1):28. 

18 Pantoja T, Opiyo N, Lewin S, et al. Implementation strategies for 
health systems in low-income countries: an overview of systematic 
reviews. Cochrane Database Syst Rev. 2017;9(9):Cd011086. 

19 Peters MDJ, Godfrey C, McInerney P, Munn Z, Tricco AC, 
Khalil H. Scoping reviews (2020). In: Aromataris E, Lockwood C, 
Porritt K, Pilla B, Jordan Z, eds. JBI Manual for Evidence Synthesis. 
JBI; 2024. https://doi.org/10.46658/JBIMES-24-09. 

20 Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for scoping 
reviews (PRISMA-ScR): checklist and explanation. Ann Intern Med. 
2018;169(7):467–473. 

21 Couban R. Product review of SR accelerator deduplicator. J Can 
Health Libr Assoc. 2024;45(1). 

22 World Bank Group. Data for high income, OECD members. 
https://data.worldbank.org/?locations=XD-OE; 2019 (retrieved 12 
Sept 2024). 

23 World Health Organization. International classification of diseases 
eleventh revision (ICD-11). Geneva: World Health Organization; 
2022:2019. 

24 Nilsen P. Making sense of implementation theories, models and 
frameworks. Implement Sci. 2015;10(1):53. 

25 Wang Y, Wong EL-Y, Nilsen P, Chung VC-H, Tian Y, Yeoh E-K. 
A scoping review of implementation science theories, models, and 
frameworks — an appraisal of purpose, characteristics, usability, 
applicability, and testability. Implement Sci. 2023;18(1):43. 

26 Proctor E, Silmere H, Raghavan R, et al. Outcomes for imple-
mentation research: conceptual distinctions, measurement chal-
lenges, and research agenda. Adm Pol Ment Health. 2011;38(2):65–76. 

27 U.S. Department of Agriculture, Economic Research Service. 2020 
rural-urban commuting area codes. https://www.ers.usda.gov/ 
data-products/rural-urban-commuting-area-codes; 2023. 

28 Rural Health Research Center. RUCA data code definitions: 
version 2.0 WWAMI Rural Health Research Center. http://depts. 
washington.edu/uwruca/ruca-codes.php; 2005.

Series

www.thelancet.com Vol 66 January, 2026 11

https://doi.org/10.1016/j.lanwpc.2025.101732
https://doi.org/10.1016/j.lanwpc.2025.101732
//refhub.elsevier.com/S2666-6065(25)00271-8/sref1
//refhub.elsevier.com/S2666-6065(25)00271-8/sref1
//refhub.elsevier.com/S2666-6065(25)00271-8/sref1
//refhub.elsevier.com/S2666-6065(25)00271-8/sref1
//refhub.elsevier.com/S2666-6065(25)00271-8/sref2
//refhub.elsevier.com/S2666-6065(25)00271-8/sref2
//refhub.elsevier.com/S2666-6065(25)00271-8/sref2
//refhub.elsevier.com/S2666-6065(25)00271-8/sref3
//refhub.elsevier.com/S2666-6065(25)00271-8/sref3
//refhub.elsevier.com/S2666-6065(25)00271-8/sref3
//refhub.elsevier.com/S2666-6065(25)00271-8/sref3
//refhub.elsevier.com/S2666-6065(25)00271-8/sref4
//refhub.elsevier.com/S2666-6065(25)00271-8/sref4
//refhub.elsevier.com/S2666-6065(25)00271-8/sref4
//refhub.elsevier.com/S2666-6065(25)00271-8/sref4
//refhub.elsevier.com/S2666-6065(25)00271-8/sref4
//refhub.elsevier.com/S2666-6065(25)00271-8/sref5
//refhub.elsevier.com/S2666-6065(25)00271-8/sref5
//refhub.elsevier.com/S2666-6065(25)00271-8/sref5
//refhub.elsevier.com/S2666-6065(25)00271-8/sref6
//refhub.elsevier.com/S2666-6065(25)00271-8/sref6
//refhub.elsevier.com/S2666-6065(25)00271-8/sref6
//refhub.elsevier.com/S2666-6065(25)00271-8/sref7
//refhub.elsevier.com/S2666-6065(25)00271-8/sref7
//refhub.elsevier.com/S2666-6065(25)00271-8/sref7
//refhub.elsevier.com/S2666-6065(25)00271-8/sref7
//refhub.elsevier.com/S2666-6065(25)00271-8/sref8
//refhub.elsevier.com/S2666-6065(25)00271-8/sref8
//refhub.elsevier.com/S2666-6065(25)00271-8/sref8
//refhub.elsevier.com/S2666-6065(25)00271-8/sref9
//refhub.elsevier.com/S2666-6065(25)00271-8/sref9
//refhub.elsevier.com/S2666-6065(25)00271-8/sref9
//refhub.elsevier.com/S2666-6065(25)00271-8/sref10
//refhub.elsevier.com/S2666-6065(25)00271-8/sref10
//refhub.elsevier.com/S2666-6065(25)00271-8/sref10
//refhub.elsevier.com/S2666-6065(25)00271-8/sref11
//refhub.elsevier.com/S2666-6065(25)00271-8/sref11
//refhub.elsevier.com/S2666-6065(25)00271-8/sref11
//refhub.elsevier.com/S2666-6065(25)00271-8/sref11
//refhub.elsevier.com/S2666-6065(25)00271-8/sref11
//refhub.elsevier.com/S2666-6065(25)00271-8/sref11
//refhub.elsevier.com/S2666-6065(25)00271-8/sref12
//refhub.elsevier.com/S2666-6065(25)00271-8/sref12
//refhub.elsevier.com/S2666-6065(25)00271-8/sref12
//refhub.elsevier.com/S2666-6065(25)00271-8/sref13
//refhub.elsevier.com/S2666-6065(25)00271-8/sref13
//refhub.elsevier.com/S2666-6065(25)00271-8/sref13
//refhub.elsevier.com/S2666-6065(25)00271-8/sref13
//refhub.elsevier.com/S2666-6065(25)00271-8/sref14
//refhub.elsevier.com/S2666-6065(25)00271-8/sref14
//refhub.elsevier.com/S2666-6065(25)00271-8/sref14
//refhub.elsevier.com/S2666-6065(25)00271-8/sref14
//refhub.elsevier.com/S2666-6065(25)00271-8/sref14
//refhub.elsevier.com/S2666-6065(25)00271-8/sref15
//refhub.elsevier.com/S2666-6065(25)00271-8/sref15
//refhub.elsevier.com/S2666-6065(25)00271-8/sref15
//refhub.elsevier.com/S2666-6065(25)00271-8/sref15
//refhub.elsevier.com/S2666-6065(25)00271-8/sref16
//refhub.elsevier.com/S2666-6065(25)00271-8/sref16
//refhub.elsevier.com/S2666-6065(25)00271-8/sref16
//refhub.elsevier.com/S2666-6065(25)00271-8/sref17
//refhub.elsevier.com/S2666-6065(25)00271-8/sref17
//refhub.elsevier.com/S2666-6065(25)00271-8/sref17
//refhub.elsevier.com/S2666-6065(25)00271-8/sref18
//refhub.elsevier.com/S2666-6065(25)00271-8/sref18
//refhub.elsevier.com/S2666-6065(25)00271-8/sref18
https://doi.org/10.46658/JBIMES%2D24%2D09
//refhub.elsevier.com/S2666-6065(25)00271-8/sref20
//refhub.elsevier.com/S2666-6065(25)00271-8/sref20
//refhub.elsevier.com/S2666-6065(25)00271-8/sref20
//refhub.elsevier.com/S2666-6065(25)00271-8/sref21
//refhub.elsevier.com/S2666-6065(25)00271-8/sref21
https://data.worldbank.org/?locations%3DXD%2DOE
//refhub.elsevier.com/S2666-6065(25)00271-8/sref23
//refhub.elsevier.com/S2666-6065(25)00271-8/sref23
//refhub.elsevier.com/S2666-6065(25)00271-8/sref23
//refhub.elsevier.com/S2666-6065(25)00271-8/sref24
//refhub.elsevier.com/S2666-6065(25)00271-8/sref24
//refhub.elsevier.com/S2666-6065(25)00271-8/sref25
//refhub.elsevier.com/S2666-6065(25)00271-8/sref25
//refhub.elsevier.com/S2666-6065(25)00271-8/sref25
//refhub.elsevier.com/S2666-6065(25)00271-8/sref25
//refhub.elsevier.com/S2666-6065(25)00271-8/sref26
//refhub.elsevier.com/S2666-6065(25)00271-8/sref26
//refhub.elsevier.com/S2666-6065(25)00271-8/sref26
https://www.ers.usda.gov/data%2Dproducts/rural%2Durban%2Dcommuting%2Darea%2Dcodes
https://www.ers.usda.gov/data%2Dproducts/rural%2Durban%2Dcommuting%2Darea%2Dcodes
//depts.washington.edu/uwruca/ruca%2Dcodes.phpuca/ruca%2Dcodes.php
//depts.washington.edu/uwruca/ruca%2Dcodes.phpuca/ruca%2Dcodes.php
http://www.thelancet.com


29 Australian Bureau of Statistics. Remoteness Areas Australian 
Statistical Geography Standard (ASGS). Commonwealth of 
Australia. https://www.abs.gov.au/statistics/standards/australian-
statistical-geography-standard-asgs-edition-3/jul2021-jun2026/ 
remoteness-structure/remoteness-areas; 2021. 

30 Anderson JB, Martin SA, Gadomski A, et al. Project ECHO and pri-
mary care buprenorphine treatment for opioid use disorder: imple-
mentation and clinical outcomes. Subst Abuse. 2022;43(1):222–230. 

31 Bellesheim KR, Kizzee RL, Curran A, Sohl K. ECHO autism: 
integrating maintenance of certification with extension for com-
munity healthcare outcomes improves developmental screening. 
J Dev Behav Pediatr. 2020;41(6):420–427. 

32 Boise L, Eckstrom E, Fagnan L, et al. The rural older adult memory 
(ROAM) study: a practice-based intervention to improve dementia 
screening and diagnosis. J Am Board Fam Med. 2010;23(4):486–498. 

33 Estrada CA, Safford MM, Salanitro AH, et al. A web-based diabetes 
intervention for physician: a cluster-randomized effectiveness trial. 
Int J Qual Health Care. 2011;23(6):682–689. 

34 Gallant N, Hadjistavropoulos T, Winters EM, Feere EK, Wickson-
Griffiths A. Development, evaluation, and implementation of an 
online pain assessment training program for staff in rural long-term 
care facilities: a case series approach. BMC Geriatr. 2022;22(1):336. 

35 Kim J, Estabrooks P, Aggarwal A, McMillan A, Alshehri K. Developing 
a co-production strategy to facilitate the adoption and implementation 
of evidence-based colorectal cancer screening interventions for rural 
health systems: a pilot study. Implement Sci Commun. 2022;3(1):131. 

36 Morgan D, Kosteniuk J, Seitz D, et al. A five-step approach for 
developing and implementing a rural primary health care model 
for dementia: a community–academic partnership. Prim Health 
Care Res Dev. 2019;20:e29. 

37 Allgood SD, Leeman J, Rosemond CA, Ammerman AS, Samuel-
Hodge C, Cykert S. Reducing cardiovascular disease in a rural 
community. Public Health Nurs. 2019;36(5):676–682. 

38 Bender BG, Dickinson P, Rankin A, Wamboldt FS, Zittleman L, 
Westfall JM. The Colorado asthma toolkit program: a practice 
coaching intervention from the high plains research network. J Am 
Board Fam Med. 2011;24(3):240–248. 

39 Chow S, Bale S, Sky F, et al. The Wequedong Lodge Cancer 
Screening Program: implementation of an opportunistic cancer 
screening pilot program for residents of rural and remote Indig-
enous communities in northwestern Ontario, Canada. Rural 
Remote Health. 2020;20(1):5576. 

40 Emery JD, Gray V, Walter FM, et al. The improving rural cancer 
outcomes trial: a cluster-randomised controlled trial of a complex 
intervention to reduce time to diagnosis in rural cancer patients in 
Western Australia. Br J Cancer. 2017;117(10):1459–1469. 

41 Smucker L, Victory J, Scribani M, Oceguera L, Monzon R. Rural 
context, single institution prospective outcomes after enhanced 
recovery colorectal surgery protocol implementation. BMC Health 
Serv Res. 2020;20(1):1120. 

42 Slater H, Briggs AM, Smith AJ, Bunzli S, Davies SJ, Quintner JL. 
Implementing evidence-informed policy into practice for health 
care professionals managing people with low back pain in 
Australian rural settings: a preliminary prospective single-cohort 
study. Pain Med. 2014;15(10):1657–1668. 

43 Fedele DA, Hollenbach J, Sinisterra M, et al. Implementation of a 
pediatric asthma management program in rural primary care 
clinics. J Asthma. 2023;60(6):1080–1087. 

44 Virani S, Strong D, Tennant M, et al. Rationale and implementa-
tion of the SLICK project. Can J Public Health. 2006;97(3):241–247. 

45 Powers DM, Bowen DJ, Arao RF, et al. Rural clinics implementing 
collaborative care for low-income patients can achieve comparable or 
better depression outcomes. Fam Syst Health. 2020;38(3):242–254. 

46 Avent ML, Walker D, Yarwood T, et al. Implementation of a novel 
antimicrobial stewardship strategy for rural facilities utilising tel-
ehealth. Int J Antimicrob Agents. 2021;57(6):106346. 

47 Cravens DD, Mehr DR, Campbell JD, Armer J, Kruse RL, 
Rubenstein LZ. Home-based comprehensive assessment of rural

elderly persons: the CARE project. J Rural Health. 2005;21(4):322– 
328. 

48 Johnson AC, Upchurch L. Implementation of a heart failure 
disease management program in the rural southern United 
States: a best practice implementation project. JBI Evid Imple-
ment. 2025. 

49 Bernardy NC, Cuccurullo L-AJ, Montano M, et al. Implementation 
strategies to improve posttraumatic stress disorder care in rural 
veterans. J Rural Health. 2024;40(3):411–418. 

50 Hendrickx L, Kuznia C, Maneval L. Use of telestroke to improve 
access to care for rural patients with stroke symptoms. Crit Care 
Nurse. 2023;43(5):49–56. 

51 Jongebloed H, Chapman A, Marshall S, et al. The application of 
stepped-wedge cluster-randomized controlled trial study designs in 
oncology settings: a systematic review. Crit Rev Oncol Hematol. 
2025;205:104547. 

52 Ashcraft LE, Goodrich DE, Hero J, et al. A systematic review of 
experimentally tested implementation strategies across health and 
human service settings: evidence from 2010-2022. Implement Sci. 
2024;19(1):43. 

53 Chen JI, Roth B, Dobscha SK, Lowery JC. Implementation strate-
gies in suicide prevention: a scoping review. Implement Sci. 2024;19 
(1):20. 

54 Schmitt M, Hawkins M, Florsheim P. Key determinants in 
implementation processes: a systematic review using the consoli-
dated framework for implementation research (CFIR). Implement 
Sci Commun. 2025;6(1):89. 

55 Queensland Health. In: Rural and remote health & wellbeing strategy 
2022-2027 handbook. The Office of Rural and Remote Health, 
Queensland Health; 2022. 

56 Alston L, McFayden L, Gupta TS, Payne W, Smith J. Creating a 
sustainable and supportive health research environment across 
rural and remote Australia: a call to action. Med J Aust. 2023;219 
(S3):S27–S30. 

57 Ramanadhan S, Alemán R, Bradley CD, et al. Using participatory 
implementation science to advance health equity. Annu Rev Public 
Health. 2024;45(1):47–67. 

58 Broadhurst T, Cha YJ, Bartlett C, et al. Mixed methods systematic 
review of consumer engagement in rural health practice, research, 
and education. Health Promot Int. 2025;40(4). 

59 Balis LE, Houghtaling B. Matching barriers and facilitators to 
implementation strategies: recommendations for community set-
tings. Implement Sci Commun. 2023;4(1):144. 

60 Krahe MA, Baker S, Woods L, Larkins SL. Factors that influence 
digital health implementation in rural, regional, and remote 
Australia: an overview of reviews and recommended strategies. 
Aust J Rural Health. 2025;33(2):e70045. 

61 Hyett N, Hutchinson M, Doyle D, et al. Rural community-centred 
co-planning for sustainable rural health systems. Aust J Rural 
Health. 2024;32(5):944–958. 

62 Kiss N, Jongebloed H, Baguley B, et al. Meaningful consumer 
involvement in cancer care: a systematic review on co-design 
methods and processes. JNCI Cancer Spectr. 2024;8(4). 

63 Murrell JE, Pisegna JL, Juckett LA. Implementation strategies and 
outcomes for occupational therapy in adult stroke rehabilitation: a 
scoping review. Implement Sci. 2021;16(1):105. 

64 Lum B, Weerasinghe N, Chu CH, Perri D, Cranley L. Exam-
ining implementation outcomes in health information ex-
change systems: a scoping review. J Biomed Inform. 2025;163: 
104782. 

65 Flynn R, Stevens B, Bains A, Kennedy M, Scott SD. Identifying 
existing approaches used to evaluate the sustainability of evidence-
based interventions in healthcare: an integrative review. Syst Rev. 
2022;11(1):221. 

66 Wright C, Riva S, Crichton M, et al. Measuring cancer equity 
globally: harmonising international rural-urban classifications for 
exploring cancer outcomes. Lancet Reg Health West Pac. 
2026;66:101737.

Series

12 www.thelancet.com Vol 66 January, 2026

https://www.abs.gov.au/statistics/standards/australian%2Dstatistical%2Dgeography%2Dstandard%2Dasgs%2Dedition%2D3/jul2021%2Djun2026/remoteness%2Dstructure/remoteness%2Dareas
https://www.abs.gov.au/statistics/standards/australian%2Dstatistical%2Dgeography%2Dstandard%2Dasgs%2Dedition%2D3/jul2021%2Djun2026/remoteness%2Dstructure/remoteness%2Dareas
https://www.abs.gov.au/statistics/standards/australian%2Dstatistical%2Dgeography%2Dstandard%2Dasgs%2Dedition%2D3/jul2021%2Djun2026/remoteness%2Dstructure/remoteness%2Dareas
//refhub.elsevier.com/S2666-6065(25)00271-8/sref30
//refhub.elsevier.com/S2666-6065(25)00271-8/sref30
//refhub.elsevier.com/S2666-6065(25)00271-8/sref30
//refhub.elsevier.com/S2666-6065(25)00271-8/sref31
//refhub.elsevier.com/S2666-6065(25)00271-8/sref31
//refhub.elsevier.com/S2666-6065(25)00271-8/sref31
//refhub.elsevier.com/S2666-6065(25)00271-8/sref31
//refhub.elsevier.com/S2666-6065(25)00271-8/sref32
//refhub.elsevier.com/S2666-6065(25)00271-8/sref32
//refhub.elsevier.com/S2666-6065(25)00271-8/sref32
//refhub.elsevier.com/S2666-6065(25)00271-8/sref33
//refhub.elsevier.com/S2666-6065(25)00271-8/sref33
//refhub.elsevier.com/S2666-6065(25)00271-8/sref33
//refhub.elsevier.com/S2666-6065(25)00271-8/sref34
//refhub.elsevier.com/S2666-6065(25)00271-8/sref34
//refhub.elsevier.com/S2666-6065(25)00271-8/sref34
//refhub.elsevier.com/S2666-6065(25)00271-8/sref34
//refhub.elsevier.com/S2666-6065(25)00271-8/sref35
//refhub.elsevier.com/S2666-6065(25)00271-8/sref35
//refhub.elsevier.com/S2666-6065(25)00271-8/sref35
//refhub.elsevier.com/S2666-6065(25)00271-8/sref35
//refhub.elsevier.com/S2666-6065(25)00271-8/sref36
//refhub.elsevier.com/S2666-6065(25)00271-8/sref36
//refhub.elsevier.com/S2666-6065(25)00271-8/sref36
//refhub.elsevier.com/S2666-6065(25)00271-8/sref36
//refhub.elsevier.com/S2666-6065(25)00271-8/sref37
//refhub.elsevier.com/S2666-6065(25)00271-8/sref37
//refhub.elsevier.com/S2666-6065(25)00271-8/sref37
//refhub.elsevier.com/S2666-6065(25)00271-8/sref38
//refhub.elsevier.com/S2666-6065(25)00271-8/sref38
//refhub.elsevier.com/S2666-6065(25)00271-8/sref38
//refhub.elsevier.com/S2666-6065(25)00271-8/sref38
//refhub.elsevier.com/S2666-6065(25)00271-8/sref39
//refhub.elsevier.com/S2666-6065(25)00271-8/sref39
//refhub.elsevier.com/S2666-6065(25)00271-8/sref39
//refhub.elsevier.com/S2666-6065(25)00271-8/sref39
//refhub.elsevier.com/S2666-6065(25)00271-8/sref39
//refhub.elsevier.com/S2666-6065(25)00271-8/sref40
//refhub.elsevier.com/S2666-6065(25)00271-8/sref40
//refhub.elsevier.com/S2666-6065(25)00271-8/sref40
//refhub.elsevier.com/S2666-6065(25)00271-8/sref40
//refhub.elsevier.com/S2666-6065(25)00271-8/sref41
//refhub.elsevier.com/S2666-6065(25)00271-8/sref41
//refhub.elsevier.com/S2666-6065(25)00271-8/sref41
//refhub.elsevier.com/S2666-6065(25)00271-8/sref41
//refhub.elsevier.com/S2666-6065(25)00271-8/sref42
//refhub.elsevier.com/S2666-6065(25)00271-8/sref42
//refhub.elsevier.com/S2666-6065(25)00271-8/sref42
//refhub.elsevier.com/S2666-6065(25)00271-8/sref42
//refhub.elsevier.com/S2666-6065(25)00271-8/sref42
//refhub.elsevier.com/S2666-6065(25)00271-8/sref43
//refhub.elsevier.com/S2666-6065(25)00271-8/sref43
//refhub.elsevier.com/S2666-6065(25)00271-8/sref43
//refhub.elsevier.com/S2666-6065(25)00271-8/sref44
//refhub.elsevier.com/S2666-6065(25)00271-8/sref44
//refhub.elsevier.com/S2666-6065(25)00271-8/sref45
//refhub.elsevier.com/S2666-6065(25)00271-8/sref45
//refhub.elsevier.com/S2666-6065(25)00271-8/sref45
//refhub.elsevier.com/S2666-6065(25)00271-8/sref46
//refhub.elsevier.com/S2666-6065(25)00271-8/sref46
//refhub.elsevier.com/S2666-6065(25)00271-8/sref46
//refhub.elsevier.com/S2666-6065(25)00271-8/sref47
//refhub.elsevier.com/S2666-6065(25)00271-8/sref47
//refhub.elsevier.com/S2666-6065(25)00271-8/sref47
//refhub.elsevier.com/S2666-6065(25)00271-8/sref47
//refhub.elsevier.com/S2666-6065(25)00271-8/sref48
//refhub.elsevier.com/S2666-6065(25)00271-8/sref48
//refhub.elsevier.com/S2666-6065(25)00271-8/sref48
//refhub.elsevier.com/S2666-6065(25)00271-8/sref48
//refhub.elsevier.com/S2666-6065(25)00271-8/sref49
//refhub.elsevier.com/S2666-6065(25)00271-8/sref49
//refhub.elsevier.com/S2666-6065(25)00271-8/sref49
//refhub.elsevier.com/S2666-6065(25)00271-8/sref50
//refhub.elsevier.com/S2666-6065(25)00271-8/sref50
//refhub.elsevier.com/S2666-6065(25)00271-8/sref50
//refhub.elsevier.com/S2666-6065(25)00271-8/sref51
//refhub.elsevier.com/S2666-6065(25)00271-8/sref51
//refhub.elsevier.com/S2666-6065(25)00271-8/sref51
//refhub.elsevier.com/S2666-6065(25)00271-8/sref51
//refhub.elsevier.com/S2666-6065(25)00271-8/sref52
//refhub.elsevier.com/S2666-6065(25)00271-8/sref52
//refhub.elsevier.com/S2666-6065(25)00271-8/sref52
//refhub.elsevier.com/S2666-6065(25)00271-8/sref52
//refhub.elsevier.com/S2666-6065(25)00271-8/sref53
//refhub.elsevier.com/S2666-6065(25)00271-8/sref53
//refhub.elsevier.com/S2666-6065(25)00271-8/sref53
//refhub.elsevier.com/S2666-6065(25)00271-8/sref54
//refhub.elsevier.com/S2666-6065(25)00271-8/sref54
//refhub.elsevier.com/S2666-6065(25)00271-8/sref54
//refhub.elsevier.com/S2666-6065(25)00271-8/sref54
//refhub.elsevier.com/S2666-6065(25)00271-8/sref55
//refhub.elsevier.com/S2666-6065(25)00271-8/sref55
//refhub.elsevier.com/S2666-6065(25)00271-8/sref55
//refhub.elsevier.com/S2666-6065(25)00271-8/sref56
//refhub.elsevier.com/S2666-6065(25)00271-8/sref56
//refhub.elsevier.com/S2666-6065(25)00271-8/sref56
//refhub.elsevier.com/S2666-6065(25)00271-8/sref56
//refhub.elsevier.com/S2666-6065(25)00271-8/sref57
//refhub.elsevier.com/S2666-6065(25)00271-8/sref57
//refhub.elsevier.com/S2666-6065(25)00271-8/sref57
//refhub.elsevier.com/S2666-6065(25)00271-8/sref58
//refhub.elsevier.com/S2666-6065(25)00271-8/sref58
//refhub.elsevier.com/S2666-6065(25)00271-8/sref58
//refhub.elsevier.com/S2666-6065(25)00271-8/sref59
//refhub.elsevier.com/S2666-6065(25)00271-8/sref59
//refhub.elsevier.com/S2666-6065(25)00271-8/sref59
//refhub.elsevier.com/S2666-6065(25)00271-8/sref60
//refhub.elsevier.com/S2666-6065(25)00271-8/sref60
//refhub.elsevier.com/S2666-6065(25)00271-8/sref60
//refhub.elsevier.com/S2666-6065(25)00271-8/sref60
//refhub.elsevier.com/S2666-6065(25)00271-8/sref61
//refhub.elsevier.com/S2666-6065(25)00271-8/sref61
//refhub.elsevier.com/S2666-6065(25)00271-8/sref61
//refhub.elsevier.com/S2666-6065(25)00271-8/sref62
//refhub.elsevier.com/S2666-6065(25)00271-8/sref62
//refhub.elsevier.com/S2666-6065(25)00271-8/sref62
//refhub.elsevier.com/S2666-6065(25)00271-8/sref63
//refhub.elsevier.com/S2666-6065(25)00271-8/sref63
//refhub.elsevier.com/S2666-6065(25)00271-8/sref63
//refhub.elsevier.com/S2666-6065(25)00271-8/sref64
//refhub.elsevier.com/S2666-6065(25)00271-8/sref64
//refhub.elsevier.com/S2666-6065(25)00271-8/sref64
//refhub.elsevier.com/S2666-6065(25)00271-8/sref64
//refhub.elsevier.com/S2666-6065(25)00271-8/sref65
//refhub.elsevier.com/S2666-6065(25)00271-8/sref65
//refhub.elsevier.com/S2666-6065(25)00271-8/sref65
//refhub.elsevier.com/S2666-6065(25)00271-8/sref65
//refhub.elsevier.com/S2666-6065(25)00271-8/sref66
//refhub.elsevier.com/S2666-6065(25)00271-8/sref66
//refhub.elsevier.com/S2666-6065(25)00271-8/sref66
//refhub.elsevier.com/S2666-6065(25)00271-8/sref66
http://www.thelancet.com

	Implementation strategies for evidence-based healthcare interventions in rural and remote settings: a scoping review
	Introduction
	Methods
	Search strategy
	Eligibility criteria
	Study selection and data extraction
	Data extraction
	Data synthesis

	Results
	Search results
	Study characteristics
	Application of implementation strategies
	Outcome reporting

	Discussion
	Conclusion
	ContributorsAC, HB, AU, and SM developed the study concept. HB led the development and registration of the study protocol,  ...
	Data sharing statementNot applicable.
	Declaration of interests
	Acknowledgements
	Appendix A. Supplementary data
	References


