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General discussion

General discussion

The aim of this discussion is to further explore the results and practical implications of this
dissertation; both for IACO implementation in general and for implementation within each
of the five sectors introduced in chapter one in specific. Sector specific findings will be
illustrated by means of the vignettes presented in the introduction.

Were the IACOs implemented as intended?

The measurement and comparison of implementation degree across IACOs proved to
be challenging in our studies. The paragraph below illustrates how we came to conclude
that (1) there is still no golden standard on how to use or operationalize indicators of IACO
implementation, that (2) we were not able to verify if most of the IACO activities prescribed
were implemented as intended because they were not protocolled, (3) adaptation of IACO
activities might be necessary to ensure a good fit with the local context, and that therefore
(4) it might be better to measure conceptual use instead of mechanical use (such as strict
adherence to protocol) to determine implementation integrity.

First, we struggled with the decision on which indicators of implementation degree we
would measure. In our systematic literature review we found a diverse pallet of indicators.
Even if the same indicators were used across studies, their operationalization varied greatly.
We therefore could not derive the ‘golden standard'’. After rigorous debate, we decided
to measure implementation indicators as described in the widely cited implementation
indicator framework of Peters et al.? We measured the degree to which the IACO was put into
practice and referred to this indicator as ‘adherence’ We however also used ‘completeness’
to refer to this degree of implementation in chapter 4, as peer-review feedback indicated
that this term was more familiar to the intended target audience of that particular journal.
This underlines our review finding that even within the relatively small field of research
on health promotion implementation, the use and operationalization of implementation
indicators is still fuzzy. This fuzziness gives rise to Babylonian language confusion, and makes
comparability and replication of study results difficult. We therefore argue that researchers
should strive to reach and adopt consensus on the use of implementation terminology and
its operationalization, for example by further developing the consensus on implementation
measurement indicators proposed by Rabin et aF.

The second challenge we faced was the striking difference in the number of IACO activities
prescribed to local stakeholders included in our study, and the level to which these
activities were protocoled. Stakeholders embedded in three out of five of the included
IACOs were prescribed only a small number of activities and were only provided with
general instructions on how to execute the activities prescribed (i.e. organize an activity to
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stimulate physical activity). We argued that simply recording if an activity to stimulate physical
activity’ was performed would not provide optimal insight into IACO implementation
integrity. We therefore asked project managers from those IACOs that prescribed only
non-protocoled activities to provide additional details on those activities. This approach
of further enquiry also supported our semi-action research design*’; one of the project
managers for instance mentioned during an interview that "By providing additional details, |
was challenged to contemplate further on what we wanted exactly from local stakeholders. This
sharpened my focus” Project managers were however unable to provide additional details
for one third of these activities. We then decided to consider this as a true reflection of
the IACOs implemented, and included all activities prescribed, both protocoled and non-
protocoled, in our so called 'yes/no implementation adherence checklist'that was filled out
by stakeholders at several moments in time. However, the inclusion of these non-protocoled
activities gave rise to the question how we would ensure we were not comparing cheese
with chalk. In our quantitative study, the issue of comparing ‘cheese with chalk’ became
apparent. We wanted to compare implementation degree across IACOs and evaluate the
relation between determinants of implementation and implementation degree. Descriptive
analysis however confirmed our observation that the number of activities prescribed per
IACO and stakeholder ranged widely, and that the number of activities was negatively
associated with the level to which activities were protocoled. We attempted to prevent
the ‘comparison of cheese with chalk’ by including the number of activities prescribed as a
determinant in our multivariate analysis. This analysis revealed that the number of activities
prescribed was indeed significantly associated with implementation degree. If more
activities were prescribed, this was associated with a lower degree of implementation. On
the one hand this sounds logical; it has been reported that if a high number of activities is
prescribed, this can enhance a feeling of complexity and thereby hinder implementation®®.
However, a low number of non-protocoled activities can also cause procedural unclarity
and lead to unsuccessful implementation®. The association between the number and level
to which the prescribed activities were protocoled might also be explained by two forms
of measurement bias. First, statistical measurement bias. If more activities are included, the
chance of one not being completed rises. Second, content measurement bias. Imagine a
stakeholder who implements 70% of the prescribed activity x’. If this stakeholder is asked to
indicate whether activity x was implemented as a whole’, he might be more prone to answer
in the positive (and thus receiving an 100% completeness score) than if a stakeholder is
asked to indicate for all elements of activity x’ separately whether they are implemented. So
although we made significant effort to develop valid indicators for the assessment of degree
of program implementation, considering the before mentioned potential biases and the
association found, the question remains whether we succeeded. One innovative approach
proposed by Hawe et al.”® might provide leads on how to measure implementation degree
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across IACOs in future studies, without risking comparing cheese with chalk. Hawe et al.'®
argue that the implementation of complex interventions should not be viewed as ‘one-
dimensional, program delivery’ but rather as a ‘complex event in systems'™'3. In line with
this view, they do not approve the measurement of ‘classic’ fidelity as described in the
Research & Dissemination (R&D) paradigm'. They feel the measurement of such fidelity
does not do justice to the good intentions of stakeholders who abandon implementation
fidelity by adapting activity elements. They instead state that stakeholders know best
how their ‘complex system'resides, and how elements can be adjusted and embedded in
such a manner that intervention effect can be preserved. In classic fidelity measurement,
adaptation lowers the fidelity score because the element is then not performed as prescribed
by the developer. However, especially for complex interventions, adaptation of elements
by stakeholders who are skilled and knowledgeable with regard to the intervention
(known as ‘conceptual use’) has been associated with increased program effect. These
adaptations might then not be put away as an undesirable lack of fidelity?#?8344046 Hawe
et al10 further state that one should therefore not measure to what degree an activity
protocol is implemented, but to verify if intervention functions (which could be reached
via a variety of activities) are implemented with fidelity. Hence, intervention theory instead
of intervention protocol is informing the design of the IACO process evaluation. This would
allow room for adaptation by local stakeholders in accordance with the local context, as
well as a more valid evaluation of implementation integrity. Nevertheless, as mentioned
before, IACO activities were mostly not protocoled. It therefore might also be difficult to
distillate if and which intervention theories underpin these activities. We therefore argue
that although intervention theory might be a more appropriate basis for the assessment of
IACO implementation integrity. This implies that a clear description of IACO activities is still
needed to identify which intervention theories should be tested.

Also in our we could not yet determine on which intervention theories certain program
elements were based. We were therefore not able to make a clear distinction between
favourable and unfavourable adaptations of certain program elements. In general, we
know to some extent which activities can contribute to a decline in childhood obesity'¢?!
but not which specific activities are most critical for the decline!”. Especially for complex
community programs such as EPODE-derived IACOs, it remains unclear which IACO
activities are needed to reach the intended intervention effect. Moreover, in our study we
could not determine if stakeholders were skilled and knowledgeable enough to determine
which and how elements could be adjusted without loss of implementation integrity. In
accordance with Durlak??, we would therefore advise future research initiatives to elucidate
which intervention elements and related conditions for effective application have to be
taken into account in order to reach the desired health-related impact by EPODE-derived
IACOs. The recent WIDER checklist published by Albrecht et al? could provide opportunity
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for the EPODE national agency, in close collaboration with IACO project managers, to better
describe the conditions for effective implementation at the local level. We moreover advise
future researchers to take into account the adaptation/fidelity debate, and untangle how
and if conceptual use and thus possible adaptation of certain activity elements can lead to
improve the impact of IACO interventions.

Which determinants influenced IACO implementation?

We identified a variety of IACO implementation determinants across studies. The Fleuren
model® proved partly sufficient to categorize these determinants. Some determinants we
identified were however not included in the original model. To accurately categorize these
new determinants and remain true to the specific characteristics of IACO implementation,
we added the category ‘intersectoral collaboration’to the Fleuren model and amended the
category ‘social-political context’into ‘community & context’

Some of the IACO determinants identified were found to be critical in multiple sectors,
whereas other determinants were only found to affect IACO implementation in one (or
two) specific sectors. A determinant was considered to be a relevant target for change in
multiple sectors if it was found in at least >3 out of 4 sectors (table 1).

Which determinants were found to influence IACO implementation in
multiple sectors?

Determinants of the professional

Perceived ownership (participants expressing they felt “personally tied or attached to IACO
goals") and high perceived importance of IACO goals were identified as key facilitators
to IACO implementation across sectors. These associations have been widely reported;
for health promotion innovations”, complex community programs?*?” and also IACOs in
specific’®. However, our data revealed that implementers who were less successful also
stated that they felt high ownership towards IACO goals. This could perhaps indicate that
high ownership is a condition for successful implementation, but not decisive per se. This
presumption is reinforced by the causal configurations of determinants we identified in our
qualitative studies, which for instance indicate that the combination of (1) high ownership,
(2) sufficient possibilities to adapt, and the absence of (3) any perceived barriers leads to
implementation success. Hence, the whole might be greater than the sum of its parts”; and
ownership should possibly be not considered in isolation. This hypothesis that the whole
might be greater than the sum of its part is partly supported by research from Armbruster et
al?.They found that the feelings of ‘ownership’and ‘participation in program development
and planning’ were interrelated; (early) participation in planning and development led to
a better fit of the intervention with the needs and wishes of the participant, increasing
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ownership of intervention goals. In line with another recent review of reviews®, one could
then argue that IACO implementation might be optimized by formulating multi-faceted
innovation strategies targeting a combination of interacting determinants, including
ownership. We however support the vision as expressed by Harvey & Kitson®®, that it is not
an either/or discussion. Instead, implementation strategies for complex intervention should
consider implementation as a complex process and formulate implementation strategies,
multifaceted or single, accordingly.

Stakeholders' self-efficacy towards IACO implementation was also found to influence IACO
implementation across sectors. This finding is relatively new for integrated approaches;
the association has only been addressed by one other IACO implementation study.®'. That
being said, several other health promotion innovation studies*3* and implementation
theories®,*® do confirm the association found between self-efficacy and implementation
success. We furthermore found indications that especially high self-efficacy in combination
with high ownership leads to a higher implementation degree. Few studies have researched
if and how self-efficacy in combination with ownership influences (implementation)
behavior®’”. Most implementation studies focus on elucidating which determinant influence
implementation, and not on which or how determinants intertwined or jointly lead to
implementation success. This, again, addresses the issue of ‘the whole being greater than
the sum of its parts, and the need for more research on how determinants jointly or in
interaction influence IACO implementation. In our studies, we aimed to bridge this gap by
using an adapted version of QCA to evaluate if determinants in configuration could lead
to a specific outcome. This provided us with indications that in some cases, determinants
in configuration rather than stand-alone determinants influence IACO implementation.
Because of the limited number of cases that could be studied, no definitive conclusions
can be drawn from our QCA results. Hence, we consider the use of QCA in our study as an
important step forward towards elucidating if the whole is greater than the sum of its parts,
but we feel that there is still a world to be conquered. We argue that the adapted version
of QCA should be tested using a larger number of cases, and that its methodology should
be further refined for use in IACO implementation studies. A next step would then be the
translation of QCA findings into implementation strategies, which could further inform the
debate mentioned earlier on the use of multifaceted or single implementation strategies.

We found that time of experience with IACO implementation was positively associated
with implementation adherence; Stakeholders who implemented the IACO activity
for more than twelve months showed a higher implementation degree in comparison
to novel implementers (<12 months of experience). Rogers also mentioned this
association between time and implementation success in his diffusion of innovations
theory®, stating that stakeholders who sustain implementation are most often better
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implementers. So what could explain this association found between time of experience
and implementation succes? We argue that selection bias might mediate the association
found. Those stakeholders that sustain implementation are perhaps on average more
motivated to implement the innovation, and therefore might be better implementers.
The health promotion implementation literature remains indecisive about the direction
of the association between time and implementation success. Young et al** found that
implementation of the IACO 'TAAG' improved over time, whereas two other studies**!
reported that the implementation of a health promotion program in schools worsened
over time. However, for IACOs in specific, Bolton et al* reported that the ‘allocation
of sufficient time for implementation” was one of the key factors to reach (continued)
implementation success. We argue that more longitudinal IACO implementation studies
are needed to further elucidate the relation between time and implementation succes. This
also provides oppurtinity to verify if other determinants mediate the relation between time
and implementation succes, for example by using the previously mentioned QCA method.

Innovation

A ‘high compatibility of the activities prescribed with existing working procedures’ and
‘possibilities to adapt IACO activities to improve their fit with the local context'were identified
as key facilitators to IACO implementation across sectors. We feel this finding further
strengthens the recommendations we made with regard to the fidelity/adaptation debate
described earlier in this discussion. Stakeholders strongly express that multiple possibilities
to adapt and high compatibility of activities with their existing (work) procedure facilitates
their implementation efforts, but it is not yet known which activities can be adapted
(and to what level) without loss of fidelity and intervention effect. More research is thus
needed to determine which activities (elements) are critical for intervention effect, and how
implementation integrity can be evaluated if (certain) adaptations are not considered as a
loss of fidelity. If we dive deeper into the issue how IACO activities should or can be adapted,
research indicates that adaptation informed by both top-down (for example project
management or research) and bottom-up (local stakeholders) forces is most beneficial to
the implementation of complex health promotion programs®#. This approach is referred
to as a ‘mutual adaptation®. A mutual adaptation approach also aligns with the principles
of community participatory action research* (CPAR), as it provides opportunity to enhance
the match between stakeholders’ needs and IACO activities. In our opinion, a mutual
adaptation approach guided by CPAR could create an optimal environment to successfully
implement an IACO. However, as Muhammad et al.*® recently noted, power and identity
equality between researchers and local stakeholders is an important prerequisite for this
approach to be successful.
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Organization

Our quantitative study revealed that formal ratification was negatively associated with
implementation adherence in multivariate analysis, while a positive association was found in
univariate analysis. In previous studies only a positive association was reported; that formal
ratification was related to IACO implementation succes* . Because of this contradiction
between the results of the univariate and multivariate analysis, we explored these findings
from our quantitative study further. The correlation matrix then revealed that formal
ratification was only negatively associated with implementation adherence for educational
sector stakeholders embedded in communities A or B. This means that in multivariate
analysis, the regression weight of the determinant formal ratification’ was heavily affected
by ‘educational sector membership’ This association between formal ratification and sector
membership is not reported in earlier studies. However, the Centre for Disease Control
(CDCQ) does emphasize in their report “Make a Difference at Your School”that one of first steps
of successful implementation of health promotion programs in schools is the inclusion of
(specific) health promotion goals in the schools’ policy**. One other possible explanation
for the negative association found is that the presence of formal ratification might indicate
that the intervention was implemented top-down. in previous studies, a top-down
implementation has been related to lower degrees of continued implementation®..

Community & context

We found that if partners were more equally distributed across sectors in the network, this
was associated with a higher implementation degree. We also found that a higher level of
network centralization, meaning a high level of variation in the number of ties per network
partner, was related to a lower level of implementation degree. These findings can both
be explained if one considers the association frequently reported between these network
characteristics, network stability and continued implementation success. If a network is
stable and partners continue to work jointly towards network goals, this associated with
higher levels of continued implementation. A centralized network, as we found in our study,
has however been associated with a decrease in network stability over time®¢, and might
therefore have contributed to a decrease in implementation degree over time. Especially
if the involvement of the most central partner is dependent on external resources, the
network is more likely to become unstable and implementation degree will decline if
resources are cut”.

An equal distribution of partners has also been associated with a more stable network over
time, and in turn a better chance at continued implementation success. We argue that
an equal distribution of partners might enhance network stability because the network
is not dominated by one particular sector on which other sectors depend for continued
collaboration and implementation. Also, the network might be more stable as sector
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involvement, is for the greater part not dependent on a single actors’ collaborative effort.
Then, the retreat of one partner does not cause a complete sector to be eliminated from the
network. We therefore advise future IACO project managers to stimulate the participation
of stakeholders from a variety of sectors within the community. That being said, it should be
noted that network development within complex interventions is complex and is not only
influenced by the network characteristics mentioned above®®. Other factors such as trust,
knowledge about the other organisations®, feeling a shared commitment for action and
cohesion in the network can also influence network stability and output®. More research
is needed to verify which factors are most important to enhance IACO implementation
success, and which of these factors are mediated by levels of network stability.

Practical implications

Next to an intervention action plan, we advise practitioners to develop strategies
for the implementation of their IACO in close collaboration with local researchers
(for example from the Municipal Health Services (GGD)) and local stakeholders. These
strategies should then be revised and adapted regularly to ensure their fit with the
needs and wishes of the local context. The implementation of an IACO is complex and
without such a dynamic plan, implementation failure is a much greater risk.

In accordance with a recent study by Bolton et al*, we urge that sufficient time
should be allowed for IACO implementation. EPODE only showed results after ten
years; it takes time to build a lasting network and most implementers need time to get
acquainted and be successful IACO implementers.

« Across sectors and in time, high ownership of IACO goals and feelings of high
self-efficacy towards implementation were related to IACO implementation success.
We therefore advise to take these determinants into account when developing
implementation strategies. Self-efficacy for instance has shown to be enhanced
by regular coaching sessions throughout the implementation process®’, whereas
ownership of clinical guideline use was enhanced by ensuring that practitioners were
involved in the development of the guideline.

We found that if collaboration with community stakeholders is perceived as fruit-
and successful, this was related to implementation success. It might therefore be
wise to stimulate solid collaboration, for example by organizing regular stakeholder
meetings and making the benefits of collaboration visible to stakeholders.

A non-centralized network was related to implementation success. We therefore
advise to not let only one stakeholder (for example the project manager) be central
to the rest of the network partners, as this might jeopardize a feeling of shared
responsibility for implementation and network stability overtime.
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Which determinants are found to influence IACO implementation within a specific
sector?

4[Educational sector}
James, 52, primary school teacher

I strongly support the goals of the IACO; children should be healthy and fit!

@ However, my students messed around with their water cans, which resulted in
one very wet classroom. The cans also began to smell after a while; the children
did not clean them very often. Moreover, the government rates the quality of our
school based on the academic achievement of my students, not on the students’

health status. Because I'm all ready short on time, I therefore commit the
resources | have available to teach some extra mathematics. That leaves me with

too little time to perform all of the IACO activities. I did integrate the water
breaks and fruit moments into our daily class schedule. In that way, [ was able to

sustain some of the IACO activities over time.

An important finding of this dissertation is that in specific for the educational sector,
determinants related to the professional and the innovation were found to be most
influential to IACO implementation. Only for these stakeholders, limited time and resources’
and a 'lack of priority for IACO implementation” were identified as key barriers. Hence,
these stakeholders expressed that their sparse time and resources were committed to
optimize students’ academic achievement, leaving insufficient resources to implement
IACO activities. Previous studies have also reported that a low priority for health promotion
in the educational sector®®, partly caused by a government-led demand for and focus
on academic acheivements®® impeded the implementation of health promotion
interventions. We argue that one possible solution to optimize IACO implementation
within the educational sector is to make stakeholders, local policy makers and national
government officials more aware of the strong positive association found between healthy
behavior of children and academic achievements®®, If this awareness then translates into
a shift in government demand and funding, this could contribute to the prioritization of
health promotion in schools.

Alsosolely foreducational stakeholders, a'lack of external aid and incentives to continue IACO
implementation’'was identified as a key barrier. Economic theory underlines this finding and
states that the‘principal’(the innovation) needs to encompass procedures to incentivize the
‘agents’(professionals) to optimize implementation®. Continued reinforcement, for example
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in the form of (dis)incentives and iterative implementation support, is furthermore included
in the recently published expert recommendations for implementing change”. Skinner”
was one of the first to mention that behaviour change can be accomplished by providing
rewards directly after a certain behaviour was performed. However, for this strategy to
work properly, it is important to keep in mind that the reinforcement should be aimed
at the behaviour, and not at the result of the behaviour’. For example, a teacher should
be rewarded for the implementation of the regulation to eat healthy snacks during the
morning break, and not for the number of children that are eating healthy snacks. So should
we then instate as much external reinforcement strategies as possible to ensure (sustained)
IACO implementation? We argue that this could potentially be harmful, and advise project
managers to be cautious whilst instating such strategies. External reinforcement has
namely been reported to decrease stakeholders’ (potential) internal motivation to perform
a prescribed behaviour”. This corroborated by one of the (sustainability) aims of EPODE,
which states that to ensure continued implementation of an IACO, external reinforcement
should be limited. Instead focus should lie with the establishment of community
readiness, (lasting) resources and the recruitment of internally motivated local program
champions™”. Therefore, although professionals call for continuous reinforcement of IACO
implementation, the form and level to which it is instated should be considered carefully to
avoid a decrease in stakeholders’internal motivation to implement or a decline in available
(human) community resources.

Practical implications

- James encountered negative effects of the implementation in his classroom. A
mutual adaptation approach® or regular evaluation of his implementation might
have obviated this problem, as James would have been consulted about his (negative)
implementation experience and the activity could have been adapted in collaboration
with James. Piloting of the IACO activities prior to widespread implementation
might also have uncovered these issues.

«  James named that implementation was impeded because the government appraises
his school only on the academic achievement of its students. We therefore advise
future IACO project managers to not only implement IACO activities on the local
level, but also to try to influence policy making at the local level®. For example
‘the healthy school’ program that was launched by the Dutch government in 2013
could, if correctly timed and feasible, provided incentives to schools to facilitate the
(continued) implementation of IACO activities”.
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. External reinforcement and aid for IACO implementation is important to James, as
he indicated his workload is already overwhelming. In accordance with the Centre
for Disease Control** we would advise to facilitate James' IACO implementation by
establishing a school health counsel and/or to appoint a coordinator who could
make plans and formulate strategies to reinforce (future) IACO implementation.

Health care sector

Fatima, 31, youth health care nurse
I was really happy that we could participate! My work is already focused on
optimizing the health of children, so this program really complemented my other
tasks. However, during the implementation of the IACO, our organization was
ﬂ merged with other youth health care facilities into the Center for Youth & Family
(CJG). Times were quite turbulent; intervention materials got lost during the move
and we needed to establish a new status quo. Initial implementation of the IACO was
therefore troublesome. I also encountered that during previous interventions,
parents and children were not always able to comply with IACO goals because of
financial and behavioral problems. Some parents just couldn't afford to buy healthy
food. Luckily, a coordinator was appointed in our organization for the
implementation of the IACO. She send us emails with instructions on how to perform
the activities prescribed, an how to tackle the hurdles we encountered. We also
came together regularly to evaluate the progress of the IACO. That really helped me
to (keep) the activities going!

A notable finding is that the key determinants to IACO implementation identified for
this sector were mostly related to the match of the IACO with their regular practice
or previous experiences. We for instance found that solely within this sector, IACO
implementation was facilitated by the availability of an internal coordinator and regular
evaluation of the campaign. However, the health sector was the only sector included
where the appointment of a coordinator and regular evaluations were considered
regular practice. Hence, the established regular practice within this sector encompassed
certain conditions that were found to facilitate IACO implementation, also in previous
implementation studies®®’#% We do however argue that finding these determinants to
be relevant only for this sector might be due to the concept of 'you don't miss what you
don't know'. In other words, stakeholders from the other sectors might not be able to
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asses which benefits the appointment of a coordinator or regular evaluation would have
had on IACO implementation as they haven't previously experienced the benefits of these
actions. Whether this assumption is true needs to be further examined.

Health care stakeholders also mentioned that their day-to-day work and the IACO activities
prescribed were highly compatible, highlighting again the match with existing practice. It
might be easier to implement health promotion activities in a sector which primary aim is
already to optimize the health of children, then for example within the educational sector
where the major aim is to optimize the academic achievement of children.

Finally, certain attributes of the target population, such as financial or behavioral problems,
were only identified as key barriers to IACO implementation in the health care sector. Health
care stakeholders for example mentioned that their clients did not have sufficient financial
resources to buy healthy foods or that they were unable to comply with healthy diet
suggestions. Several other studies reinforce our finding that target population attributes
can affect IACO implementation®®®°8 We argue that the previous experience in this sector
with financial or behavioral problems of the target population might explain our finding. A
majority of the health care professionals expressed that during previous health promotion
interventions, the target population was often not able to participate in activities or activate
behavior change. These experiences might have given rise to a negative presumption
about the these attributes of the target population while implementing this IACO, resulting
in some degree of confirmation bias®’. They therefore were perhaps more prone to watch
for these attributes in the target population, and report them in the negative. Whether this
bias was actually present, or whether compliance was actually worse or more important for
stakeholders in the health care sector needs to be further investigated.

Practical implications

Fatima named that her implementation was facilitated because the prescribed IACO
activities fitted perfectly with her existing work assignments. This underlines the
importance of a proper fit of the IACO with the local context.

Turbulence within the organization caused a decline in Fatima's IACO implementation.
Because of the turbulence, additional tasks such as IACO implementation were
easily put on the back burner. Countering shared responsibility bias, it might help
to explicitly divide subtasks with regard to IACO implementation amongst
stakeholders, and to send extra (email) implementation reminders to encourage
continued implementation efforts.

According to Fatima, parents and children were often not willing to comply with
IACO activities. Training that touches on the possibility of non-compliance of the
target population and for example, teaching motivational interviewing techniques
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to health care stakeholders could possibly increase stakeholders' self-efficacy towards
addressing the non-compliance of parents and children and decreases their lack of
implementation motivation®,

Appointing an implementation coordinator or champion and regular internal
evaluation of the campaign were named by Fatima as facilitators to implementation.
This highlights that organization wide support and commitment to IACO
implementation can lead to greater IACO implementation success.

Welfare- & Sports
sector

Jeffrey, 22, Youth welfare worker
I really tried to implement the IACO, because i feel that it is important to promote a
healthy lifestyle in children. However, we had insufficient financial resources to
implement certain [ACO activities. We, as welfare workers, focus on many societal
issues such as poverty and domestic violence, leaving little resources left to
implement IACO activities. Also, collaborating with community partners to implement
IACO activities was very difficult and time consuming. In my opinion, the benefits of
IACO implementation did not outweigh the effort required to implement them. On the
positive side; i do feel that we strive to reach the same goals as IACO project

management. We both want children to feel good and happy and live long, healthy
lives. That feeling makes me want to try hard to implement at least some of the IACO
activities prescribed.

None of the key determinants identified for the welfare and sports sector were related to
the professional. Primarily external determinants (related to the organization, innovation
and to organizational collaboration) were found to be of importance to reach IACO
implementation success in this sector.

One of the key barriers to implementation for this sector was a lack of financial resources.
To our knowledge, this barrier was not previously cited as a barrier typical to the sector
welfare- and sport. It has frequently been reported to impede IACO implementation in
general#?0808+8 Finding this barrier for the welfare and sports sector might be due to the
large dependency of this sector on external (government-based) subsidies. The economic
recession that occurred in the Netherlands during the time of our study® led to a significant
decrease in governmental support. Especially subsidies that were not considered to
promote so-called fundamental needs' (i.e. health care and education) were cancelled. As
IACO project management did not provide financial support and welfare- and sport sector
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activities were not considered ‘fundamental’and thus not eligible for government support,
this sector was hit hard by the financial recession. This sector might therefore have had more
trouble to generate sufficient finances, explaining why this identified as a key barrier to
IACO implementation for this sector. We should however emphasize that if subsidies are cut
or withdrawn, IACO implementation can be jeopardized in all sectors that are dependent
on this external financial support.

Unsolid collaboration was found to be a key impeding determinant to implementation only
for welfare- and sports sector stakeholders. A quote from one of the welfare professional
we interviewed reflects the opinion of the majority of professionals from this sector:
‘I have the feeling that everyone is operating on their own little island, and are not willing or
able to make a collective effort” Previous studies have reported that unsolid collaboration
can be due to a lack of shared professional repertoire; professionals embedded in diverse
sectors often experience difficulties whilst collaborating because they struggle to
comprehend the other sectors’ goals and vocabulary®. A deepening of the relationships
between IACO implementers from diverse sectors can potentially tackle these hurdles,
facilitate communication and increase the power and magnitude of the collective effort®,
However, if for example implementers are embedded in other sectors, the deepening of
the relationship might take a considerable effort. It should then be closely monitored if
the benefits of improving the relationship outweigh the effort and resources instated to
establish this outcome.

Practical implications

Jeffrey stated that insufficient financial resources were present to implement the IACO,
as the welfare sector only has a limited budget to focus on a broad range of societal
problems. Mutual adaptation could possibly have countered this problem, as the IACO
activities could have been adapted and made less costly. Joint problem ownership
between these stakeholders and project management might then have led to a more
feasible IACO activity.

Jeffrey expressed that collaboration with other stakeholders remained unsatisfactory.
Regular meetings stakeholders from other sectors to evaluate IACO implementation
with might better the collaboration between partners. Also, enabling stakeholders to
investigate during these meetings what they could gain from collaboration and
IACO implementation, and how they could accomplish these gains has been shown
to optimize collaboration.

According to Jeffrey, high compatibility between the goals of the IACO and the
goals of the youth welfare organization was a key facilitator to implementation.
This compatibility also gave rise to certain advantages, for example that some
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organizational goals could be reached by implementing IACO activities. Enhancing or
sustaining this level of compatibility seems key to sustain IACO implementation in this
sector.

‘ Private sector

I want to be a socially responsible entrepreneur! I do not solely want to make a profit but [ also
want help solve societal problems such as obesity. Also, the IACO activities | implemented

granted me opportunities to meet new potential business partners and extent my clientele. So
n for me, it felt like a win-win situation. | however didn't always feel like we were 'in it together".

Ellen, 38, manager supermarket (national chain)

That we as community stakeholders made a collective effort to implement [IACO activities. That
~ lowered my implementation to implement the IACO. My supermarket also faced a high
turnover of staff, and it was not possible to communicate to all our (part time) employees about
how to implement IACO activities. So sometimes children came to our supermarket to get fruit
free of charge, but didn't receive any because the employee was aware of the activity. And even

so, not many children were interested in the 'fruit free of charge' activity. They'd rather buy
candy or cookies using their own money.

In specific for the private sector, determinants related to ‘intersectoral collaboration’and the
‘community and context’'were found to be of influence to IACO implementation.

The non-compliance of the target population was only identified as a key barrier to
implementation for private sector stakeholders. Health care stakeholders named specific
attributes of the target population (such as behavioural and financial problems) that
impeded their uptake of the intervention, whereas private sector stakeholders only named
that the target population did not attend their events or did not buy healthy foods without
naming a cause of the non-compliance. Private sector stakeholders mentioned that the non-
compliance of the target population led to a misbalance between their effort to implement
the IACO and the benefits gained from implementation. A local supermarket for example
started a campaign to promote fruit consumption and provided fruit for free to children,
intending to target childhood obesity as well as attract new clientele. Very few children
were however interested in the campaign and the supermarket was thus not attracting
new clientele. In the end, the campaign was therefore halted due to a lack of response from
the target population. This pitfall of lack of consumer response is widely cited as one of the
major challenges of intersectoral obesity prevention®.
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We furthermore found that solid collaboration between community partners was a
key facilitator solely for stakeholders embedded in this sector. This might be related to
characteristics of the IACO activities prescribed to this sector. In contrast to the educational-
and health care sector, most of the activities prescribed to private sector stakeholders
required a high degree of intersectoral collaboration. On the other hand, the relative high
importance of these determinants to the private sector could also be related to a major aim
unique to this sector: namely’making a profit’ Solid intersectoral collaboration, but also other
key determinants identified for this sector such as alack of shared commitment’and a‘lack
of visibility of implementation efforts to other stakeholders; are all linked to in- or decrease
of profit. Collaboration and shared commitment for instance creates opportunity to meet
new potential business partners and to expand business. Moreover, observability of their
implementation efforts provides opportunity to convey their ‘high level of corporate social
responsibility’ which might attract potential clients. These conditions (solid collaboration,
shared commitment, observability) can thus lead to potential external rewards (meet new
business partners, extent clientele) that in turn can optimize their profit. This might explain
why the presence or absence of these determinants is related to implementation success
for this particular sector. Finally, feeling morally obligated to implement the IACO was
identified as a key facilitator to the private sector. This could be due to the closing of the gap
between private- and public enterprises; more and more private sector stakeholders voice a
feeling of joint responsibility for societal issues®’. However, although viewed as an essential
component of current and future health promotion initiatives®*, tensions caused by for
example conflict of interest within public-private partnership have been widely reported®.
These partnership structures therefore need to be closely monitored, and transparency of
expectations and goals of both the public and private partners is of great importance®.

Practical implications

. IACO implementation makes Ellen feel like a socially responsible entrepreneur,
which facilitates her implementation. Also, she named that benefits gained by
implementing the IACO (new business partners, extending clientele) motivated her
to implement. We would therefore advise to engage potential private partners by
together exploring both the personal and organizational benefits to be gained.
This insight into IACO implementation benefits could then potentially lead to more
successful implementation efforts’.

- Although Ellen felt that she had opportunities to meet new business partners, she
did not feel like community stakeholders had a shared commitment towards IACO
goals. Creating shared commitment between community stakeholders through
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transparency and honesty®2 could be accomplished by creating a group community
identity®®, for example by organizing IACO network meetings (starting with a kick-off
meeting).

Children were not always eager to participate in IACO activities. We argue that private
partners should be informed prior to IACO implementation about the possible
difficulties they could encounter when engaging children (and parents) in activities
promoting a healthy lifestyle. We feel that thus that expectation management, in
combination with empowering of private partners by for example indicating that
their marketing skills could be useful when persuading children to buy into IACO
activities, is key to successful IACO implementation.

Conclusion

The translation of an IACO into practice is a complex and dynamic process. Both the
community context and, in turn, IACO program plans change frequently. This makes the
implementation of IACOs more prone to error and deviation and implementation failure
a genuine threat® "', JACO process evaluation is not yet standardized. We encountered
methodological difficulties when assessing IACO implementation degree and determinants.
This underlines the need for IACO program management and the national EPODE bureaus
to provide a detailed operationalization of (theory underpinning) the IACO activities and
objectives they prescribe. This would also be a prerequisite for the planning of an adequate
IACO process evaluation. However, to perform such a process evaluation, more ‘research
on how to perform IACO implementation research’is also needed. Based on the growing
knowledge base and the results and instruments used in this study, not a golden standard
but a ‘golden toolkit' containing a broad spectrum of IACO process evaluations methods
and measures should be established. Researchers, project managers and local stakeholders
can then pick and adapt those methods and measures from the toolkit that are most salient
to their setting and needs, allowing for a tailored and scientifically substantiated IACO
process evaluation. Also, by enhancing uniformity in operationalization of terminology
and measures, the ‘golden toolkit’ can potentially enhance the comparability of IACO
process evaluation results. We furthermore found indications that different determinants
influence IACO implementation success across sectors and over time. Thus to optimize
implementation, we argue that an IACO implementation plan should not be formulated
using a ‘one size fits all'approach. Instead implementation plans should be tailored to the
determinants identified per setting and sector, and should be adapted iteratively informed
by the dynamics in local implementation experiences. Preferably, we argue that community
based action research® based on a mutual adaptation strategy® should be instated to
account for feedback on how change is progressing over time. These strategies enable IACO
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program management, local community stakeholders and researchers to jointly evaluate
and making informed decisions about the need for and how-to adapt implementation
plans.

Advise for future research initiatives

We used mixed-method research to elucidate which determinants influenced the
IACO process. This allowed us to gain both an in depth and broad understanding of the
determinants that lead to IACO implementation success or failure. Although quantitative
analysis was possible in our study, the number of cases we could include was limited and
results of this analysis should therefore be interpreted and extrapolated with caution. We
advise future researchers to upscale the quantitative part of their research and include more
IACO implementers from a larger number of communities, for example by collaborating
more closely with the EPODE national bureau. Our study is one of the first to follow IACO
implementation at the community level over time, which provides us with very useful insight
into how determinants differ over time and across sectors.. We were however unable to
follow IACO implementation efforts of the same stakeholders longitudinally, as a number of
stakeholders declined participation after the first measurement due to research fatigue'®.
A high turnover of staff and frequent policy changes were also opposing the longitudinal
study of IACO implementation. We consider these congruent to IACO implementation and
maybe even inevitable because of the dynamics and ever-changing character of IACO
implementation. Nevertheless, it would be interesting to verify if our finding that IACO
implementation determinants differ over time and for sectors is also true when following
the same stakeholder at multiple points in time. Moreover, although not all factors opposing
longitudinal research within IACO implementation are changeable, perhaps research
fatigue could be countered. Making sure participants are not approached by different
research teams with similar research questions, providing participants with feedback on the
results, but also ensuring that research participation leads to visible changes or personal
advantages might reduce research fatigue'®.

We furthermore used purposeful sampling'® to select study participants. Taken into
account local opportunities, we feel that this sampling method was most suitable to obtain
a representative sample, but it still might have caused some form of selection bias'®'%,
Stakeholders that declined (further) participation often stated they suffered from research
fatigue'® or time constraints. Hence, it might be that participants who did agree to
participate were more motivated to implement their IACO (and thus to participate in our
study) or felt less strained by their workload. As random sampling within implementation
studies is difficult, it might be advisable to use a multi-stage purposeful sampling strategy.
This strategy is combines iterative (re)sampling focused on the creation of variation (stratified
purposeful) and similarities (criterion-i sampling) amongst included implementers'™. In
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this way, selection bias can be countered and optimize internal and external validity. We
used Social Network Analysis (SNA) to explore the impact of network development on
IACO implementation. Studies on network development in communities implementing
intersectoral approaches are sparse''% and to our knowledge we were the first to address
network development in communities implementing an IACO. Intersectoral collaboration
is one of the key features of an IACO, and we feel that incorporating network analysis into
an IACO process evaluation is therefore necessary to truly understand its implementation
process. Network analysis is however a complex technique not commonly practiced by
health promotion researchers. To adequately apply SNA, an in depth understanding of its
core principles and analysis (software) is warranted. We therefore urges future researchers to
develop an easy-to-use version of SNA, which can also be used by for instance statistically
educated epidemiologists working at the local municipal health services. This would in our
opinion be a way to increase the uptake of SNA in IACO process evaluations guided by
researchers who do not have the time, resources or knowledge to take up SNA in its current
form. In time, this might lead to a better understanding of network development (and its
relationship with implementation degree). SNA can also be used to support action research,
by for example evaluating network development with community stakeholders using the
SNA results. This form of evaluation might then improve collaboration and strengthen
network development.

Finally, we would like to suggest some future research pathways. We found that
determinants of IACO implementation differed per sector and overtime and that sometimes
determinants in interaction seemed to influence implementation success. We however
do not yet know if these determinants can be translated into effective implementation
strategies.. It is moreover still debated if multi-faceted or single implementation strategies
should be formulated to adequately address these (interacting) determinants®. Research
testing implementation strategies targeting the (interacting) determinants identified in
this thesis would in our opinion be the next step forward. Summarizing, we therefore
advise future studies to further refine if and which (interacting) determinants influence
IACO implementation over time and across sectors, how these determinants can then be
translated translation into effective IACO implementation strategies, and whether it matters
if multi-faceted or single strategies are used. The process of translation of determinants into
strategies could be guided by the ‘theory informed behavior change’method to implement
change as proposed by French et al'®. This promising method allows for the systematic
linkage between pathways of change ((interacting) determinants) to behavior change
techniques and their translation to feasible implementation strategies and plans.
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