
Additional file 2. Supporting theory 
 

Mechanism 1. Accepting the premise 

To succeed, interventions (including research utilisation interventions [1]) have to address a real need , i.e. 

to offer greater benefits than current practice [2-4]. To do so they must be perceived as compatible with 

participants’ and organisation-wide’ beliefs, assumptions, values and work practices [3, 5] and tackle a 

pressing concern [6]. Staff will resist an intervention if it does not appear to be in the interests of their 

agency or its primary stakeholders [7], or if there is a belief that “we already do that” [8]. Organisational 

characteristics (e.g. absorptive capacity and receptivity to change [9]) affect how staff value evidence [1], 

and different conceptualisations of evidence will be meaningful in different contexts, e.g. ‘social proof’ 

(knowing through doing) may be more compelling than ‘scientific proof’ [10]. Policymakers do not always 

trust the institution of research or find its outputs legitimate [11]. Audit and feedback theory posits that 

performance data which shows a gap between current and desired practice can establish the need, and 

create motivation for, change [12]. This requires credible audit data (M7) and shared goals. 

 

Mechanism 2. Self-determination 

Self-determination is the feeling of having control [13]. The value of involving participants in the design and 

implementation of interventions is well established – top down interventions seldom work [3, 14-16]. 

Eliciting participants’ views about the legitimacy of intervention goals, and the methods for achieving them, 

is critical for success goals [17]. New ideas and resources are more likely to be taken up if those they target 

“have sufficient opportunity, autonomy, and support to adapt and refine the innovation to improve its fitness 

for purpose” [3]. Adult learners want to self-direct their professional development and draw on experiential 

knowledge [18], so workshops must be flexible and participative. Where possible, participants should be 

involved in planning their learning. [4] 

 

System-wide trends can encourage uptake of interventions [2] but if staff may feel obliged to take part [19] 

this can result in symbolic participation with minimal follow-through. There is an important difference 

between ‘towing the line’ and ‘deep engagement’ [7]. Incentives can motivate participation, provided they 

are targeted appropriately [20]. Greater self-determination is positively associated with motivation to 

change [21] and ownership of change processes. [10, 22] 

 

Mechanism 3. The Value Proposition 

It is critical that participants are aware of and understand the intervention and its goals, and how 

intervention activities are likely to affect them [2, 3]; but multi-component interventions may be harder to 

understand [23]. Policymakers want clear, succinct information, yet researchers often default to jargon [24]. 

Participants will make judgements about the intrinsic value of the intervention based on how “the 

intervention is bundled, presented, and assembled” [2]. This “selling game” requires insider rhetoric and 

leadership support. [8]  

 

As Karanika and Biron (2013) argue, “change, be it at the individual, organizational or societal levels, is about 

individuals making sense of and assigning meaning to events and their environment” [25:241]. This meaning, 

while made internally, is developed through comparison and negotiated with peers [25, 26]. It can be 

reframed, but it cannot be managed in a wholly predictable manner [3] - ideas travel through organisations 

in fluid ways [27]. The question of ‘What’s in it for me?’ and the ways that individuals express their views 

about value will affect peer enthusiasm or resistance [2] and overall engagement. [14] 

 

Mechanism 4. “Getting good stuff” 

Relevance and usability are recognised as critical features in intervention science [3], adult learning [4] and 

research utilisation [24]. As adult learners, policymakers are problem-centred and want practical ideas that 

have clear applicability [4]. They benefit from being involved in the content development [4, 20, 28]. 

Workplace learning benefits when presenters understand the learner in context and use appropriate 



narratives [29]. Vivid and detailed content increases learning, as does modeling struggle rather than 

effortless success [30]. Critical reflection—a well-established strength in individual and organisational 

learning— is positively associated with participation and self-efficacy (M5) [31]. Data collection burdens can 

decrease willingness to participate overall. [32] 

 

Mechanism 5. Self-efficacy 

Self-efficacy refers to people's beliefs about their capability to perform tasks and achieve goals [28]. Those 

who feel they have the skills to put ideas and resources into action are more likely to adopt them [2, 33], 

and more likely to welcome and commit to organisational change initiatives [34]. Thus self-efficacy 

increases motivation and persistence, but can also function as a vicious circle of self-doubt [20, 35].  

 

Interventions are more likely to build self-efficacy when they identify strengths, use credible experts to 

model values and behaviours, and enable participants to practice new skills [28, 35]. Participants should feel 

they are knowledgeable and valued partners in the learning process, and have a safe space for reflection 

(M7) [2, 4]. Leaders play an important role in building self-efficacy via showing confidence in their staff and 

providing encouraging feedback [35]. Feedback can be used to create a sense of ‘wins’ in relation to 

intervention goals [6]. Existing beliefs about self- and organisational-efficacy affect the extent to which 

participants are willing to acknowledge scope for improvement and feel capable of owning the intervention 

goals - “If people cannot take care of a problem, they won’t see a problem”.[10:8] 

 

Mechanism 6. Respect 

Engagement and appreciation is a two-way process, participants need to feel valued in order to value in 

return [36]. Other studies emphasise the need for mutual respect in researchers/policymaker interactions 

[37] yet researcher/policymakers relationships are all too often characterised by separation, mistrust and 

poor understanding [38, 39]. Archetypal stereotypes of researchers and policymakers continue to have 

currency. [40] 

 

Strengths-based practice advocated in social work and education, and more recently in public health, 

emphasises the importance of respecting participants via inclusion in intervention design and recognition 

of capabilities [41], while adult learning, social cognitive theory, audit and feedback theory and 

implementation science all emphasise the importance of participation and feedback on engagement [2, 18, 

28, 42].  

 

Much of the more sophisticated research utilisation literature describes policymaking in terms of craft in 

which research is adapted rather than adopted [e.g. 24, 43], and implementation science makes a similar 

point in relation to interventions overall – they must be flexible enough to accommodate effective local 

practices. [e.g. 2, 3, 44, 45] 

 

Disagreements can provide a platform for demonstrating goodwill and commitment to the relationship 

[46]. Efforts made by researchers to resolve concerns may increase the perception of being respected and 

instil greater confidence in their intentions.  

 

Mechanism 7. Confidence 

Frontline staff want initiatives to be credible and trustworthy, i.e. to have a strong evidence-base but not 

threaten professional autonomy e.g. [27]. Thus potential participants weigh up “the quality and validity of 

evidence supporting the belief that the intervention will have desired outcomes” [2]. The source (internal or 

external) and perceived legitimacy of an intervention affect how people engage with it [47]. People are less 

likely to embrace an intervention where it carries risks [3]. This also applies to internal facilitators (M9) who 

may feel they are taking risks in championing the intervention [48]. Financial costs can affect attitudes 

towards an intervention [2] but it is not known how receiving free content affects confidence or perceptions 

of an intervention’s value in policy settings.  

 



People who have endured multiple workplace change initiatives with little perceived benefit become 

suspicious and pessimistic [6]. Indeed, scepticism can be a major barrier to engagement, and often requires 

specific strategies to address it [16]. Attending to the history of an organisation is critical when developing 

appropriate drivers for future change [49]. Leaders can influence staff confidence, but may be dismissed if 

the intervention is seen as a top-down managerial initiative that is out-of-touch with on the ground 

realities, e.g. [10, 27]. 

 

The efficacy of audit and feedback is dependent on the perceived legitimacy of the data that informs it [50]. 

The quality and style of facilitation, including its sensitivity to context and support for local interpretation, is 

crucial for engaging potential participants [51, 52]. For example, feedback must be delivered constructively 

with an emphasis on continuous improvement and capacity rather than conveying connotations of 

surveillance or blame. [50, 53] 

 

Mechanism 8. Persuasive leadership 

As the ‘holders’ of an organisation’s values, leaders are key agents in effecting workplace change in using 

evidence in health [54] and in policy [16]. Without strong visible leadership and a persuasively 

communicated ‘vision’ for change, interventions will be stymied [6]. Leaders’ commitment to the 

intervention affects outcomes through multiple channels such as providing direction, shepherding the 

implementation and inspiring staff [15]. 

 

Leadership can be particularly important in encouraging receptivity to ideas that challenge practice-as-

usual [3], especially when they have a ‘transformational’ (facilitative) rather than ‘command and control’ 

style of leadership [52]. However, the power of leadership support can be overstated: leaders’ input is 

interpreted and is only one factor in many, so not even leaders’ best efforts will necessarily secure 

enthusiasm [27].  

 

Modeling refers to the way that people expand their knowledge and skills through observing others. This 

vicarious learning, particularly via leaders’ behaviours, conveys organisational values and norms [20]. The 

status and prestige of external experts who model wider values and practices will enhance their impact. [30] 

 

Mechanism 9. Strategic internal facilitation 

Not all facilitators will implement the intervention as planned [2], or to the necessary extent [52]. Thus 

selection of people with attitudinal commitment to, and appropriate skills for this role, is a vital 

consideration [55, 56], yet this is an often overlooked part of implementation [2]. Facilitators may require 

substantial internal and external support as they wrestle with “the compelling forces of fear of change, 

inertia, and investment in the status quo combine[d] with the inherently difficult and complex work of 

implementing something new” [57].  

In interventions, communication style, imagery and metaphor must be tailored for local participants [2], so 

effective marketing that taps into people’s different motivations requires inside knowledge [45]. To function 

as change agents, internal facilitators must be credible advocates of the intervention values they are 

espousing, and receive support from managers [45, 56]. Researchers and policymakers often benefit from 

help in bridging their communication divide [58], particularly as disciplinary paradigms run deep, thus 

facilitators of research utilisation interventions may need to play an especially nuanced role in managing 

expectations, negotiation and problem-solving. [59] 
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