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Abstract

The aim of this study was to investigate expert consensus on barriers and facilitators to the organizational implementation of
Father-Inclusive Practice (FIP) in child and family services to establish strategic priorities for implementation. An interna-
tional panel of 56 experts in child and family service provision and father inclusion were surveyed using the Delphi technique.
Three online questionnaires were used to gather opinions and measure experts’ levels of agreement in regard to factors that
enable or hinder the organizational implementation of FIP. Survey design, analysis and interpretation was guided by the
Consolidated Framework for Implementation Research (CFIR). Consensus was achieved for 46.4% (n=13) statements. Eight
barriers and five facilitators were identified as strategic priorities to organizational implementation of FIP. The key factors
were related to the following CFIR themes: leadership engagement, access to information and knowledge, implementation
climate, structural characteristics, networks and communication, client needs and resources, external policies and incentives,
and reflecting and evaluating. The study findings suggest that issues related to central prioritization, top-down organizational
processes and external policy context should represent priority areas for implementation. Our results prioritise methods for
improving FIP by highlighting the key areas of organizational practice to be addressed by tailored implementation strategies.

Keywords Delphi method - Barriers and facilitators - Father-inclusive practice - Implementation - Organizational context -

Child and family services

Research indicates that fathers are underrepresented in
services that provide psychological interventions aimed
at improving outcomes for children and families (Dadds
et al., 2018; Panter-Brick et al., 2014). Low levels of father
engagement are observed in a range of contexts, including
child welfare services (Gordon et al., 2012; Maxwell et al.,
2012), paediatric psychology (Phares et al., 2005), and tar-
geted treatments for childhood mental health and develop-
mental disorders (Bogels & Phares, 2008; Fabiano, 2007;
Flippin & Crais, 2011; Meadan et al., 2013). The extant
research emphasises the importance of organizational efforts
in improving rates of father engagement in child and family
services, with recommendations promoting father-inclusive
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practice (FIP) in service design and delivery (see Lechowicz
et al., 2019 for a review). However, low levels of implemen-
tation of FIP recommendations by organisations around the
world have significantly restricted improvement in father
participation in treatment (Cullen et al., 2011; Fletcher et al.,
2014). To address this, the current study examined expert
consensus on barriers and facilitators to the organizational
implementation of FIP in child and family services using
Delphi methodology. For the purpose of the current study,
the term child and family service(s) encompasses organiza-
tions that provide programmes and interventions aimed at
supporting the mental health and well-being of children and
families.

Research evidence is consistent in showing that father
involvement and active engagement with their child can
significantly benefit child development, including cognitive
development, social competence, academic achievement,
levels of happiness and psychological well-being (Feldman
et al., 2013; Flouri & Buchanan, 2003; MajdandZi¢ et al.,
2014; McBride et al., 2005; Pears et al., 2013; Pougnet
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et al., 2011). The increasing awareness of fathers’ potential
to influence child well-being has led to greater recognition of
the need to engage fathers in child and family mental health
services for improving treatment outcomes (e.g., Maxwell
et al., 2012). Indeed, greater, and longer-lasting improve-
ments in child disruptive behaviour and emotional outcomes
have been observed in interventions attended by fathers
and mothers compared to those that included mothers only
(Bagner & Eyberg, 2007; Lundahl et al., 2008). However,
evidence from studies where parents’ attendance is reported
suggests that fathers are engaged in family-based interven-
tions much less frequently than mothers (Duhig et al., 2002;
Fabiano, 2007; Lazar et al., 1991). This suggests that treat-
ment effectiveness may be putatively diminished because of
poor father engagement.

Difficulties in engaging fathers in child and family ser-
vices are reported to be linked to multiple barriers. Personal
and practical factors such as work commitments, availabil-
ity of childcare, fathers’ own reluctance and beliefs about
help-seeking, or maternal gatekeeping have been high-
lighted as potential obstacles (Salinas et al., 2011; Tully
et al., 2017). Moreover, father engagement appears further
complicated by cultural and societal attitudes towards father-
hood predicated on a deficit model that promotes the view
of men as inadequate or less competent in their parental
role (Hawkins & Dollahite, 1997). Importantly, evidence
suggests that some of the most significant barriers to father
engagement in family-based interventions may be related to
practitioner-level and service-level issues affecting service
provision (Panter-Brick et al., 2014; Tully et al., 2018). Lack
of experience working with men, or ambivalent or negative
staff attitudes towards fathers that prevent practitioners from
effective encouragement of father involvement, are examples
of practitioner-level barriers that hinder father engagement
(Centre for Urban & Community Research, 2004; Russell
et al., 1999). Service-level barriers relate to the lack of
organizational commitment to father-inclusion, often exem-
plified, but not limited to, mother-oriented approaches and
resources, absence of policies related to father-inclusion or
biases in policy orientation, lack of adequate guidance for
staff, or poor training availability (Bayley et al., 2009; Cullen
et al., 2011; Fletcher et al., 2014). Taken together, research
suggests that changes to organizational structure and practice
can improve fathers’ engagement within services that pro-
vide mental health support for children and families (Panter-
Brick et al., 2014).

Father-Inclusive Practice (FIP) is the term that has been
used to describe the organizational commitment to “sup-
port men in their role as fathers, actively encourage their
participation in programs, and to ensure that fathers are
appropriately and equally considered in all aspects of ser-
vice delivery” (Commonwealth of Australia, 2009, p. 9). FIP
represents a significant step towards addressing the barriers
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to effective father engagement, with guidelines of imple-
mentation at both the practitioner- and organizational level
to make child and family services more attractive, relevant,
and accessible to fathers as prospective attendees (Panter-
Brick et al., 2014; Tully et al., 2018). A comprehensive
summary of key father-inclusive practice recommendations
has been presented by Lechowicz et al. (2019) in a recent
narrative review, where FIP-related recommendations were
categorised into six broad themes: effective engagement of
both parents, tackling the institutional bias and the ‘deficit-
model’ of fathering, increasing the awareness of interven-
tions among fathers, ensuring father-inclusive program
content and delivery, increasing organizational support for
father-inclusive practice, and provision of father-engagement
training.

Despite these conceptual developments in FIP, little
research exists evaluating the implementation of strategies
targeting the structural, organizational barriers to father-
involvement (Glynn & Dale, 2015; Tully, et al., 2018). This
is particularly problematic because organizational factors
are known to have a key role in determining how practi-
tioners encourage or discourage father involvement (Cullen
et al., 2011). Lechowicz et al. (2019) suggest that top-down,
service-level strategies that emphasise father inclusion may
enable practitioners to engage fathers more effectively,
whereas lack of that support from the organisation consti-
tutes a major barrier to father involvement (Glynn & Dale,
2015). It could therefore be argued that in absence of appro-
priate implementation of FIP by organisations, practitioners
may find it difficult enacting father-inclusive practices.

Greater understanding of barriers and facilitators to
implementing organizational support for FIP is needed. In
related lines of implementation science research, studies
have adopted specific frameworks for investigating barriers
and facilitators of implementation to understand the context
and processes that underpin successful adoption of research
into real-world settings (e.g., Hanssen et al., 2021; Smith
etal., 2019; Taba et al., 2012). One such framework applied
in healthcare research is the Consolidated Framework for
Implementation Research (CFIR; Damschroder et al., 2009),
which provides standardized contextual determinants of
implementation. The CFIR has been extensively applied to
evaluate factors that influence the implementation process,
highlighting its utility in conducting in-depth exploration
of key variables that may either facilitate or hinder adop-
tion of evidence-based guidelines within healthcare (Kirk
et al., 2016). Notably, few studies using the CFIR framework
have adopted Delphi methodology to assess factors influenc-
ing implementation (e.g., Havers et al., 2019; Strike et al.,
2019). The usefulness of Delphi method in this context lies
in ranking the importance of the various determinants of
implementation based on consensus of experienced groups
of experts. This helps establish a list of strategic priorities
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for implementing evidence-based guidelines into practice
(e.g., Hackett et al., 2006; Havers et al., 2019; Mahoney
et al., 2017; Sharpe et al., 2020; Yap et al., 2014).

The aim of the current study was to establish expert
consensus on the barriers and facilitators that are most rel-
evant to organizational implementation of FIP in child and
family services, using Delphi methodology. The consensus
was formed based on the opinions of a panel of experts in
research and practice of family-focused interventions or
promotion of father engagement. The use of CFIR allowed
the grouping of the barriers and facilitators highlighted by
experts into broader categories provided by the framework,
to provide a standardized list of implementation determi-
nants of FIP. This offered benefits in terms of greater scien-
tific rigour and a more systematic approach to the analysis
and interpretation of the results. Establishing key determi-
nants that influence the organizational support for FIP was
expected to help narrow down a list of strategic priorities
that aid the translation FIP into practice. As the study uti-
lized the Delphi method, which is an exploratory technique
that does not lend itself to hypothesis testing (Birko et al.,
2015), there were no a priori predictions regarding study
outcomes.

Methods
Design and Procedure

Guided by the Delphi method, we conducted three iterative
survey rounds to gather and aggregate responses with the
aim of establishing a collective agreement among a group of
selected experts (Hasson et al., 2000; Jones & Hunter, 1995).
Three iterations are considered sufficient to reach consensus,
enabling adequate reflection on group responses, and help-
ing to attain stability in responses (Igbal & Pipon-Young,
2009; Linstone & Turoff, 1975). Survey rounds were con-
ducted between April 2021 and September 2021. Identified
experts were directly invited to take part in the study via
email. An information sheet was sent with the email, provid-
ing an outline of the aims of the research, selection criteria,
the extent and timing of expected involvement, as well as
the voluntary nature of participation. Identified experts were
requested to click on a link to the Statement of Consent if
they were interested in taking part in the study prior to start-
ing the first survey. Experts were then directed to an online
survey where they were required to complete a questionnaire
battery assessing sociodemographic questions, followed
by Round 1 survey questions. Demographic information
included questions regarding experts’ age, gender, country
of residence, occupation, current role, type of involvement
and years of experience in work related to father engagement
or child and family service provision. Details of the Delphi

survey rounds can be found in the “Description of Delphi
survey rounds and measures” section below. Responses to
the online survey were collected using the Qualtrics online
survey platform. Data for this study were collected following
the ethical guidelines provided by the University of Edin-
burgh Human Research Ethics Committee.

Participant Recruitment

Recruitment for the study consisted of purposive and snowball
sampling (Hasson et al., 2000; Skulmoski et al., 2007). Delphi
method relies on recruitment of a panel of informed individu-
als, commonly referred to as experts (McKenna, 1994). For
the purpose of the current study, subjects were considered
experts by reason of their knowledge and experience with the
issues under investigation, capacity and willingness to partici-
pate; sufficient time to participate in the Delphi, and effective
communication skills (Skulmoski et al., 2007). Overall, to
be eligible for this study, experts were required to be above
18 years of age, English speakers, actively involved in for-
mal research, practice or activism concerning the inclusion
of fathers in healthcare settings, or delivery of programmes
or interventions aimed at improving outcomes for children
and families. Experts were identified through a range of
means, from professional contacts of the research team, online
searches of individuals who were associated with institutions
within the area of interest or had authorship of articles rel-
evant to the study, and by directly contacting multiple relevant
institutions and professional networks. Contacted individuals
were also asked to either nominate or pass study information
on to other relevant professionals.

Fifty-six experts provided consent to participate in the
study and answered the demographic questionnaire items.
Of the 56 experts, 46 responded to Round 1 survey (82.14%
response rate) and the same number (46) completed Round
2 survey (82.14%). Only the 46 individuals who completed
Round 2 were invited to take part in Round 3, and of those,
44 completed the Round 3 questionnaire (95.65% response
rate).

Description of Delphi Survey Rounds and Measures

A summary of the Delphi method used in the current study is
presented in Fig. 1. In Round 1, experts were presented with
seven open-ended questions asking for their views regard-
ing the extent, to which selected organizational features of
father-inclusive practice are implemented in child and fam-
ily services, and the factors that may either hinder or sup-
port their implementation (Appendix S1, Supplementary
Materials). Selected FIPs were drawn from the best practice
guidelines of father engagement in family-based interven-
tions (Panter-Brick et al., 2014, p. 1206). Participants were
given a window of 3—-6 weeks for the completion of the first

@ Springer



Administration and Policy in Mental Health and Mental Health Services Research

Fig. 1 Summary of the Delphi
process

Round 1
Panel asked to provide views
on the factors that promote
or hinder the implementation
of a range of organizational
father-inclusive practices

N

Analysis of Round 1
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inclusive practice developed

Round 2
Panel asked to rate each
statement on a 7-point Likert
scale with regards to the
T extent they agree/disagree

\ Individual and aggregated
collective responses noted to
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Analysis of Round 2

the next survey round

Round 3 P 4

Panel asked to re-rate their

Round 2 answers in light of
group feedback

Analysis of Round 3

!

Consensus on key barriers and facilitators to the
implementation of Father-Inclusive Practice

FINAL RESULTS

survey. The qualitative data gathered was analysed themati-
cally to develop specific items for questionnaires used in the
subsequent survey rounds.

The second survey round (Round 2) commenced
five weeks after completion of the Round 1 survey window.
Participants received a questionnaire with 28 statements
presenting potential barriers and facilitators to organiza-
tional implementation of father-inclusive practice (Appen-
dix S2, Supplementary Materials). Experts were asked to
indicate the extent to which they agree whether each state-
ment constituted a barrier or a facilitator to the implemen-
tation of father-inclusive practice, on a seven-point Likert
scale (‘Strongly disagree’, ‘Disagree’, ‘Somewhat disagree’,
‘Neither agree nor disagree’, ‘Somewhat agree’, ‘Agree’,
‘Strongly agree’). Seven-point Likert scale was optimal
for the current study due to its high reliability, validity and
discriminating power, and evidence of previous successful
adoption in studies using Delphi methodology (Preston &
Colman, 2000; Walsh et al., 2018). Responses to Round 2
survey were collected within a 3-week window.

Survey Round 3 was conducted two weeks after the
completion of the Round 2 response collection. Round 3

@ Springer

represented the evaluation phase (Igbal & Pipon-Young,
2009), whereby experts were provided with a summary of
the information gathered in Round 2 and asked to reflect
and reassess their initial judgments (Hsu & Sandford, 2007).
Survey questions in Round 3 were the same statements as
presented in Round 2. However, alongside each statement,
experts were provided with a reminder of their individual
reply from Round 2, and the aggregated ratings of other
panel members (Appendix S3, Supplementary Materi-
als). The experts were invited to re-evaluate their original
responses in light of the group feedback and given the option
to either maintain or adjust their previous rating. Experts had
3 weeks to complete survey round 3.

Data Collection and Analysis

Anonymized data was exported from Qualtrics™ to IBM
SPSS Statistics 25 for analysis at the completion of each
round. Descriptive statistics were used to summarize demo-
graphic information gathered in Round 1. Analysis of the
free-text responses to questions in Round 1 was subsequently
supported by NVivo™. The process of converting responses
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from open-ended questions in Round 1 into items for Rounds
2 and 3 combined inductive and deductive thematic ana-
lytical approaches, which were carried out over two suc-
cessive stages. This was done to ensure that the develop-
ment of items for latter rounds captured themes relevant to
father-inclusive practice. The process of thematic analysis
followed Braun and Clarke’s (2006) six-phase framework,
undertaken collaboratively between two researchers (MB
& VS). Any differences were resolved through discussion.
In the first inductive stage of analysis, phrases relating to
the factors influencing implementation of father inclusive
practice were coded as either barriers or facilitators, or
both depending on the narrative source, and captured into
descriptive themes. In the second stage of analysis, themes
that had been derived in stage 1 were subsequently mapped
onto the implementation determinants specified by the
CFIR, and thus grouped under the five major domains that
constitute the CFIR framework: intervention characteristics,
outer setting, inner setting, characteristics of individuals,
and process) (Fig. S1, Supplementary Materials). The five
domains describe different categories of factors that may
influence implementation: ‘Intervention characteristics’ refer
to the features of the interventions offered by the organiza-
tion; ‘Inner Setting’” encompasses the characteristics of the
implementing organisation; ‘Outer Setting’ refers to exter-
nal influences on implementation such as the wider context
or environment; ‘Characteristics of Individuals’ relates to
beliefs, knowledge and personal attributes of those involved;
and ‘Process’ includes the specific implementation activities
(Damschroder et al., 2009).

One theme (Remote service provision) could not be
mapped on existing CFIR constructs; thus, an additional
construct (Intervention Modality) was added to the CFIR
domain of ‘Intervention Characteristics’. Altogether, 28 bar-
riers and facilitators were represented in 17 CFIR constructs
(Table S1, Supplementary Materials). The identified barri-
ers and facilitators were paraphrased into the 28 individual
questionnaire items used in Rounds 2 and 3.

Descriptive analysis of individual levels of agreement
to items was used to establish consensus among experts
from responses collected in survey round 3. Consensus was
assumed to have been reached if >70% of experts agreed
(summative of agree and strongly agree) with an individual
statement at the end of round 3. This criterion of consen-
sus follows methods used in previous Delphi studies (e.g.,
Vernon, 2009; Veugelers et al., 2020; Vogel et al., 2019;
Walsh et al., 2018). Barriers and facilitators were reported
separately, with their associated consensus levels. State-
ments that achieved consensus of >70% at the end of Round
3 were identified as the strategic priorities to the organi-
zational adoption of father-inclusive practice in child and
family services.

Results
Demographic Information

Table 1 summarises the demographic characteristics of the par-
ticipants included in the analysis. The sample included experts
from the United Kingdom (67.9%), United States (12.5%),
Canada (12.5%), Australia (5.4%) and Belgium (1.8%). Of
the 56 experts that took part, 33 (58.9%) participants identi-
fied as female and 23 (41.1%) as male. The average age of
participants was 50.7 years (SD=12.9). Those who identified
primarily as research and academic professionals represented
the largest group in the expert panel (28.6%, n=16), followed
by services managers and those in leadership roles (19.6%,
n=11), practitioner psychologists (19.6%, n=11), and fam-
ily support workers and coordinators (14.3%, n=28). In terms
of professional experience, a large proportion of participants
reported involvement in direct clinical work (60.7%, n=34),
while 37.6% (n=21) indicated being involved in indirect clini-
cal service provision, particularly service leadership and mana-
gerial roles. Nearly half of all experts (44.6%, n=25) reported
engagement in academic work and 19.6% (N=11) identified
as pursuing activities related to consultancy, campaigning,
and policymaking. Of all experts, 44.6% (n=25) indicated
fulfilling multiple professional roles that simultaneously cov-
ered several types of professional experience (e.g., both direct
clinical and academic work). The length of time working in the
relevant fields ranged from 1 to 60 years, with average years of
experience of 18.57 (SD=11.15).

Consensus Analysis

Tables 2 and 3 report the statements relevant to barriers and
facilitators along with their associated levels of agreement.
At the end of Round 3, 13 out of the 28 (46.4%) statements
achieved consensus (>70% agreement) to be considered key
strategic priorities for the organizational implementation of
father-inclusive practice in child and family services. This
included 8 of the 21 statements representing barriers, and 5
of the 7 statements representing facilitators. Consensus was
not obtained for the remaining 18 statements.

Barriers to Implementing FIP

Seven out of eight barriers that reached consensus were
associated with constructs belonging to the Inner Setting
domain. Two of those barriers were related to access to
knowledge and information. The experts agreed that lack of
clear service protocols to adequately engage fathers, and lack
of training and education for the workforce, were signifi-
cant barriers to the implementation of FIP. Another barrier
that met consensus was related to leadership engagement,
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Table 1 Characteristics of the participants included in the analysis

Demographic Frequency Percentage
Gender
Female 33 58.9
Male 23 41.1
Years of relevant experience
1-5 years 5 8.9
6-10 years 11 19.6
11-20 years 25 44.6
21-30 years 10 17.9
30+ years 5 8.9
Current role
Academic/Researcher 16 28.6
Practitioner psychologist 11 19.6
Manager/Service lead 11 19.6
Family support worker/Coordinator 8 14.3
Nurse/Health visitor/Midwife 5 8.9
Project worker/Coordinator 3 54
Family therapist 1 1.8
Social worker 1 1.8
Type of involvement with the target area
Direct client work (clinical/support) 34 60.7
Research/Academic 25 44.6
Indirect work (managerial/leadership/administrative) 21 37.5
Consultancy/Campaigning/Policymaking 11 19.6
Other: training, capacity-building 2 35
Mean Std. dev.
Age (in years) 50.7 12.9

highlighting that according to most of the experts, lack of
leadership support for FIP was one of the key factors imped-
ing its organizational adoption. Furthermore, experts were
also in agreement that lack of centralized guidance, i.e.,
leaving the decision whether or not to engage in FIP in the
hands of an individual professional, was an important struc-
tural characteristic of an organisation that hinders implemen-
tation. The other three barriers that achieved high consensus
rates were related to aspects of the Implementation Climate
construct: Relative Priority, Goals and Feedback and Com-
patibility. That is, the experts agreed that lack of strategic
prioritization of FIP, absence of service targets and key per-
formance indicators related to FIP, and the view of FIP as
creating excessive burden for staff, were important barriers
to FIP implementation. The only other barrier that met con-
sensus was associated with the Outer Setting construct of
Patient Needs and Resources. Experts were in agreement
that the limited awareness of fathers’ needs within services
is a major obstacle to the organizational implementation of
FIP.
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Thirteen statements did not meet expert consensus as key
strategic priorities for FIP implementation. These included
all three statements belonging to the Characteristics of Indi-
viduals domain, such as practitioners’ lack of confidence in
engaging fathers, assumptions and stereotypes about fathers’
role availability or interest, or assumptions of FIP not lead-
ing to improved outcomes. Furthermore, eight statements
related to the Inner Setting also did not meet consensus. For
instance, none of the statements associated with resource
availability (insufficient time due to competing demands,
lack of gender diversity in staff teams, insufficient financial
resources, limited staff availability) reached consensus to
be considered a key barrier to FIP implementation. Other
Inner Setting barriers that did not reach consensus threshold
included: lack of awareness of FIP guidelines and recom-
mendations, inadequate data systems, organizational resist-
ance to change, and lack of organizational incentives and
rewards. Lastly, two barriers that did not meet consensus
were related to belonged to the Outer Setting domain. There
was no agreement on the lack of incentives from authori-
ties being a high-priority barrier to implementation of FIP.
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Furthermore, no consensus was reached regarding the state-
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g & major facilitator to organizational implementation of FIP.
2 ) ~ b= Moreover, experts recognized a need for greater access to
A ~ e qi knowledge and information about FIP among staff, as provi-
2 - - ] sion of education and training for staff was recognized as a

key enabler of FIP. Another facilitator that met consensus
was related to the services having explicit goals for introduc-
ing FIP, which could be achieved through introduction of
relevant targets and key performance indicators that guide
service delivery. Furthermore, one facilitator that met the
consensus threshold was associated with the External Poli-
cies and Incentives construct of the Outer Setting domain.
That is, experts agreed that greater recognition of the impor-
tance of FIP by the authorities and commissioners is a sig-
nificant facilitator of FIP. Finally, one statement that met
expert consensus as a key facilitator of FIP belonged to the
Implementation Process domain and related to the impor-
tance of having clear measures to monitor the provision of
FIP.
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central prioritization of FIP. By contrast, the factors not
identified as priority varied across multiple CFIR domains,
representing practitioner-level, service-level, and external
influences.

Our results suggest that one of the key overarching
themes that hinders the organizational implementation of
FIP is lack of central prioritisation and provision to sup-
port FIP. This result replicates and extends previous research
findings that highlighted the critical importance of organi-
zational support to greater father-inclusivity (e.g., Glynn &
Dale, 2015; Tully et al., 2018). Notably, lack of leadership
support, centralized guidance, and performance monitoring
were identified as key barriers to implementing FIP. These
findings converge with previous research, which emphasize
the instrumental role of leadership in implementing new ini-
tiatives by facilitating buy-in among staff and ensuring that
new processes are integrated into practice (Li et al., 2018).
Conversely, research shows that leadership that is reluctant
to partake in the implementation process or neglects to hold
staff accountable can undermine the implementation of
evidence-based practices (Lodge et al., 2017; Omer, 2012).
Indeed, high staff autonomy was found to be a major bar-
rier in our analysis, alongside previous studies, adding to
evidence that without centralized guidance regarding imple-
menting new evidence-based practices, staff may be resistant
in adopting father-inclusive practice (e.g. Berta et al., 2005;
Lodge et al., 2017).

Relatedly, our findings highlighted that successful imple-
mentation of FIP depends on the compatibility between FIP
and the existing work processes. Experts agreed that imple-
menting FIP is likely to be hampered in environments where
it is perceived as an extra burden. Indeed, new initiatives that
don’t align with the organizational norms, ways of working,
and perceived needs, have less likelihood of being adopted
(Greenhalgh et al., 2004). This is emphasised for initiatives
viewed as complex or difficult to implement (Greenhalgh
et al., 2004). While the issue of compatibility is related to
lower-level operational context, it is possible that top-down
influences such as effective leadership may offer ways of
fostering more positive attitudes towards implementation
(Aarons, 2006).

Furthermore, our study identified the lack of organiza-
tional awareness of fathers’ needs as a major obstacle to
FIP implementation. This echoes the view of Rollins (2020),
who recognized father awareness as the first step towards
greater father-inclusivity in services. Research suggests that
awareness of fathers’ needs is a factor that can be poten-
tially addressed by adequate staff education (e.g. Humphries
& Nolan, 2015; Rollins, 2020). This corresponds with our
findings, which also emphasised the strategic importance of
staff education and training for FIP implementation. Conse-
quently, our results are supportive of the view that FIP train-
ing provision represents one potential strategy to remedy the

@ Springer

lack of organizational father awareness. Moreover, our out-
comes align more generally with previous research that high-
lights the multi-level benefits of staff training in enhancing
father-inclusivity and improving organizational practices in
services (e.g. Burn et al., 2019; Humphries & Nolan, 2015;
Scourfield et al., 2012, 2015).

The experts in our study were explicit about top-down
organizational facilitators for implementing FIP, many of
them reflecting ways of addressing implementation barriers.
For instance, organizational encouragement of discussion
and reflection on father-inclusive practice was recognized as
important for implementation. This converges with previous
findings that intra-organizational communication can impact
the implementation of evidence-based practice (e.g. Harvey
et al., 2015; McCullough et al., 2015). More specifically, the
evidence suggests that establishing systems and processes
to facilitate communication about new initiatives (in this
case, FIP), and utilizing various communication channels to
encourage dialogue about the new initiative among staff, can
contribute to implementation success (Harvey et al., 2015;
Stevens et al., 2014; Vamos et al., 2017). Secondly, service
targets and key performance indicators were recognized as
important facilitators to FIP, suggesting that setting targets
in relation to FIP has the potential to boost implementa-
tion success. In line with this, the results also highlighted
that monitoring and auditing the implementation of FIP
putatively encourages good practice among staff in health-
care contexts (Stevens et al., 2014; Yamada et al., 2017).
Lastly, we hypothesise that the organizational willingness
to implement targets and monitoring to enhance FIP may
be dependent on the external policy context. Service targets
and performance indicators often reflect local and national
priorities that exist in the form of regulations and guide-
lines (Davies et al., 2021; Mendel et al., 2008). Our findings
add to the evidence that systems-level support for FIP from
external bodies (government and commissioners) represents
an important facilitator to FIP, which may directly impact
the services’ motivation to adopt new initiatives (Greenhalgh
et al., 2004).

By contrast to areas identified as priority for implemen-
tation, our findings indicated that practitioner-level issues
such as staff’s assumptions or confidence in engaging fathers
are arguably less of a priority for the successful implemen-
tation of FIP. These findings somewhat contrast previous
research emphasising practitioners in improving father
engagement (e.g., Burn et al., 2019; Hecker, 1991; Vetere,
2004; Wolins, 1983). It is important to note that the lack of
recognition of practitioner-level issues as a priority area is
reflective of the opinion and the characteristics of the current
expert sample, 40% of whom did not identify as frontline
clinical staff. While some caution should be exercised when
drawing inferences from this finding, the results are clear
in suggesting that focusing solely on improving individual
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practitioner skills without putting in adequate organizational
support and addressing challenges associated with external
policy and social context, might not lead to improved father
inclusivity. Furthermore, our results show that, contrary to
findings from previous studies (e.g., Bach-Mortensen et al.,
2018; Li et al., 2018), factors associated with availability
of resources, such as time constraints, staffing and financial
limitations, might hold relatively less strategic importance
for FIP implementation. In light of our findings, we hypoth-
esise that organizational implementation of FIP may be less
resource-intensive than previously assumed. Additionally, it
is possible that putting in place effective top-down strategies
and processes may in fact help with adequate allocation of
existing resources to facilitate implementation.

Taken together, our findings emphasise numerous inter-
relationships that exist between factors influencing FIP
provision. We identified potential contingencies between
systems-level influences, top-down organizational guidance
and prioritization, leadership support, lower-level organiza-
tional processes, and practitioner competencies. Our results
therefore reinforce the notion that many implementation
determinants are interdependent and work synergistically
to influence implementation (Li et al., 2018; Sarkies et al.,
2020). Taking that into consideration, we suggest that suc-
cessful organizational implementation of FIP relies on accu-
rately identifying these interrelationships and taking them
into account when coordinating future FIP implementation
efforts.

Limitations and Future Research Directions

Several limitations should be considered for future research.
We recruited a very diverse sample of experts working
within different systems and policy contexts to gain a wide-
ranging perspective on the issue of implementation of FIP.
While this increased the generalizability of our findings, one
potential limitation of this approach was the possibility that
barriers and facilitators may differ significantly depending
on the local and national context, impacting the experts’ lev-
els of agreement on the key factors. Therefore, one consid-
eration for future research should be to focus on assessments
of factors affecting FIP provision that target a particular ser-
vice type, locality, or professional group, which could offer
more context-specific insights.

Although previous research identifies snowball sam-
pling as a valid method of identifying expert populations
in Delphi studies (e.g. Skulmoski et al., 2007), we have
found that applying this sampling method in the current
study may have led to the inclusion of some non-experts
in the sample. While the years of relevant experience
reported by the sample was high (18.5), it ranged from
1 to 60, which indicates that those at the lower end may
have had a more limited expertise in relation to child and

family service provision. This could have influenced the
robustness of our data, and therefore should be carefully
considered by future research involving expert samples.
This challenge could be possibly remedied by introducing
more stringent minimum inclusion criteria in relation to
the participants’ experience.

Due to the need to rapidly convert open-ended
responses into questionnaire items, the processes of induc-
tive coding, derivation of themes and their matching to
CFIR framework in the Round 1 thematic analysis, were
not done independently by the members of the research
team. Although thematic analysis was not a specific aspect
of our study, non-independence in coding might have
introduced potential bias, thus impacting the reliability
of the analysis. Allowing more time and introducing pro-
cedures to assess the inter-rater reliability would help to
mitigate this risk of bias.

Although the recruited sample of experts was balanced
in terms of variety of professional experience, some
experts may have had a limited exposure to certain aspects
of child and family service provision, such as the direct
clinical work. Therefore, future research using expert sam-
ples should consider the extent to which expertise of the
participants matches the focus of the study.

Pinpointing the key determinants of implementation is
merely the first step towards enabling greater father-inclu-
sivity and requires further research to identify and select
appropriate implementation strategies to address the iden-
tified barriers and facilitators. This is another limitation of
this approach: determinant frameworks such as the CFIR,
provide insight into factors influencing implementation,
but do not specify the mechanisms of change or provide
support for carrying out the process of implementation.
Therefore, future research should build on these findings
by determining and matching discrete implementation
strategies to address the CFIR-based contextual factors.
This could be achieved by utilizing a range of process
models designed to guide the translation of research
into practice (see Nilsen, 2015 for a review), including
the Expert Recommendations for Implementing Change
(ERIC) compilation, which has been specifically designed
to complement the CFIR framework in tailoring the imple-
mentation process (Waltz et al., 2019). Finally, due to
descriptive nature of the CFIR framework, the current
study offers limited insight into the possible synergistic
relationships between the factors that influence the organi-
zational implementation of FIP. Future research should
address this by exploring further how the individual barri-
ers and facilitators interact to influence the implementation
of organizational practices to aid father inclusion.

@ Springer
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Conclusion

By establishing expert consensus on strategic priorities
among the factors that enable or obstruct the organizational
adoption of FIP, we provided an evidence base of the key
priorities that should be considered by services aiming to
enhance their father-inclusive practice. From the evidence,
it was clear that more attention should be given primarily
to the top-down organizational processes and practices to
improve the service-level provision of FIP. The findings of
this study should inform the identification and selection of
appropriate implementation strategies to address the existing
service-level challenges to FIP.
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