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1  | INTRODUC TION

Implementation of innovations aimed at persons with intellectual 
disabilities can be complex in healthcare organizations and lifestyle 

settings outside the organization, such as a community or sports 
centre, the local supermarket or settings related to the social en‐
vironment of the person with intellectual disabilities, which are 
supporting these individuals (Fleuren, Paulussen, van Dommelen, 
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Abstract
Background: Due to complex processes of implementation of innovations aimed at 
persons with intellectual disabilities in healthcare organizations, lifestyle interven‐
tions are not used as intended or not used at all. In order to provide insight into de‐
terminants influencing this implementation, this study aims to ascertain if the 
Measurement Instrument for Determinants of Innovations (MIDI) is useful for objec‐
tively evaluating implementation.
Method: With semi‐structured interviews, data concerning determinants of imple‐
mentation of lifestyle interventions were aggregated. These data were compared to 
the determinants questioned in the MIDI. Adaptations to the MIDI were made in 
consultation with the author of the MIDI.
Results: All determinants of the MIDI, except for that concerning legislation and reg‐
ulations, were represented in the interview data. Determinants not represented in 
the MIDI were the level of intellectual disabilities, suitability of materials and physical 
environment, multi‐levelness of interventions and several persons who could be in‐
volved in the intervention, such as direct support persons (DSPs), a therapist or fam‐
ily, and the communication between these involved persons.
Conclusion: The present authors suggested making adjustments to existing ques‐
tions of the MIDI in order to improve usability for deployment in organizations that 
provide care to persons with intellectual disabilities. The adjustments need to be 
tested with other interventions.
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& van Buuren, 2014; Fleuren, Wiefferink, & Paulussen, 2004; Grol, 
Wensing,	&	Eccles,	2005).	Due	to	this	complex	process,	the	imple‐
mentation of innovation often fails; interventions are not used as 
intended or not used at all. As a consequence, the target population 
will not benefit from them (Bartholomew, Parcel, Kok, & Gottlieb, 
2011; Fleuren et al., 2004). In particular, interventions aiming at 
improving the lifestyle require awareness of the complex process 
of implementation and influencing determinants (Glasgow, Vogt, & 
Boles, 1999). Various determinants play a role in the process of im‐
plementation, either as barriers or as facilitators (Bartholomew et al., 
2011; Glasgow et al., 1999; Sallis et al., 2006). Analyses of these de‐
terminants are considered to be an important prerequisite for imple‐
mentation (Bartholomew et al., 2011; Fleuren et al., 2014; Glasgow 
et al., 1999). Most implementation theories emphasize the impor‐
tance of such an analysis in order to optimize the implementation 
process by using strategies that are adapted to the most important 
determinants (Bartholomew et al., 2011; Fleuren et al., 2014; Green 
&	Kreuter,	1991;	Grol	et	al.,	2005;	Prochaska	&	Velicer,	1997;	Rogers,	
2003).

Healthcare organizations play a major role in promoting the 
healthy lifestyle of those individuals with intellectual disabilities 
who receive daily care by these organizations (Steenbergen, van der 
Schans,	van	Wijck,	De	Jong,	&	Waninge,	2017).	In	practice,	the	or‐
ganizations offer a multitude of partly self‐developed interventions 
such as stimulating physical activity and weight control programmes 
in order to improve the lifestyles of those that they support 
(Steenbergen	et	al.,	2017).	Despite	these	lifestyle	approaches,	orga‐
nizations still recognize that it is difficult to consistently integrate a 
healthy lifestyle into the daily support for persons with intellectual 
disabilities (Bartlo & Klein, 2011; Kuijken, Naaldenberg, Nijhuis‐Van 
der Sanden, & Schrojenstein‐Lantman de Valk, 2016; Naaldenberg, 
Kuijken, Dooren, & Schrojenstein‐Lantman de Valk, 2013). Besides, 
it is known that persons with intellectual disabilities have very min‐
imal physical activity levels (Hilgenkamp, van Wijck, & Evenhuis, 
2012a; Waninge et al., 2013) and their diets tend to be inadequate 
(Heller & Sorensen, 2013). As a consequence, they have associated 
negative health outcomes such as being overweight or obese and 
exhibiting decreased physical fitness levels (de Winter, Bastiaanse, 
Hilgenkamp, Evenhuis, & Echteld, 2012; Hilgenkamp, van Wijck, & 
Evenhuis, 2012b).

Implementation of lifestyle approaches appears to be more 
successful when the intervention components are focused on mul‐
tiple determinants that affect lifestyle behaviour (Bartholomew et 
al., 2011; Glasgow et al., 1999; Naaldenberg et al., 2013; Sallis et 
al.,	2006;	Temple,	2007).	In	these	ecological	approaches	(Sallis	et	
al., 2006), the range of determinants can be divided into personal 
and environmental determinants and the interconnectedness 
between them (Emerson, Baines, Allerton, & Welch, 2011). This 
even more applies to persons with intellectual disabilities; a large 
amount of determinants within a healthcare organization as well 
as outside the organization could affect their lifestyles (Brooker 
et	al.,	2015;	Kuijken	et	al.,	2018;	Messent,	Cooke,	&	Long,	1999;	
Naaldenberg	et	al.,	2013;	Temple,	2007).	Influencing	determinants	

are, for example, the processes of deinstitutionalization of health‐
care organizations and the subsequent challenges regarding au‐
tonomy and participation. In addition, healthy behaviour and 
sustainable improvement of the lifestyles of persons with intel‐
lectual disabilities depend, to a large extent, on the social and 
physical environment to encourage healthy behaviour (Brooker et 
al.,	2015;	Buntinx	&	Schalock,	2010;	Houwen,	Putten,	&	van	der,	
& Vlaskamp C., 2014; Kuijken et al., 2018). Also, this population 
depends on those who support them during their daily living ac‐
tivities, that is, their caregivers or direct support persons (DSPs) 
(Nakken	&	Vlaskamp,	 2007).	Besides	 the	 influence	of	DSPs,	 rel‐
atively little is known about the other determinants which could 
affect the sustainable improvement of a healthy lifestyle in health‐
care organizations and lifestyle settings supporting persons with 
intellectual	 disabilities	 (Steenbergen	et	 al.,	 2017).	With	more	 in‐
sight into these determinants, healthcare organizations can im‐
prove their approaches.

In a previous descriptive multiple‐case study, the lifestyle ap‐
proaches of healthcare organizations for persons with intellectual 
disabilities had been analysed as a first exploration for further imple‐
mentation	research	(Steenbergen	et	al.,	2017).	Lifestyle	approaches	
including lifestyle policies and accompanying interventions were 
determined with a checklist based on the Ecological Model of Four 
Domains of Active Living (Sallis et al., 2006), Intervention Mapping 
(Bartholomew et al., 2011) and the RE‐AIM model (Glasgow et al., 
1999)	(Steenbergen	et	al.,	2017).	A	logical	next	step	is	gaining	deeper	
insight into the lifestyle interventions which are developed and used 
in practice.

The Measurement Instrument for Determinants of Innovations 
(MIDI) is an instrument that maps the determinants that actually af‐
fect the use of an innovation in practice (Fleuren, Paulussen, van 
Dommelen, & van Buuren, 2018; Fleuren et al., 2014). The MIDI was 
developed	from	50	potentially	relevant	determinants	of	innovation	
and is based on a systematic review, a Delphi panel (Fleuren et al., 
2004) and empirical studies (Fleuren et al., 2014). The MIDI offers a 
comprehensive framework and quantifies the presence or absence 
of a determinant. The MIDI could offer an objective view of the de‐
terminants which could affect the implementation of a healthy life‐
style within healthcare organizations that are supporting persons 
with intellectual disabilities. The MIDI has been tested in the Youth 
Health Care and Education sectors; however, the generalizability to 
other settings has not been tested (Fleuren et al., 2014). Therefore, 
the authors of the MIDI invited implementation researchers to use 
and explore the MIDI in other settings where it is expected that sim‐
ilar processes will occur when professionals innovate in their daily 
contact with clients (Fleuren et al., 2014). Until now, the MIDI has 
not been evaluated for usability in healthcare organizations that 
support persons with intellectual disabilities.

This study aims to determine if the MIDI is also useful for ob‐
jectively evaluating implementation of lifestyle interventions by 
healthcare organizations providing care to persons with intellectual 
disabilities and if it is necessary to adapt the MIDI for these settings 
in order to answer the following research questions:
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• Are theoretically based determinants of the MIDI represented in 
data of semi‐structured interviews about four lifestyle interven‐
tions that are developed and offered by four healthcare organiza‐
tions supporting persons with intellectual disabilities?

• Are data found in the semi‐structured interviews that could not 
be purely related to determinants currently included in the MIDI?

2  | MATERIAL S AND METHODS

2.1 | Design

A qualitative study was performed to answer the two research 
questions. With semi‐structured interviews, data concerning de‐
terminants of implementation of lifestyle interventions offered by 
four healthcare organizations supporting persons with intellectual 
disabilities were aggregated. These data were analysed deductively 
because they were compared to the determinants questioned in the 
MIDI.

2.2 | Research units

Semi‐structured interviews were performed with four profession‐
als who were responsible for the lifestyle interventions. These 

interventions are offered by four healthcare organizations in the 
northern part of the Netherlands that are supporting persons with 
intellectual disabilities within various domains such as long‐term 
care, social support, support of adults, elderly, children, youth with 
intellectual disabilities and their families. Prior to this study, an in‐
ventory was compiled of existing lifestyle interventions in practice 
within nine healthcare organizations providing care and support 
to	persons	with	intellectual	disabilities	(Steenbergen	et	al.,	2017).	
The analysis from this inventory was discussed in knowledge net‐
works for managers and content experts from the nine healthcare 
organizations. The present authors recruited the organizations 
which participated in this study by asking the managers and con‐
tent experts which of the interventions that were found could be 
analysed in depth within their organizations. The interviews were 
conducted	in	2015.

Sample size was determined by saturation (Creswell, 1998) for 
all determinants of the MIDI in the interviews as well as satura‐
tion of additional determinants found in the interviews. After the 
comparison of Interview 1 and Interview 2, no new additions to the 
MIDI or interviews were determined when comparing Interview 
3 and Interview 4. These findings resulted in a sample size of four 
interviews.

The interventions and characteristics of the intervention com‐
ponents that were examined are shown in Table 1. A more detailed 

Intervention
Aim of the 
intervention Target population Responsible professionals

1. Lifestyle Map and Healthy Diet

1. A. Lifestyle 
Map

‐ Mapping health 
issues per person 
‐ Goal setting 
‐ Client involvement 
‐ Healthy weight and 
physical activity

‐ Persons with 
intellectual disabilities

‐ Multidisciplinary team

1. B. Healthy 
Diet

‐ Awareness of 
preferences, habits 
and problems of 
person with 
intellectual 
disabilities 
‐ Awareness of staff 
‐ Stimulating healthy 
diet

‐ Persons with 
intellectual disabilities 
‐ Direct support 
persons 
‐ Persons with 
intellectual disabilities

‐ Direct support persons 
‐ Social network 
‐ Students

2. Feeling 
Good and 
Healthy 
living

‐ Weight loss 
‐ Obtaining healthy 
lifestyle

‐ Young adults with 
intellectual disabilities 
and overweight 
‐ Persons with 
intellectual disabilities

‐ Dietician 
‐ Direct support persons

3. Weight 
control 
programme 
A

‐ Weight loss ‐ Adults with 
intellectual disabilities 
and overweight

‐ Multidisciplinary team 
‐ Direct support persons

4. Weight 
control 
programme 
B

‐ Weight loss ‐ Adults with 
intellectual disabilities 
and overweight

‐ Multidisciplinary team

TA B L E  1   Description of the lifestyle 
interventions in terms of aim, responsible 
professionals and target population



916  |    
Published for the British Institute of Learning Disabilities  

STEENBERGEN ET al.

description of the interventions can be found in Table 2. Data from 
the semi‐structured interviews were used for analysis.

2.3 | Data collection

2.3.1 | Semi‐structured interviews

A semi‐structured individual interview was performed with the pro‐
fessionals	 responsible	 for	 the	 intervention.	The	first	15	min	of	 the	
interview were used to obtain an insight into the lifestyle interven‐
tions by asking about their characteristics: the name, aim and target 
population of the interventions and who was responsible for the 
performance of the intervention.

Subsequently, determinants of the Ecological Model of Four 
Domains of Active Living (Sallis et al., 2006), Intervention Mapping 
(Bartholomew et al., 2011), the Behaviour Change model (van der 
Kruk,	 Kortekaas,	 Lucas,	 &	 Jager‐Wittenaar,	 2013)	 and	 the	 RE‐AIM	
model (Glasgow et al., 1999) were requested using a topic list of ques‐
tions (Appendix 1). The categories in the topic list included the char‐
acteristics of the organization and interviewees; characteristics of the 
intervention, that is, content, aim, resources and target population; 
barriers and facilitators; and development and evaluation of effects of 
the intervention. Open‐ended questions were also included. The in‐
terviews lasted between one and two hours and were recorded. They 
were conducted at the healthcare organizations with the advantage 
that materials belonging to the interventions could be shown easily.

TA B L E  2   A more detailed description of the interventions (semi‐structured interviews)

Intervention name Description of the intervention

Intervention 1A: “Lifestyle Map” “Lifestyle Map” is an intervention for all of the persons with intellectual disabilities and their DSPs. The aim 
of the intervention is to develop an overview of the health status of the persons with intellectual 
disabilities. This Lifestyle Map provides DSPs with an overview of the nutritional status of this population, 
how much they move, which medication is used, and if there are any health issues. A movement scientist 
and occupational therapist developed the Lifestyle Map; a dietician was also involved.

Intervention 1B: “Healthy Diet” The Healthy Diet project provides lessons to both DSPs and persons with mild intellectual disabilities about 
a healthy diet. The aim is to provide awareness of preferences, habits and problems of persons with 
intellectual disabilities with regard to a healthy diet and offers tips and tricks for stimulating healthy 
nutrition. In the lessons for DSPs, attention was also paid to the nutritional problems of persons with 
intellectual disabilities and how to address the issues. Those involved in the intervention programme 
include DSPs, the social network of the person with intellectual disabilities and students.

Intervention 2: “Feeling Good and 
Healthy Living”

“Feeling Good” was a continuation of “Healthy Living.” 
Both interventions were weight control programmes, and both projects had also the aim to develop a 
healthy lifestyle. The target group of the interventions was young adults with moderate‐to‐mild intellec‐
tual disabilities who were overweight. The project consisted of workshops with the themes of nutrition 
and exercise. A cook was involved in order to instruct the persons with intellectual disabilities how to cook 
in a healthy way. After each lesson, the persons with intellectual disabilities received a summary of what 
had been discussed so that their DSPs were also informed. The duration of the project was one year. A 
dietician and DSPs were also involved in the intervention programme.

Intervention 3: “A weight control 
programme”

The programme has been developed within healthcare organization A and aims to support persons with 
intellectual disabilities in controlling their weight (losing weight or no further weight gain). The target group 
of the intervention programme was persons with mild‐to‐moderate intellectual disabilities who were 
overweight and without medical contraindications. During the intervention programme, extra attention 
was paid to healthy lifestyles in daily life. In addition, these clients participated in activities such as a 
nutrition course and exercise classes tailored to their level of functioning. Before the weight control 
programme began, there were consultation meetings between the management of the involved locations 
to facilitate being able to offer a customized programme. This intervention consisted of several activities 
such as workshops for employees, persons with intellectual disabilities and their social environment; 
repeated measurements; a healthy nutrition course; fitness classes; and a graduation ceremony. 
Participation in the programme is at least half a year. Those involved in the intervention programme 
included the programme coordinator, physiotherapist, dietician, employee education, DSPs and the 
management of involved locations (Steenbergen, 2010).

Intervention 4: “A weight control 
programme”

The programme was developed within healthcare organization B. The aim of this intervention was to 
support persons with intellectual disabilities in controlling their weight (losing weight or no further weight 
gain). The target group of the intervention programme was persons with mild‐to‐moderate intellectual 
disabilities who were overweight and without medical contraindications. During the development phase of 
the intervention, policy was written and management was involved. The clear vision and associated policy 
as well as a good cooperative management team provided clarity in agreements and transcending goals 
during the implementation of the intervention. The social environment was also involved before and during 
it. This intervention consisted of several activities such as individual meetings to obtain measurements; 
weekly education for 16 weeks; and intensive exercise. Participation in the programme was at least half a 
year. Those involved in the intervention programme included a project leader, physiotherapist, dietician, 
employee education, DSPs and the management of involved locations.
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Five students were trained to conduct the interviews by prac‐
ticing with the topic list while feedback was provided on the per‐
formance and the data collected. They conducted the interviews 
in groups of two or three students per interview. The interviewers 
were students from the departments of Nutrition and Dietetics, 
Healthy Lifestyle Sports and Applied Psychology of a university of 
applied science.

2.3.2 | Measurement Instrument for 
Determinants of Innovations

The MIDI consists of 29 determinants that are divided into four cat‐
egories directed at the innovation, the user, the organization and the 
sociopolitical context (Fleuren et al., 2014).

The MIDI was used to guide the coding of the interview data.
The	MIDI	 predecessor	 contained	 50	 determinants	 and	was	 re‐

duced to 29 determinants based on empirical data and consultation 
with 22 implementation experts (Fleuren et al., 2004, 2014). However, 
the MIDI developers explicitly invited researchers to use the MIDI in 
applied settings and explore if determinants in the original list should 
be retained in a specific setting. Therefore, the present authors used 
the original list as a point of reference (Fleuren et al., 2004).

2.4 | Data procedure

Data were analysed deductively. Data collected through the inter‐
views regarding determinants were compared to MIDI determi‐
nants. The answers concerning determinants that were retrieved 
by means of the interview protocol were compared to the deter‐
minants questioned in the MIDI. Interview data were manually 
coded. The present authors used a content analysis approach with 
MIDI factors as predetermined codes without any specific soft‐
ware.	Two	independent	reviewers	(BDJ	and	AW)	analysed	the	data	
whereby divergence was solved with discussion until 100% con‐
sensus was reached. A narrative approach was used to describe the 
findings. Determinants that could not be coded but were included 
in the interview data and determinants that were in the MIDI and 
not included in the interview data were described. Adaptations 
and improvements were suggested, if necessary, based on the 
comparison, review and discussion with the author of the MIDI. 
These adaptations were obtained by searching in the original list 
of	 50	 determinants	 underlying	 the	 MIDI	 (Fleuren	 et	 al.,	 2004).	
Subsequently, adaptations to the MIDI were made in consultation 
with its author (MF).

2.5 | Ethics approval and consent to participate

The need for ethics approval was deemed unnecessary according to 
national regulations (Medical Ethics Committee, University Medical 
Center Groningen, the Netherlands—METc‐UMCG). Informed con‐
sent was provided at the beginning of the interviews. Data were 
collected from volunteer respondents who were employed by the 
healthcare organizations participating in the study.

3  | RESULTS

In the interview data, all determinants of the MIDI, except for one, 
were represented. In addition, the present authors found data in the 
interviews that could not be purely related to determinants currently 
included in the MIDI.

3.1 | MIDI determinants found in interviews

Table 3 depicts the determinants of the MIDI that were present in 
the interviews. In all of the interviews combined, all of the deter‐
minants of the MIDI were represented except for Determinant 29, 
“Legislation and regulations.” Determinants 4, “Complexity,” and 8, 
“Personal benefits/drawbacks,” were both specified in one inter‐
view;	 Determinants	 9,	 “Outcome	 expectations”;	 10,	 “Job	 percep‐
tion”; 16, “Self‐efficacy”; 20, “Replacement when staff leave”; and 
26, “Unrest in organization,” were all referred to in two interviews. 
The other determinants were indicated in three (10 determinants) or 
all of the interviews (11 determinants).

3.2 | Determinants not currently included in MIDI

Table 3 also depicts the data in the interviews that could not be 
purely related to determinants currently included in the MIDI. These 
determinants were divided into three categories.

First, the influence of the level of intellectual disabilities is an 
important determinant. As such, its influence on functioning and 
performing an intervention was introduced during the interviews 
as well as the suitability of logistics (accessing the intervention 
activities) and the suitability of materials and physical environ‐
ment of an intervention with respect to the level of intellectual 
disabilities. For example, interviewees described difficulties in 
familiarizing persons with intellectual disabilities with the fitness 
equipment (Box 1).

Second, the point of evaluation of effects for specific outcome 
measures as a part of the intervention was mentioned. For example, 
the weight control programme (Intervention 3) had an inventory/
evaluation component measuring the movement pattern, the diet, 
BMI and waist circumference (Box 2).

Third, a recurring topic was the frequent occurrence of mul‐
tidisciplinary work and the multi‐levelness of interventions. 
Related to multidisciplinary work, interviewees indicated that 
there are several persons involved in an intervention such as 
care professionals from within or outside the organization, or 
the social environment. Three interviewees described that the 
number of professionals involved in the interventions and com‐
munication between them was problematic. The complexity of 
this was described by the interviewee of Intervention 3. Here, 
a physical therapist initially instructed both a DSP and their cli‐
ents in physical activity components, whereas simultaneously the 
same DSP initiated a nutrition course, which was handled by a 
trainer from another department, who is in turn guided by a di‐
etician. Eventually the DSP takes over both components of the 
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TA B L E  3  Presence	of	a	MIDI	determinant	(Fleuren	et	al.,	2014)	in	the	interviews	(2nd	to	5th	column),	clarification	of	determinants	and	
proposed adaptations to the MIDI as a result of discussion (last column)

Determinants MIDI

Intervention

1 2 3 4 Proposed adaptation as a result of discussion

Associated with the intervention

1 Procedural clarity Yes Yes Yes  To add: a question at which level of intellectual disability the 
intervention is aiming at.

2 Correctness Yes Yes Yes Yes  

3 Completeness Yes Yes Yes Yes  

4 Complexity   Yes   

5	Compatibility  Yes Yes Yes  

6 Observability Yes Yes Yes Yes Clarification: “visibility of the outcomes for the user” 
To add: “are the effects of intervention evaluated?”

7	Relevance	for	client/patient  Yes Yes Yes To add: subquestion about the relevance for specific levels of 
intellectual disability.

Associated with the user, that is, professional Clarification Determinants 8–18: the professional is the user.

8 Personal benefits/drawbacks Yes     

9 Outcome expectations Yes  Yes   

10	Job	perception Yes Yes    

11 Client/patient satisfaction Yes  Yes Yes  

12 Client cooperation Yes Yes Yes Yes  

13 Social support Yes Yes Yes Yes To add: “Is social support available:
1. for direct support persons for example of other professionals;
2. for persons with ID?
3. from family members?”

14 Descriptive norm Yes Yes Yes  Clarification: “working with the intervention as intended”

15	Subjective	norm Yes  Yes Yes  

16 Self‐efficacy   Yes Yes Clarification: To be asked for all parts of the intervention and to 
all professionals involved with the intervention.

17	Knowledge Yes Yes Yes   

18 Awareness of content of innovation  Yes Yes Yes  

Associated with the organization

19 Formal ratification by management Yes Yes Yes Yes  

20 Replacement when staff leave Yes Yes    

21 Staff Capacity Yes Yes Yes   

22 Financial resources Yes Yes Yes Yes  

23 Time available Yes Yes Yes Yes  

24 Material resources and facilities Yes Yes Yes Yes To add: “Are the materials and resources relevant and suitable 
for specific levels of ID?”

25	Coordinator Yes Yes  Yes  

26 Unrest in organization Yes Yes    

27	Information	accessible	about	use	of	
innovation

Yes Yes Yes Yes  

28 Feedback to user about innovation 
process

Yes Yes Yes Yes  

29 Relationship with other departments or 
organizations

Yes Yes Yes Yes To add: Determinant 12 (Fleuren et al., 2004, 2014)

30 Logistical procedures related to the 
innovation

 Yes Yes Yes To	add:	Determinant	17	(Fleuren	et	al.,	2004,	2014)

Number of potential users to be reached Yes Yes Yes Yes To add: Determinant 18 (Fleuren et al., 2004, 2014) 
To add: Questions about communication.

Associated with the sociopolitical context

32 Legislation and regulations      



     |  919
Published for the British Institute of Learning Disabilities  

STEENBERGEN ET al.

programme, all the while referring back with the physical ther‐
apist, trainer and dietician. Additionally, the DSP will coordinate 
with other DSPs, the behavioural therapist and department physi‐
cian, and not to forget, the social environment of the person with 
intellectual disabilities.

Interventions also had multiple target groups besides people with 
intellectual disabilities such as their DSPs or social environment such 
as relatives. Support for persons with intellectual disabilities them‐
selves and their social environment as well as for their DSPs was con‐
sidered important. The support for DSPs which was described could 
come from professionals from within the team or from other wards 
within the same organization or outside. In addition, they indicated 
that barriers were present with respect to the relationship with other 
departments from within the organization as well as in lifestyle set‐
tings outside the organization. Interviewees also discussed that it 
would be helpful if all of the professionals involved were aware of 
the aim of the intervention and of its importance. Finally, the inter‐
viewees frequently stated that not all of the persons involved in per‐
forming the intervention with the person with intellectual disabilities 
actually worked with the intervention as intended (Box 3).

3.3 | Suggested adaptations

After a discussion with the author of the MIDI, the present au‐
thors suggested eight additional questions that are related to cur‐
rent MIDI determinants. Some interview data did not fit into any 
of the MIDI determinants; therefore, the present authors adjusted 
three	determinants	that	came	from	the	original	list	of	50	underlying	
the MIDI (Fleuren et al., 2004). In Table 4, the suggested adapta‐
tions are described. In Appendix 2, the MIDI (Fleuren et al., 2014) is 
shown supplemented with the proposed adjustments and additional 

determinants for improving usability of the MIDI for objectively 
evaluating the implementation of lifestyle interventions in health‐
care organizations that provide care to persons with intellectual dis‐
abilities (“adjustments ID” or “additions ID”).

3.4 | Adaptations related to level of intellectual 
disabilities

In order to address the questions of interviewees about the inter‐
vention intended for persons with specific levels of intellectual dis‐
abilities, a question about this was added as part of Determinant 1, 
“Procedural clarity.” Also, the relevance for specific levels of intellec‐
tual	disability	as	a	subquestion	of	Determinant	7,	“Relevance	for	cli‐
ent,” and the relevance and suitability of the materials and resources 
for specific levels of intellectual disabilities as a part of Determinant 
24, “Material resources and facilities,” were added.

In order to overcome the questions regarding the suitability of logis‐
tics (accessing the intervention activities), a question about the arrange‐
ment of logistical procedures was added under the new Determinant 
30,	 “Logistical	procedures,”	 related	 to	 innovation	 (Determinant	17	 in	
the original list (Fleuren et al., 2004; Fleuren et al., 2014)).

3.5 | Adaptations related to outcome measures

In order to determine if the intervention is evaluating effects for 
specific outcome measures, a question was added to Determinant 
6, “Observability.” This determinant as well as Determinant 28, 
“Performance feedback,” does evaluate visibility of the outcomes 
for users, feedback to the user about the innovation process, and 
the implementation outcome; however, they do not ask if evaluation 
of effects for specific outcome measures is part of the intervention.

Box 1 Quotes about the influence of the level of intellectual dissabilities
This intervention was aimed at persons with profound ID and multiple disabilities who are able to eat independently. However, persons 

with similar disabilities often also experience dysphagia and as a consequence, the intervention is not suitable for these persons.  
(Intervention 1B)

It was difficult to familiarize the target group with fitness equipment.  (Intervention 4)
A sports center that can offer these sports activities to people with ID should be close by.  (Intervention 4)
The present authors have made a promo‐video about the programme showing what the programme entails. The present authors gave 

workshops in which we also showed the video. Both were to motivate the clients and to make sure that clients were able to choose 
whether or not they wanted to participate. Because of these extra resources, participants became really enthusiastic.  (Intervention 
3)

Getting participants to the right location is very difficult.  (Intervention 4)

Box 2 Quote about the evaluation of effects for specific outcome measures

What is very valuable about this intervention is that the measurements are specific and fit exactly with the different 
components of the intervention.  (Intervention 3)
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3.6 | Adaptations related to multidisciplinary 
work and multi‐levelness of interventions

To address the issues about multi‐levelness of interventions and 
multidisciplinary work, Determinant 13, “Social support,” was split 
into five parts: support for DSPs from their team, their supervi‐
sor, their senior management, other disciplines from other wards 
within the same organization or outside, and family members. In 
addition, it was decided to propose “Descriptive norm” as part of 
Determinant 14 in order to enquire about working with the inter‐
vention as intended. Related to this point, the author of the MIDI 
suggested that Determinant 16, “Self‐efficacy,” could be asked for 
all parts of the intervention and to all professionals involved with it, 
that is, within the entire team supporting a person with intellectual 
disabilities.

To address the issues about the number of professionals involved 
and if and how communication between these professionals is orga‐
nized, new questions were added under the new Determinant 31, 
“Number of potential users to be reached” (Determinant 18 in the 
original list (Fleuren et al., 2004; Fleuren et al., 2014)): “How many 
professionals are involved in the intervention?”; “Is communication 
about the intervention organized?”; “If yes, how is it organized?”; and 
“Is communication sufficient?”.

The final point discussed with the author of the MIDI was 
about involvement of DSPs and other professionals in the de‐
velopment of the intervention. The following question was pro‐
posed under the new Determinant 29, “Relationship with other 
departments or organizations” (Determinant 12 in the original list 
(Fleuren et al., 2004; Fleuren et al., 2014)): “There is a good rela‐
tionship with other departments or organizations involved in the 
intervention.”

4  | DISCUSSION

In this study, the present authors have collected and analysed feed‐
back on the MIDI instrument and are proposing various adaptations 
to it, including the level of intellectual disabilities, outcome meas‐
ures, multidisciplinary work and multi‐levelness of interventions. 
With these adaptations, the MIDI is a potential instrument for de‐
ployment in healthcare organizations that support persons with in‐
tellectual disabilities.

Not all of the determinants of the MIDI were represented in 
the data of all four semi‐structured interviews. Apparently, inter‐
viewees were not asked about the determinant “Legislation and 
regulations,” and the participants mentioned nothing about this 
topic. It would be interesting to enquire about this determinant 
in future research. Apart from this determinant that was never 
mentioned in the interviews, the majority of the determinants of 
the MIDI, 21 out of the 29 determinants, were discussed in three 
or four interviews. This could reflect the importance of these de‐
terminants for implementation of lifestyle interventions in these 
healthcare organizations. Also, the frequency of the occurrence 
of a determinant within one interview could be a reflection of 
the importance of this specific determinant. For example, in one 
interview, “Procedural clarity” of the lifestyle intervention was 
scored twice and “Correctness of the intervention” 20 times. This 
could be a subject of further research in a next study in which 
the MIDI‐intellectual disability (MIDI‐ID) will be tested further 
for its usability in healthcare organizations that support persons 
with intellectual disabilities. Probably, specific determinants may 
be of more influence than others; for example, a step‐by‐step de‐
scription may be of less importance for implementation than the 
expertise and skills of a DSP performing the intervention. The 

Box 3 Quotes about the complexity of multisisciplinary work and multi levelness of interventions
This was a pleasant intervention because a lot of disciplines were involved. However, whether or not communication was going well 

seemed to be dependent on personal factors.  (Intervention 3)
The nutrition course also includes a workshop for DSPs; an instruction for DSPs by a professional trainer and a dietician; and in addition, 

there is a manual and a step‐by‐step lesson plan. Based on this, DSPs can supervise the lessons for their clients. This supervising by 
DSPs is a factor for success because DSPs know their clients well and can therefore be very sensitive to necessary on‐the‐spot adapta‐
tions to the lessons.  (Intervention 3)

During the first implementation of the intervention programme, too little time was invested in social support and as a result of which 
people started to quit. The second time the present authors implemented the programme, there was a good investment in social sup‐
port, this resulted in the effectiveness of the programme.  (Intervention 4)

What the present authorsnoticed was that, when a DSP without expertise in the field of exercise supervises the fitness training, partici‐
pants usually trained at a significantly lower heart rate level than when a physical therapist or movement scientist supervises the train‐
ing despite the two to three months train the trainer training for DSPs and step‐by‐step instruction sheets.  (Intervention 3)

The one DSP motivates clients more than the other. This sometimes produces different results during test moments.  (Intervention 4)
DSPs often find it difficult to deviate from the manual and step‐by‐step lesson plan while, sometimes, it would be more advantageous to 

make a lesson more practical by for example opening up the kitchen cabinets or refrigerator and using real products instead of playing 
cards.  (Intervention 3)
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TA B L E  4   Suggested adaptations to the MIDI (Fleuren et al., 2014)

Determinant 1 Procedural clarity

Description Extent to which the innovation is described in clear steps/procedures.

Operationalization The innovation clearly describes the activities I should perform and in which order.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Adjustment ID The intervention is intended for persons with specific levels of ID.

Response scale: (2) yes, (1) no. (for example mild ID, moderate ID, severe ID, profound ID or a combination of these 
levels. ..........

Determinant 6 Observability

Description Visibility of the outcomes for the user, for example, whether the outcomes of a particular treatment are clear to 
the user.

Operationalization The outcomes of using the innovation are clearly observable.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Adjustment ID The intervention evaluates effects for specific outcome measures.

Response scale: (3) yes, (2) partly, (1) no.

Determinant 7 Relevance for client

Description Degree to which the user believes the innovation is relevant for his/her client.

Operationalization I think the innovation is relevant for my clients.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Adjustment ID I think the innovation is relevant for the specific levels of ID of my clients:

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 13 Social support

Description Support experienced or expected by the user from important social referents relating to the use of the innovation 
(e.g., from colleagues, other professionals they work with, heads of department or management).

Operationalization I can count on adequate assistance from my colleagues if I need it to use the innovation. 
This question is asked for important social referent group or person inside or outside the organization (colleagues, 
immediate hierarchical superior, management, professionals involved in the delivery of care, etc.).

Addition ID Ask always for support of direct support persons and support of family members

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 14 Descriptive norm

Description Colleagues' observed behaviour; degree to which colleagues use the innovation.

Operationalization In your opinion, what proportion of the colleagues in your organization for whom the innovation is intended 
actually use the innovation?

Response	scale:	(1)	not	a	single	colleague,	(2)	almost	no	colleagues,	(3)	a	minority,	(4)	half,	(5)	a	majority,	(6)	almost	
all	colleagues,	(7)	all	colleagues.

Adjustment ID Are professionals from different disciplines working with the intervention as intended?

Response scale: (1) none of the disciplines, (2) almost none of the disciplines, (3) a minority of the disciplines 
involved,	(4)	half,	(5)	a	majority,	(6)	almost	all	disciplines,	(7)	all	disciplines.

Adjustment ID Are family members performing the intervention as intended?

Response scale: (1) none of the family members, (2) almost no family members, (3) a minority of the family 
members,	(4)	half	of	the	family	members,	(5)	amajority	of	the	family	members,	(almost	all	family	members,	(7)	all	
family members.

Determinant 24 Material resources and facilities

Description Presence of materials and other resources or facilities necessary for the use of the innovation as intended (such as 
equipment, materials or space).

Operationalization Our organization provides me with enough materials and other resources or facilities necessary for the use of the 
innovation as intended.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Adjustment ID The materials and resources are suitable for the intended levels of ID

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

(Continues)
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interviewees have indicated several times that with those com‐
ponents of an intervention which required physical activity, as 
well as with the nutrition course in Intervention 3 and the test 
moments in Interventions 3 and 4, it is imperative the instructor 
or educator is an expert in dealing with persons with intellectual 
disabilities. For example, they emphatically stated how important 
it is that the instructor is both sensitive to necessary on‐the‐spot 
adaptations to the programme and knowledgeable about which 
exercises are suitable for persons with intellectual disabilities and 
how these should be performed. This was mentioned much more 
often than the need to have the exercises described step by step. 
Therefore, knowledge and expertise seem to be valued higher as 
factors for success than instructions in a manual or lesson plan. 
The MIDI only indicates the presence of determinants, whereas 
for persons with intellectual disabilities, it would be helpful if it 
also indicated the importance of determinants. As such, additional 
information about the most crucial determinants could help us 
determine which determinants could help us prioritizing the al‐
location of time and finances on instructors or perfecting lesson 
plans. Attribution of a weighting factor per determinant could be 
a solution to investigate this further. In a feasibility study, ques‐
tions could be added about the level of importance of each MIDI 
determinant. In addition, it would be interesting to investigate if 
a focus group with a variety of professionals involved in the same 
intervention will give the same distribution of importance of a 
determinant.

The influence of the level of intellectual disabilities on the imple‐
mentation of an intervention was brought forward during the inter‐
views. Characteristics of the target group are described as a variable 
that may have an effect on the implementation of an intervention 
(Green	&	Kreuter,	1991;	Grol	et	al.,	2005).	This	underpins	the	sug‐
gested addition of multiple questions about this topic.

During the interviews, the importance of the evaluation of ef‐
fects for specific goals and appropriate measuring instruments 

was mentioned. This, in fact, is considered an important requisite 
for implementation (Glasgow et al., 1999). Nevertheless, the MIDI 
currently does not ask if the evaluation of effects for specific out‐
come measures is part of the intervention. In this study, the present 
authors explored lifestyle interventions that consisted of multiple 
intervention components and also included different outcome mea‐
sures. For example, when managing a weight control programme, a 
component of the intervention programme may be doing measure‐
ments, that is, measuring the movement pattern, the diet, BMI and 
waist circumference (Intervention 3, Table 2, Box ). Therefore, a 
question associated with the intervention was proposed as part of 
the determinant “Observability of the intervention.” In addition, the 
present authors would advise completing the MIDI several times, 
each for different intervention components, only using the relevant 
data.

During the interviews, multidisciplinary work was a recurring 
topic. Interviewees mention problems such as barriers with respect 
to the relationship with other departments or organizations as well 
as the number of professionals involved in the interventions and the 
communication between them. These points are also mentioned by 
Grol	et	al.	 (2005).	Because	many	professionals	are	 involved	 in	 the	
support of persons with intellectual disabilities (Kuijken et al., 2018) 
and also in performing a lifestyle intervention (Steenbergen et al., 
2017),	it	seems	valuable	to	add	two	new	determinants	about	these	
topics. With respect to the usability of the MIDI in general, the au‐
thor of the MIDI stated that all of the professionals involved with the 
intervention should preferably complete it. In practice, this may lead 
to a substantial number of participants, which may affect the feasi‐
bility. The number of respondents needed for an accurate analysis of 
an intervention is still to be established as part of validation studies.

During the interviews, support for persons with intellectual dis‐
abilities as well as for their DSPs was considered important. Support 
can be provided by other professionals in or outside a team or orga‐
nization or by the social environment of the person with intellectual 

Additions ID

Determinant 29 Relationship with other departments or organizations: from professionals from other wards within the same 
organization or outside. (Determinant 12 in Fleuren et al., 2004; Fleuren et al., 2014.)

Description 
Operationalization

There is a good relationship with other departments or organizations involved in the intervention.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree;	namely	
…………

Determinant 30 Logistical procedures related to the innovation, e.g., logistical problems in scheduling patients: well arranged or 
badly	arranged	(Determinant	17	in	Fleuren	et	al.,	2004;	Fleuren	et	al.,	2014.)

Description 
Operationalization

Logistical procedures are well arranged.

Response scale: (2) yes, (1) no.

Determinant 31 Number of potential users to be reached: many, few (Determinant 18 in Fleuren et al., 2004; Fleuren et al., 2014.)

Description How many professionals are involved in the intervention? ………

Adjustment ID is communication about the intervention organized?; (2) yes, (1) no. 
if yes: how is it organized?; ..... 
is communication sufficient? (2) yes, (1) no.

This table shows the suggested adjustments to existing questions and additions in order to improve usability of the MIDI for deployment in healthcare 
organizations that support persons with intellectual disabilities (“adjustments ID” or “additions ID”).

TA B L E  4   (Continued)
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disabilities. DSPs in particular have a role in motivating persons with 
intellectual disabilities to change their physical activity behaviour or 
maintain healthy physical activity, for example, in creating options in 
daily life, at home, during work or day care, and also supporting par‐
ticipation in and access to physical or sports activities (Naaldenberg 
et al., 2013; Caton, Chadwick, Chapman, Mitchell, & Stansfield, 
2012; Temple, Frey, & Stanish, 2006). Therefore, the question about 
social support by DSPs should always be asked (Determinant 13). It 
could even be valuable to have the MIDI always completed by all the 
DSPs involved with the clients who participate in the intervention 
even when those DSPs are not directly involved in it. Related to this 
point, the author of the MIDI stated that the determinant “Self‐ef‐
ficacy” should be asked for all activities of the intervention and, in 
addition, to all professionals involved with it, that is, within the entire 
team supporting a person with intellectual disabilities and to each 
professional involved. In practice, this could be a substantial num‐
ber of professionals. Therefore, self‐efficacy also could be evaluated 
during a group meeting of an intervention team (e.g., in Interventions 
3 and 4, such group meetings are intervention components; Table 2).

It is usually much easier to perform an intervention if you are 
genuinely	convinced	of	the	importance	(Grol	et	al.,	2005;	Prochaska	
&	Velicer,	1997).	The	involvement	of	DSPs	and	other	professionals	
in the development of the intervention was also discussed with the 
author of the MIDI as it is generally much easier to perform an inter‐
vention if you are involved in developing the policy and the interven‐
tion	and	consider	yourself	as	the	owner	(Grol	et	al.,	2005).	Because	
this aspect is a “conditio sine qua non” for developing an innovation, 
it is not considered to be a determinant.

4.1 | Strengths and limitations

As shown, the four interventions about which the semi‐structured 
interviews were performed differed in extensiveness. There were 
differences in the number of parts, intention, planning, etc. Due to 
these differences between the four interventions, the present au‐
thors have received a more complete view of the usefulness of the 
MIDI. Also, more interventions could be included. However, because 
the majority of the determinants of the MIDI were represented, the 
present authors do not consider this as a significant limitation.

This is the first study investigating whether determinants of the 
MIDI are represented when evaluating implementation of interven‐
tions targeting persons with intellectual disabilities. A strength is 
that, by doing so, the importance of specific determinants and com‐
plexity of implementation in a multidisciplinary setting become clear. 
The present authors could not explore these issues in the present 
study because these questions did not emerge until determining the 
results. In addition, this research provides new insights for directions 
for further research. This study is a first exploration of the usability 
of the MIDI for implementation of interventions for persons with 
intellectual disabilities. This study provides preliminary evidence for 
the suggested adaptations, and the adjustments that the present au‐
thors made will need to be tested with other interventions and in a 
larger group of involved persons in these interventions.

4.2 | Recommendations and implications

With this first version of the MIDI‐ID, interventions implemented 
in healthcare organizations that support persons with intellectual 
disabilities can be evaluated for important determinants in order to 
further improve this instrument and the subsequent implementation 
of lifestyle interventions.

For testing the MIDI‐ID for its usability in healthcare organi‐
zations, the frequency of the occurrence of a determinant within 
one interview could be taken into account as a reflection of the im‐
portance of this specific determinant. In addition, attribution of a 
weighting factor may give additional in‐depth information about the 
conditions for implementation.

Finally, with respect to the recurring topic of multi‐levelness 
of interventions and multidisciplinary work, it could be valuable to 
analyse results of a focus group with professionals who are involved 
in the same intervention in order to investigate whether these re‐
sults are similar to the answers of one professional on the MIDI. The 
interviews showed that several persons are directly or indirectly in‐
volved in the same intervention and all of them could possibly influ‐
ence the implementation. The complexity of this was illustrated by 
the interviewee of Intervention 3. Here, a physical therapist, a DSP, a 
professional trainer, a dietician, other DSPs, a behavioural therapist, 
a department physician and the social environment of the person 
with intellectual disabilities were involved.

Concerning multidisciplinary work and the considerable role of 
DSPs in a healthcare organization, it is interesting to be aware of the 
answers of all of the DSPs involved with the clients who participate in 
the intervention even when those DSPs are not the immediate instruc‐
tors. As already mentioned, especially the DSP and its team of col‐
league DSPs are intimately aware of the client's motivation and effects 
of the interventions on a particular client. Therefore, the observations 
of all are useful to the evaluation of intervention's implementation. 
The supplemented MIDI should be tested and cross‐validated in order 
to further improve the suitability of this measurement instrument.

5  | CONCLUSION

All theoretically based determinants of the MIDI, except for one, 
were represented in data of semi‐structured interviews about four 
lifestyle interventions that were developed and used in four health‐
care organizations supporting persons with intellectual disabilities. 
In addition, data were ascertained in the semi‐structured interviews 
that could not be purely related to determinants currently included 
in the MIDI. With these findings, this study provides preliminary 
evidence that adaptations to the MIDI are required in order for it to 
be beneficial for objectively evaluating the implementation of life‐
style interventions in healthcare organizations that provide care to 
persons with intellectual disabilities. With the adaptations, the first 
version of the MIDI‐ID can be tested and cross‐validated to further 
improve this instrument and, subsequently, the implementation of 
lifestyle interventions.
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APPENDIX 1

TOPIC LIS T WITH E X AMPLE S OF QUE S TIONS (SEMI ‐S TRUC TURED INTERVIE WS)

Topics

Characteristics of organization and participant

• Name organization and location
• Function of the participant

o What is your function within the organization?
o How many years?

o Function in relation to the intervention?
• Policy healthy lifestyle? What is the policy with regard to lifestyle?

Characteristics of the intervention

• Name?
• Type? (information, education?)
• Description of the intervention
• Frequency (structural, periodical, once a year?

• Content of the intervention
• Resources of the intervention:

o Personnel
o Environment
o Materials
o Volunteers
o Transport

• Who perform the intervention, is responsible?
• What is his/her function within the intervention?
• Who else is involved?
• If yes, in what way?
• If no, why are others not involved?

• Aim of the intervention:
o Target: when is intervention successful or not?
o Effect evaluation?
o If yes: which effects?
o If no: why not?
o How do you prevent regression of effects?

(Continues)
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Topics

• Target population:
o Conditions to participate
o Age range
o Level of intellectual disabilities
o Additional disabilities
o How many participants
o How do you include or reach intended participants
o What do you do to improve adherence of participants
o Do participants have influence on the content of the intervention

Results of the intervention

• Facilitators or barriers
o Resources: time, personnel, location, environment, materials, volunteers, transport
o Knowledge of professionals involved
o Financial resources
o Motivation participant
o Motivation professionals
o Feasibility for participant
o Connection to target group
o Commitment third parties

• When do you speak of success or failure?

Development and evaluation

• Development
o How is the intervention developed? Research, evidence based, own intuition or experience?
o By whom is the intervention developed?
o Why was the intervention developed?
o How it is compatible with other activities or interventions? Was this part of the development?

• Evaluation
o How is the intervention evaluated, for example, in a team meeting?
o What does the organization do with the results of the evaluation?

APPENDIX 2

MIDI (FLEUREN E T AL . ,  2014)

The original list of Fleuren et al. (2014) is supplemented with the proposed adjustments to existing questions and additions in order to improve 
usability of the MIDI for deployment in healthcare organizations that support persons with intellectual disabilities (“adjustments ID” or “addi‐
tions ID”).

DE TERMINANTS A SSOCIATED WITH THE INNOVATION

Determinant 1 Procedural clarity

Description Extent to which the innovation is described in clear steps/procedures.

Operationalization The innovation clearly describes the activities I should perform and in which order.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Adjustment ID The intervention is intended for persons with specific levels of ID.

Response scale: (2) yes, (1) no. For example mild ID, moderate ID, severe ID, profound ID, or a combina‐
tion of these levels.

Determinant 2 Correctness

Description Degree to which the innovation is based on factually correct knowledge.

(Continues)
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Operationalization The innovation is based on factually correct knowledge.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 3 Completeness

Description Degree to which the activities described in the innovation are complete.

Operationalization The innovation provides all of the information and materials needed to work with it properly.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 4 Complexity

Description Degree to which implementation of the innovation is complex.

Operationalization The innovation is too complex for me to use.

Response	scale:	(5)	totally	disagree,	(4)	disagree,	(3)	neither	agree	nor	disagree,	(2)	agree,	(1)	totally	agree

Determinant 5 Compatibility

Description Degree to which the innovation is compatible with the values and working method in place.

Operationalization The innovation is a good match for how I am used to working.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 6 Observability

Description Visibility of the outcomes for the user, for example, whether the outcomes of a particular treatment are 
clear to the user.

Operationalization The outcomes of using the innovation are clearly observable.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Adjustment ID The intervention evaluates effects for specific outcome measures.

Response scale: (3) yes, (2) partly, (1) no.

Determinant 7 Relevance for client

Description Degree to which the user believes the innovation is relevant for his/her client.

Operationalization I think the innovation is relevant for my clients.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Adjustment ID I think the innovation is relevant for the specific levels of ID of my clients:

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

DE TERMINANTS A SSOCIATED WITH THE USER

Determinant 8 Personal benefits/drawbacks

Description Degree to which using the innovation has advantages or disadvantages for the users themselves.

Operationalization To what extent does using the innovation have personal benefits/drawbacks for you? This question is asked for each 
concrete benefit or drawback that is expected to be salient for the particular user population.

Response	scale	advantages:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Response	scale	disadvantages:	(5)	totally	disagree,	(4)	disagree,	(3)	neither	agree	nor	disagree,	(2)	agree,	(1)	totally	
agree

Determinant 9 Outcome expectations

Description Perceived probability and importance of achieving the client objectives as intended by the innovation

Operationalization Composite measure: the product of importance and probability

These questions about the importance and probability are asked for each objective separately.

Importance

I think it is important to achieve the following objectives for my client …[state objectives].

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Probability

I expect that using the innovation will actually achieve the following objectives for my client …[state objectives].

Response	scale:	(1)	most	definitely	not,	(2)	definitely	not,	(3)	perhaps	not,	perhaps	(4)	definitely,	(5)	most	definitely
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Determinant 10 Professional obligation

Description Degree to which the innovation fits in with the tasks for which the user feels responsible when doing his/her work.

Operationalization I feel it is my responsibility as a professional to use this innovation. 
This question is asked for each activity in the innovation

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 11 Client satisfaction

Description Degree to which the user expects clients to be satisfied with the innovation.

Operationalization Clients will generally be satisfied if I use this innovation.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 12 Client cooperation

Description Degree to which the user expects clients to cooperate with the innovation.

Operationalization Clients will generally cooperate if I use this innovation.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 13 Social support

Description Support experienced or expected by the user from important social referents relating to the use of the innovation 
(e.g., from colleagues, other professionals they work with, heads of department or management).

Operationalization I can count on adequate assistance from my colleagues if I need it to use the innovation. 
This question is asked for important social referent group or person inside or outside the organization (colleagues, 
immediate hierarchical superior, management, professionals involved in the delivery of care, etc.).

Addition ID Ask always for support of direct support persons and support of family members

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Determinant 14 Descriptive norm

Description Colleagues’	observed	behaviour;	degree	to	which	colleagues	use	the	innovation.

Operationalization In your opinion, what proportion of the colleagues in your organization for whom the innovation is intended actually 
use the innovation?

Response	scale:	(1)	not	a	single	colleague,	(2)	almost	no	colleagues,	(3)	a	minority,	(4)	half,	(5)	a	majority,	(6)	almost	all	
colleagues,	(7)	all	colleagues.

Adjustment ID Are professionals from different disciplines working with the intervention as intended?

Response scale: (1) none of the disciplines, (2) almost none of the disciplines, (3) a minority of the disciplines involved, 
(4)	half,	(5)	a	majority	(6)	almost	all	disciplines,	(7)	all	disciplines.

Adjustment ID Are family members performing the intervention as intended?

Response scale: (1) none of the family members, (2) almost none of the family members, (3) a minority of the family 
members,	(4)	half	of	the	family	members,(5)	a	majority	of	the	family	members,	(6)	almost	all	family	members,	(7)	all	
family members.

Determinant 15 Subjective norm

Description The influence of important others on the use of the innovation.

Operationalization Composite measure: the product of normative beliefs* and motivation to comply** 
*Perceived expectation of important others about the use of the innovation. 
**Degree to which somebody tends to pay attention to the expectations of those important others.

These questions about normative beliefs and motivation to comply are asked for each referent person/group inside 
or outside the organization (colleagues, heads of department, management, clients, etc.).

Normative beliefs

To what extent do the following people [list people] expect you to use the innovation?

Response	scale:	(1)	most	definitely	not,	(2)	definitely	not,	(3)	perhaps	not,	perhaps	(4)	definitely,	(5)	most	definitely

Motivation to comply

When it comes to working in accordance with the innovation, to what extent do you comply with the opinions of the 
following people [list people]?

Response	scale:	(1)	very	little,	(2)	little,	(3)	not	a	little,	not	a	lot	(4)	a	lot	(5)	a	great	deal
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Determinant 16 Self‐efficacy

Description Degree to which the user believes he or she is able to implement the activities involved in the innovation.

Operationalization Should you wish to do so, do you think you can put [state activity from the innovation] into practice? 
This question is asked for each activity and to each professional involved (addition ID) in the innovation.

Response	scale:	(1)	most	definitely	not,	(2)	definitely	not,	(3)	perhaps	not,	perhaps,	(4)	definitely,	(5)	most	definitely

Determinant 17 Knowledge

Description Degree to which the user has the knowledge needed to use the innovation.

Operationalization Objective measurement with a knowledge test including a range of questions.

Subjective measurement with one question:

I know enough to use the innovation.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	totally	agree

Note The best approach is to assess knowledge objectively using a test. If this is not possible, a subjective assessment can 
be made with one question.

Determinant 18 Awareness of content of innovation

Description Degree to which the user has learned about the content of the innovation.

Operationalization To what extent are you informed about the content of the innovation?

Response	scale:	(1)	I’m	not	familiar	with	the	innovation,	(2)	I’m	familiar	with	the	innovation,	but	I	haven’t	read	it	
through	(yet),	(3)	I’m	familiar	with	the	innovation	and	I’ve	glanced	through	it,	(4)	I’m	familiar	with	the	innovation	and	I	
have read through it thoroughly

DE TERMINANTS A SSOCIATED WITH THE ORG ANIZ ATION

Determinant 19 Formal ratification by management

Description Formal ratification of the innovation by management, for example, by including the use of the 
innovation in policy documents.

Operationalization Has management set up formal arrangements in your organization relating to the use of this 
innovation (in policy plans, work plans and so on)?

Response scale: (1) no, (2) yes

Determinant 20 Replacement when staff leave

Description Replacement of staff leaving the organization

Operationalization In my organization, there are arrangements in place so that staff who use the innovation and 
leave the organization are replaced in good time by employees who are/will be adequately 
prepared to take over.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree

Determinant 21 Staff capacity

Description Adequate staffing in the department or in the organization where the innovation is being used.

Operationalization There are enough people in our organization to use the innovation as intended.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree

Determinant 22 Financial resources

Description Availability of financial resources needed to use the innovation.

Operationalization There are enough financial resources available to use the innovation as intended.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree
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Determinant 23 Time available

Description Amount of time available to use the innovation.

Operationalization Our organization provides me with enough time to include the innovation as intended in my 
day‐to‐day work.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree

Determinant 24 Material resources and facilities

Description Presence of materials and other resources or facilities necessary for the use of the innovation as 
intended (such as equipment, materials or space).

Operationalization Our organization provides me with enough materials and other resources or facilities necessary 
for the use of the innovation as intended.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree

Adjustment ID The materials and resources are suitable for the intended levels of ID

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree

Determinant 25 Coordinator

Description The presence of one or more persons responsible for coordinating the implementation of the 
innovation in the organization.

Operationalization In my organization, one or more people have been designated to coordinate the process of 
implementing the innovation

Response scale: (1) no, (2) yes

Determinant 26 Unsettled organization

Description Degree to which there are other changes in progress (organizational or otherwise) that 
represent obstacles to the process of implementing the innovation such as reorganizations, 
mergers, cuts, staffing changes or the simultaneous implementation of different innovations.

Operationalization Are there, in addition to the implementation of [describe innovation], any other changes in the 
organization affecting the implementation of the innovation now or in the foreseeable future 
(reorganization, merger, cuts, staffing changes, other innovations)?

Response scale: (2) no, (1) yes

Determinant 27 Information accessible about use of innovation

Description Accessibility of information about the use of the innovation.

Operationalization It is easy for me to find information in my organization about using the innovation as intended.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree

Determinant 28 Performance feedback

Description Feedback to the user about progress with the innovation process.

Operationalization In my organization, feedback is regularly provided about progress with the implementation of 
the innovation.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree
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ADDITIONS ID

Determinant 29 Relationship with other departments or organizations: from professionals from 
other wards within the same organization or outside (Determinant 12 in Fleuren 
et al., 2004; Fleuren et al., 2014.)

Description Operationalization There is a good relationship with other departments or organizations.

Response scale: (1) totally disagree, (2) disagree, (3) neither agree nor disagree, (4) 
agree,	(5)	totally	agree;	namely	…………

Determinant 30 Logistical procedures related to the innovation, e.g., logistical problems in 
scheduling patients: well arranged	or	badly	arranged	(Determinant	17	in	Fleuren	
et al., 2004; Fleuren et al., 2014.)

Description Operationalization Logistical procedures are well arranged.

Response scale: (2) yes, (1) no

Determinant 31 Number of potential users to be reached: many, few (Determinant 18 in Fleuren et 
al., 2004; Fleuren et al., 2014.)

Description How many professionals are involved in the intervention? ………

Adjustment ID 1. is communication about the intervention organized?; (2) yes, (1) no.
2. if yes: how is it organized?;
3. is communication sufficient? (2) yes, (1) no.

DE TERMINANTS A SSOCIATED WITH THE SOCIOPOLITIC AL CONTE X T

Determinant 32 Legislation and regulations

Description Degree to which the innovation fits in with existing legislation and regulations established 
by the competent authorities (examples being financial structures, or substantive 
legislation and supervision from the Dutch Health Care Inspectorate or the Dutch Care 
Authority).

Operationalization The activities listed in the innovation fit in well with existing legislation and regulations.

Response	scale:	(1)	totally	disagree,	(2)	disagree,	(3)	neither	agree	nor	disagree,	(4)	agree,	(5)	
totally agree
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