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Abstract
Rationale, aims and objectives In the Netherlands, evidence-based child abuse preven-
tion (CAP) guidelines have been developed to support child health care professionals
(CHPs) in recognizing and responding to suspected child abuse. The aim of this study was
to identify factors related to characteristics of the guidelines, the user, the organization and
the socio-political context that facilitate or impede adherence to the CAP guidelines.
Methods Three semi-structured focus groups including 14 CHPs working in one large
Dutch child health care organization were conducted in January and February 2012.
Participants were asked questions about the dissemination of the guidelines, adherence to
their key recommendations and factors that impeded or facilitated desired working prac-
tices. The interviews were audiotaped and transcribed. Impeding and facilitating factors
were identified and classified. An innovation framework was used to guide the research.
Results CHPs mentioned 24 factors that facilitated or impeded adherence to the CAP
guidelines. Most of these factors were related to characteristics of the user. Familiarity with
the content of the guidelines, a supportive working environment and good inter-agency
cooperation were identified as facilitating factors. Impeding factors included lack of will-
ingness of caregivers to cooperate, low self-efficacy and poor inter-agency cooperation.
Conclusions The results indicate that a broad variety of factors may influence CHPs’
(non-)adherence to the CAP guidelines. Efforts to improve implementation of the guide-
lines should focus on improving familiarity with their contents, enhancing self-efficacy,
promoting intra-agency cooperation, supporting professionals in dealing with uncoopera-
tive parents and improving inter-agency cooperation. Recommendations for future research
are provided.

Introduction
Child abuse is a considerable problem across the world [1–3]. In
the Netherlands, approximately 1 in 30 children between the ages
of 0 and 19 is abused every year [4]. Child abuse may cause
long-lasting physical and psychological damage to individual chil-
dren (e.g. [5–7]) and may also result in economic costs for society
[8]. Policy makers therefore agree that efforts should be made to
stop child abuse.

Professionals working with families play an important role
in the prevention of child abuse. However, they do not always

recognize child abuse [9], or do not respond adequately when they
have suspicions (e.g. [10,11]). As a result, vulnerable children and
families may not get the support they need.

Clinical guidelines may improve the quality of professional
decision making [12–15]. In 2010, the National Institute for Public
Health and the Environment and the Netherlands Centre for Youth
Health introduced extensive evidence-based clinical guidelines on
early detection of and responses to suspected child abuse in pre-
ventive child health care [henceforth, the child abuse prevention
(CAP) guidelines] [16]. Dutch preventive child health care profes-
sionals (CHPs), doctors and nurses offer preventive child health
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care services in child health clinics and schools. CHPs are in an
ideal position to recognize and respond to suspected child abuse,
as they have contact with approximately 95% of Dutch children on
a regular basis [17,18].

Key recommendations in the CAP guidelines include registra-
tion of facts and observations that underpin suspicions, talking
with parents and/or children about suspicions, consulting a col-
league (preferably an expert on child abuse), and consulting the
Dutch Child Protection Services (CPS). CHPs may also contact
other professionals involved with the family if parents permit this.
If suspicions persist, CHPs should organize a second meeting with
parents and/or the child, provide support, refer the family to other
organizations for support or report their suspicions to CPS. CHPs
need to monitor the support that is provided to the family and act
again if they feel that the support is insufficient. All their activities
should be registered in the electronic child health care record.
The CAP guidelines also include background information and a
time-phased decision tree. From July 2013, CHPs and other pro-
fessionals working with families are obliged by law to follow the
guidelines if their suspicions persist [19].

Despite efforts to improve implementation, professionals do not
always adhere to clinical guidelines. To gain a better understand-
ing of professional adherence to innovations in health care, includ-
ing new guidelines, Fleuren et al. [20] developed a theoretical
framework. This framework unites several theories and models
(e.g. [21–23]) and has been shown to be suitable for studying
innovation in Dutch (child) health care [24,25]. The framework
distinguishes four stages of the innovation process (dissemination,
adoption, implementation and continuation). It also lists four cat-
egories of factors, or so-called determinants, that may facilitate
or impede the transition from one stage to the next: characteristics
of the innovation, the adopting person, the organization and the
socio-political context.

Guidelines or protocols that aim to support professionals in
responding to child abuse also exist in other countries [26–29].
However, research on adherence to guidelines in relation to CAP is
scarce. One study that did evaluate a set of guidelines on positive
parenting and family violence prevention indicated multiple
barriers to using the guidelines, related to guideline characteristics
(complex structure) and organizational characteristics (lack of
time and competing agency demands and priorities) [28].

Although little is known about adherence to CAP guidelines,
numerous studies have focused on factors impeding professionals’
decision making in relation to reporting child abuse to CPS. These
factors include poor knowledge of the symptoms of child abuse
[30,31], feelings of loyalty towards the family [32], low perceived
self-efficacy [33], poor knowledge of reporting laws and processes
[34,35], being threatened with a law suit or having testified in child
abuse cases [34], and being in practice for longer [34]. Multiple
studies have found that professionals feel reluctant to report sus-
pected child abuse to CPS because of negative attitudes and low
trust towards CPS, negative experiences, inadequate feedback or
delayed investigations [9].

Insight into the relevant determinants for successful implemen-
tation allows health care organizations to develop strategies tai-
lored to these determinants in order to achieve desired work
practices [20]. It is as yet unclear whether and for what reasons
CHPs do or do not adhere to the recommendations of the CAP
guidelines. Therefore, the current study aims to identify factors

that facilitate or impede CHPs’ adherence to the CAP guidelines.
We used a qualitative design. The framework by Fleuren et al. [20]
was used to guide the research.

Methods

Study design

We conducted three focus groups of CHPs in January and Febru-
ary 2012. These CHPs all worked at one preventive child health
care organization covering the Twente region in the Netherlands
(henceforth, GGD Twente). According to the criteria of Dutch
Medical Research Involving Human Subjects Act, this study did
not need to be submitted for ethical approval by a Medical Ethical
Committee [36].

Participants

GGD Twente has been working with the CAP guidelines since
2010. During the study period, 54 child health care doctors and
125 child health care nurses were employed by GGD Twente. In
2012, these CHPs were providing preventive child health care
services to approximately 152 000 children between the ages of 0
and 19. All 179 CHPs were invited to participate in a focus group
interview via an email from their manager. Two weeks later, a
reminder was sent to the target population. CHPs were asked to
participate on a voluntary basis. They were reimbursed for travel
expenses and received a €20 gift voucher. The invitation to par-
ticipate in the study informed CHPs about the research objectives.
Fourteen CHPs, six doctors and eight nurses agreed to participate:
three CHPs in focus group session 1, seven CHPs in focus group
session 2 and four CHPs in focus group session 3. At the time of
the focus groups, seven participants were working with children
up to the age of 4 and seven were working with older children. All
participants were women with experience as a CHP ranging from
1 year to over 20 years. In all the sessions, all the participants
actively engaged in the group discussions.

Interview schedule

A semi-structured interview schedule was developed to guide
the focus group discussion and to ensure comparability of the
three sessions. A time schedule was included to ensure that every
interview question received enough attention. The questions were
developed by the authors and pilot tested with a child health care
doctor.

Conduct of sessions

Each session was guided by a different moderator: the first, second
or fourth author. The sessions all started with introductions, fol-
lowed by a 10-minute presentation to introduce the discussion
topic, explain the study’s purpose and provide instructions. The
moderator guaranteed both confidentiality and anonymity before
the actual discussion started. A research assistant made detailed
notes during the discussions. The first part of each focus group
session focused on dissemination of the CAP guidelines. The main
question was ‘In what way or ways have you become familiar with
the guidelines?’ The second part started with open questions to
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find out what kind of suspicions or what situations led participants
to start using the guidelines. The sessions continued with questions
about their experiences in performing key activities described in
the guidelines. We asked the participants to elaborate on factors
that facilitated or impeded them in adhering to the guidelines. The
interview schedule can be found in Table 1. Each focus group
session lasted approximately 2 hours, including the introduction
and a 15-minute coffee break.

Data analysis

Focus group interviews were audiotaped with consent of the par-
ticipants and literally transcribed. The analysis [37] was carried
out using the software program Atlas.ti [38]. Two assessors inde-
pendently read each transcript and coded text fragments. The first
author analysed the transcripts first. A second assessor coded the
same transcripts using the coding scheme provided by the first
author. Impeding and facilitating factors were identified and clas-
sified using the revised taxonomy proposed by Fleuren et al. [25].
Text fragments that did not correspond with any of the 29 factors
in this taxonomy were given separate codes. Differences in clas-
sification were discussed between the two assessors until consen-
sus was reached.

Results
In total, 24 determinants that facilitated or impeded adherence to
the recommendations in the CAP guidelines were identified, of
which nine determinants were mentioned in all three focus group
interviews or by seven participants or more. Nineteen of the 29
determinants presented by Fleuren et al. [25] were identified. Most

of the determinants were identified in the category of characteris-
tics of the user (10 out of 11). Five determinants were identified in
addition to the set of 29 determinants: concreteness and feasibility
in the category of characteristics of the innovation, attitudes and
routine in the category of characteristics of the user, and inter-
agency cooperation in the category of the socio-political context.
Table 2 gives a description of the 29 determinants described by
Fleuren et al. [25], the five extra determinants identified in this
study and the number of participants that identified facilitating and
impeding factors.

Determinants related to characteristics of the
innovation (CAP guidelines)

Three participants mentioned that the guidelines promote a
working method that largely reflects existing practice. The most
salient changes to their working procedures included the recom-
mendation to consult a child abuse expert in the organization and
the time-phased decision tree in which the main recommendations
are integrated. In general, participants had a positive attitude
towards these changes. Therefore, these positively evaluated
changes were not coded as impeding factors, although they were
incongruent with their earlier work methods. Participants in one
focus group interview discussed the feasibility of the recom-
mended timeline. One participant claimed that, particularly in
holiday periods, it is not always feasible to respond within the
recommended time scale. In two focus group interviews, at least
one element of the CAP guidelines was perceived as unclear. In
one focus group, participants found the CAP guidelines to be
incomplete. Three participants found the guidelines’ references
to specific instruments for support in recognizing child abuse

Table 1 Interview schedule

# Interview questions

1 In what way or ways did you become familiar with the guidelines?
2 In what situations do you use the guidelines?
3 To what extent do you use the guidelines when you suspect child abuse?
4 The guidelines recommend talking to parents and/or children about your suspicions. What are your experiences with this recommendation?
5 The guidelines recommend consulting CPS when you suspect child abuse. What are your experiences with this recommendation?
6 The guidelines recommend collecting information from professionals who are involved with the family outside the child health care

organization, when suspicions persist. What are your experiences with this recommendation?
7 The guidelines recommend consulting a child abuse expert in your organization when you suspect child abuse. What are your experiences

with this recommendation?
8 The guidelines recommend providing support, referring the family to other organizations for support, or reporting suspicions to CPS when

suspicions persist.
What are your experiences with providing support?
What are your experiences with referring a family to other organizations for support?
What are your experiences with reporting suspicions to CPS?

9 The guidelines recommend requesting follow-up information, in case other organizations do not provide information after CHPs have
referred a family for support or reported the family to CPS. What are your experiences with this recommendation?

10 What are your experiences and perceptions about the recommended time scales which are contained in the guideline?
11 How do you evaluate the guidelines in general?

To what extent do you think there is information missing from the guidelines?
In what ways do you think the guidelines could be improved?
What is the most important barrier that you experience in working with the guidelines?

12 Do you have any final questions or points you would like to add to the discussion?

CHP, child health care professional; CPS, Child Protection Services.

A.A.J. Konijnendijk et al. Child abuse prevention guidelines

© 2014 John Wiley & Sons, Ltd. 419



Table 2 Number of participants identifying a factor as facilitating or impeding adherence to the CAP guidelines

Determinants Description of the determinants
Facilitating
factor (+)

Impeding
factor (−)

Determinants related to characteristics
of the innovation

1. Clarity Extent to which the procedures/guidelines of the innovation are clear 2 7
2. Correctness Extent to which the innovation is based on trusted knowledge – –
3. Completeness Extent to which the innovation contains the information and materials needed for its

effective use
– 3

4. Complexity Extent to which the innovation is perceived as complex – 1
5. Compatibility Extent to which the innovation is perceived as consistent with existing work

procedures
3 2

6. Observability Extent to which the results of the innovation are observable to the health care
professional

– –

7. Relevance client Extent to which the innovation has added value for the client – –
Feasibility Extent to which the innovation is perceived as both realistic and achievable 1 2
Concreteness Extent to which the innovation is concrete rather than abstract or imaginary – 3

Determinants related to the
characteristics of the adopting
person (user)

8. Personal (dis)advantage Extent to which the innovation has (dis)advantages for the health care professional 6* 3
9. Outcome expectations Extent to which the health care professional perceives the outcomes of the innovation

as important and plausible
1 –

10. Task orientation Extent to which the innovation fits in the perceived task orientation of the health care
professional

– 3

11. Satisfaction client Extent to which the health care professional expects or experiences that the client
will be satisfied with the innovation

2 –

12. Cooperation client Extent to which the health care professional expects or experiences that the client
will cooperate in the innovation

2 11*

13. Social support Experienced or expected support of colleagues, professionals from other health care
organizations, team leaders or higher management

12* 2

14. Descriptive norm Perceived behaviour of colleagues with respect to the use of the innovation – 4
15. Subjective norm The influence of important other professionals on the use of the innovation – –
16. Self-efficacy Confidence of the health care professional in the ability to perform the behaviour

needed to use the innovation
3* 9*

17. Required knowledge Extent to which the health care professional has the knowledge needed to use the
innovation

3* 2

18. Familiarity Extent to which the health care professional is familiar with the content of the
innovation

11* 7*

Attitudes Expressions of affect towards the innovation in general or its specific
recommendations

7 1

Routine Extent to which the use of the innovation is integrated into daily practice of the health
care professional

2 7*

Determinants related to characteristics
of the organization

19. Formal reinforcement by
management

Formal reinforcement of the innovation by management, e.g. by integrating the
innovation into organizational policies

2 6

20. Staff turnover Replacement of health care professionals who use the innovation and leave the
organization

– –

21. Staff capacity Staff capacity in the organization or department – –
22. Financial resources Financial resources made available for implementing the innovation – –
23. Time Time available for health care professionals to integrate the innovation in daily practice – 2
24. Availability of resources and

services
Resources and services made available for health professionals to use the innovation,

e.g. equipment, material or offices
10* 6*

25. Coordinator One or more persons charged with coordinating the implementation of the innovation
within the organization

9* 3

26. Organization impetuosity Extent to which other (organizational) changes took place during the implementation
of the innovation, e.g. the implementation of multiple innovations simultaneously

– 3

27. Information about innovation Availability of information about the use of the innovation – –
28. Feedback Extent to which the organization provides feedback about the implementation to the

health care professional
– –

Determinants related to characteristics
of the socio-political context

29. Rules and legislation Extent to which the innovation fits into existing rules and legislation – –
Inter-agency cooperation Perceptions about the cooperation with professionals from other organizations 10* 9*

Italicized determinants are additional to the 29 determinants presented by Fleuren et al. [25].
*Factors identified in all three focus group sessions or by seven participants or more.
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and decision making useful. One participant was quite negative
about the CAP guidelines and had not adopted them. She
perceived the guidelines as too rigid to apply in a wide variety
of situations.

Determinants related to characteristics
of the user

All participants were aware of the existence of the CAP guidelines
and familiar with most of the main recommendations. However,
familiarity with its more specific recommendations was poor. Four
participants admitted to not having read the entire guidelines or to
having only read the guidelines in preparation for the focus group
interview. Overall, participants had positive attitudes towards the
CAP guidelines, describing it as ‘very nice’, ‘important’, ‘sen-
sible’, ‘useful’ and ‘an improvement’.

Self-efficacy was identified in all focus groups as both a facili-
tating and an impeding factor. Participants found it difficult to
recognize child abuse. They also experienced low self-efficacy
when their suspicion of child abuse was primarily based on vague
and ambiguous signals, in unusual situations about which the
CAP guidelines do not provide information, when they need to talk
to caregivers about their suspicions, when they need to plan
follow-up meetings with caregivers and when they do not receive
information from other child welfare organizations about sus-
pected child abuse. Experience in responding to child abuse was
mentioned as improving skills and self-efficacy, as this quote of a
child health care doctor illustrates: ‘[. . .] then you will be become
increasing skilful and tend to experience less fear of making poor
decisions’.

Poor willingness and/or ability of caregivers to cooperate was
also identified as a barrier in all focus group interviews. In par-
ticular, participants found it difficult to meet the recommended
time scales when caregivers did not attend appointments.

Social support was mentioned positively in all focus group
interviews, particularly regarding child abuse expert consultation.
A child abuse expert is a child health care doctor with additional
education in early detection of child abuse who colleagues can
consult. GGD Twente has had five permanent child abuse experts
in post since 2009. Child abuse expert consultation was evaluated
as both supportive and valuable. It was mentioned that child abuse
experts can strengthen CHPs’ confidence, can motivate CHPs to
respond more quickly and can remind CHPs about other recom-
mendations. However, child abuse experts were not consulted by
the participants in all cases. Seven participants did not always
think of it, consulted other colleagues instead, or just did not find
child abuse expert consultation necessary. The telephone service
for advice and consultation provided by the CPS was evaluated as
accessible, personal, pleasant, supportive and guiding.

Personal advantages of the guidelines were mentioned by six
participants in three focus group sessions and included expertise
on child abuse, support in dealing with suspicions of child abuse,
more motivated to respond quickly and legal coverage. Legal
coverage refers to being able to justify actions to the court if
necessary. A child health care doctor said: ‘You are in a stronger
position when you have discussed the case with professional col-
leagues, and this will also give you greater legal protection if your
decisions are challenged’.

Determinants related to characteristics of
the organization

The availability of resources and services was addressed in all
focus group interviews, as both a facilitating and an impeding
factor. In this study, this determinant refers to the availability and
accessibility of the child abuse expert, registration options in the
electronic child health care record and a safe working environ-
ment. Participants differed in their perceptions about the availabil-
ity and accessibility of child abuse experts. Eight participants had
positive reactions: child abuse experts have a flexible attitude, are
approachable and easily accessible. However, three doctors found
the availability and accessibility of the child abuse expert insuffi-
cient. Three participants mentioned the electronic child health care
record as a supportive instrument for documenting their activities
and important information. One doctor felt that the electronic child
health care record has some flaws and that the system could be
improved to better support professionals in responding to sus-
pected child abuse.

CHPs working with children up to the age of four sometimes
visit caregivers at home. Two nurses stated that they feel less safe
and find it more difficult to discuss suspicions of child abuse in a
home setting, compared with a child health care clinic. In a home
setting, no colleagues are available for back up if a situation
escalates. Also, CHPs have less control over the situation during a
home visit, as a child health care nurse illustrates: ‘This mother has
an aggressive boyfriend [. . .]. When I am at the mothers’ house, I
hope that her boyfriend will not show up. When I mention the
word CPS, they will burst with anger’.

Determinants related to characteristics of the
socio-political context

Inter-agency cooperation was mentioned in all focus group inter-
views, particularly with the CPS. Ten participants had good experi-
ences: communication went smoothly, the action plan was clear
and CHPs were informed about the CPS’ actions, such as research
outcomes and referrals. However, nine participants had negative
experiences: receiving no feedback or follow-up information from
the CPS and feeling frustrated or not taken seriously when their
report was rejected by the CPS. Difficulties in cooperating with
other child welfare agencies concerned not involving preventive
child health care (by mental health care, police and schools), too
much focus on the caregivers’ problems (by mental health care),
receiving unlawfully obtained information (by schools), poor or
slow action in response to suspected child abuse (by schools, child
daycare), poor willingness to share information because of profes-
sional preciousness (by general practitioners), improperly delegat-
ing actions to CHPs (by schools), and no feedback (by the Child
Protection Board).

Characteristics of innovation strategies

Most participants knew which person in the organization was
responsible for the coordination of the implementation of the CAP
guidelines. Most participants learned about the CAP guidelines
during a presentation given by the implementation coordinator for
the CAP guidelines or by child abuse experts. Child abuse experts
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supported the coordinator in informing CHPs about the CAP
guidelines and their role as child abuse experts.

Discussion
The goal of this study was to examine which factors facilitate or
impede the adherence of Dutch CHPs to the CAP guidelines 2
years after their introduction in preventive child health care.

Facilitating and impeding factors relevant to
(non-)adherence to guidelines

Analysis of the three focus group discussions showed that a broad
variety of both facilitating and impeding factors affect adherence
to recommendations in the CAP guidelines. In total, 24 determi-
nants were found that facilitated and/or impeded adherence to the
CAP guidelines.

Seventeen factors were identified that facilitated adherence to
the CAP guideline. The results showed that most of the partici-
pants were pleased with the availability and quality of social
support provided by child abuse experts and CPS. Child abuse
expert consultation may be an important strategy in improving
desired practice, as this may help CHPs to discuss their observa-
tions before they consider further action. Jones et al. [39] found
that consultation may positively influence reporting behaviour.

Twenty-two factors that may hinder CHPs’ adherence to the
CAP guidelines were identified. The most frequently identified
factors include poor familiarity with the contents of the guidelines,
low self-efficacy, poor cooperation with parents and poor inter-
agency cooperation. Although all participants were aware of the
existence of the CAP guidelines, some of the participants were
only partly familiar with their contents. Familiarity is a crucial
factor and the first step towards desired behavioural change.
According to Cabana et al. [40], guidelines first affect knowledge,
then attitudes and finally behaviour. Rogers [41] and Fleuren et al.
[20] also stated that an innovation needs to be disseminated before
professionals can adopt it. Low confidence in the individuals’
ability to carry out the guidelines’ recommendations was also
mentioned frequently. Self-efficacy is present in different psycho-
logical models that aim to predict behaviour, including the social
cognitive theory by Bandura [42]. According to this theory, people
avoid tasks when their self-efficacy is low and are more likely to
perform tasks when their self-efficacy is high. A high self-efficacy
is required to enable successful use of the guidelines. Neverthe-
less, despite training efforts, for most of the CHPs participating in
the focus groups early detection of child abuse and communicating
suspicions of child abuse to caregivers remained a challenge. Also,
poor willingness or ability of caregivers to cooperate made it more
difficult for professionals to respond within the recommended time
scales. This factor was also identified by Saillour-Glenisson and
Michel [43].

Responding to suspected child abuse can be a complex decision
process and often requires the involvement of multiple organiza-
tions. Inter-agency cooperation was a dominant topic in all focus
group interviews, especially in relation to CPS. In agreement with
previous research [10,33–35,44–46], this study also demonstrates
that poor cooperation with CPS can make professionals more
hesitant to report their suspicions to CPS. Furthermore, the results
suggest that cooperation with other child welfare organizations,

including general practitioners and teachers, can facilitate or
impede professionals’ adherence to guidelines.

Strengths and limitations

This study made a contribution to the scant empirical research
available on adherence to CAP guidelines from the perspective
of the CHP. Given that no systematic research has been published
on adherence to CAP guidelines, we needed a qualitative research
method to explore hidden reasons for (non)adherence. Focus
groups fit the purpose of our study best, as this method provides
the best opportunity for developing an in-depth understanding of
people’s viewpoints [47].

The results must be carefully interpreted in light of several
limitations. First, one limitation of this study lies in the sampling
bias, as the participants were self-selected. They may not be rep-
resentative of the overall target population. Unfortunately, overall
willingness to participate in the study was low. As a result, 14
instead of the desired 21 CHPs participated in the study. An advan-
tage of a rather small group is that it gives each participant more
time to raise facts and arguments [48]. Second, the retrospective
self-report method is known for its validity problems. Participants
may have been mistaken or may have misremembered relevant
information. Nevertheless, the focus group approach has a high
level of face validity. What participants say can be confirmed,
reinforced or contradicted within the group discussion [49].
Third, the presence of other people can inhibit an individual and
influence the way an answer is given, thus pushing participants to
express more socially desirable and stereotypical answers [48,50].
However, as questions were not sensitive or very personal, we
believe that the results were not strongly biased by this limitation.
We aimed to limit threats to validity and reliability by developing
a standard interview schedule with specified interview questions,
to ensure replicability. A time schedule was integrated into the
interview schedule to ensure that all interview questions got
enough attention. Finally, the findings may not be completely
applicable to CHPs working in other Dutch child health care
organizations. In particular, perceptions about characteristics of
the organization and the socio-political context may differ from
CHPs from different organizations. However, perceptions about
the guidelines and characteristics of the user will probably be
applicable to CHPs in other child health care organizations as well.

Future research

The factors found in this study provide a basis for further research.
Future research on adherence to the CAP guidelines should
include CHPs from various preventive child health care organiza-
tions in the Netherlands, to validate and elaborate on the results
from this study. To prevent misjudgement about the importance
of particular determinants, both users and non-users should be
included.

The framework by Fleuren et al. [20] proved to be useful
in studying adherence to the CAP guidelines. It could also be
valuable in studying adherence to similar guidelines in other coun-
tries. The degree of inter-agency cooperation may be a particularly
important extra factor to take into account when implement-
ing guidelines on CAP, as this determinant was mentioned fre-
quently in both the focus group interviews and in the literature
[10,30,34,44].
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We found a broad variety of factors that impede or facilitate
adherence to guidelines. To determine which factors should
receive most attention in the development of innovation strategies,
it is important to know which factors are crucial. Furthermore,
some determinants, including familiarity, may influence adherence
only indirectly as Cabana et al. [40] stated, or be particularly
relevant to a specific stage in the innovation process [14,20].
Future research should therefore examine which factors signifi-
cantly predict adherence to CAP guidelines using quantitative
research methods.

Practical implications

Insight into relevant determinants may help preventive child health
care organizations in developing appropriate and effective innova-
tion strategies that are tailored to these determinants [20]. Imple-
mentation should focus on improving familiarity with the contents
of the guidelines, enhancing self-efficacy, promoting consultation
of child abuse experts, supporting professionals in dealing with
uncooperative parents and improving inter-agency cooperation.
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