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ABSTRACT 

Background: Prevention of obesity is a public health priority both globally and in 

Ireland. While the causes of obesity are complex and multifaceted, poor diet is a leading risk 

factor. Labelling menus with nutrition information has gathered growing public and 

legislative support in response to the increased consumption of foods prepared outside the 

home and the associated risks of poor dietary quality and increased body weight. Evidence 

shows that menu labelling has positive effects on consumer food choices and 

industry/catering practices; however, challenges to implementation have arisen. To date, no 

previous review has synthesised the evidence on the determinants of menu labelling 

implementation. Moreover, few studies report the extent to which menu labelling is 

implemented as designed. 

 

Aims: The overall aim of this thesis is to contribute to the evidence base on 

implementation of menu labelling interventions in the out-of-home food environment, with 

the goal of shaping policy to reduce overweight and obesity. In line with this aim, the 

research sought to (i) synthesise the evidence on the barriers and facilitators to 

implementing menu labelling interventions from a food service industry perspective, and (ii) 

assess the levels of implementation fidelity to a calorie posting policy in Irish public 

hospitals; and to identify the perceived factors influencing implementation, and in 

particular, factors specific to fidelity. 

 

Methods: The systematic review of peer-reviewed and grey literature followed the 

ǎǘŜǇǎ ƻŦ ǘƘŜ ΨōŜǎǘ ŦƛǘΩ ŦǊŀƳŜǿƻǊƪ ǎȅƴǘƘŜǎƛǎ ŀǇǇǊƻŀŎƘ ŀƴŘ ƛƴŎƻǊǇƻǊŀǘŜŘ ŀ ŎƻƳōƛƴŀǘƛƻƴ ƻŦ 

deductive and inductive analysis techniques. There were no restrictions on menu labelling 

scheme or format, study methods, publication year or language. The mixed methods study 

used ŀ ǎŜǉǳŜƴǘƛŀƭ ŘŜǎƛƎƴ όǉǳŀƴǘ Ҧ v¦![ύΣ ǿƛǘƘ ŀ ƴŜǎǘŜŘ ŎŀǎŜ ǎǘǳŘȅ ŎƻƴǎƛǎǘƛƴƎ ƻŦ ŦƻǳǊ ŀŎǳǘŜ 

public hospitals for the qualitative component. A triangulation protocol was used to 

integrate fidelity findings from multiple sources. Data on influencing factors and fidelity 

were then combined using joint displays for within and cross-case analysis. To help 



xi 
  

systematically evaluate the determinants of implementation, both studies were guided by 

the Consolidated Framework for Implementation Research. 

 

Results: The review, which found 17 eligible studies, identified multiple 

interdependent factors influencing implementation of menu labelling interventions, many of 

which acted simultaneously as barriers and facilitators. Factors influencing implementation 

were predominantly related to key characteristics of the menu labelling intervention as well 

as factors operating within the internal setting of food businesses and external context of 

food businesses. Based on the review findings, an adapted CFIR framework consisting of a 

priori and new constructs was constructed to illustrate how factors interact to influence 

implementation effectiveness of menu labelling interventions from a food service industry 

perspective. Findings from the quantitative phase of the mixed methods study revealed 

seven hospitals were categorised as low implementers and 28 hospitals were high 

implementers of the calorie posting policy. Across the four hospitals selected as cases for 

the qualitative phase, integrated analysis of fidelity from both phases indicated a pattern of 

partial adherence to the calorie posting policy. Across the four hospitals, factors influencing 

implementation and fidelity were multiple, and operated independently and in 

combination. Factors were related to the internal hospital environment, external hospital 

environment, features of the calorie posting policy, and the implementation process. 

 

Conclusion: This research includes the first systematic review to focus on the 

determinants of menu labelling implementation. The mixed method study is also one of few 

studies, with none in the healthcare setting, to examine fidelity to a calorie menu labelling 

policy. The overall research findings point to the need for menu labelling legislation with 

adequate monitoring and enforcement as well as increased consumer demand. Future 

research should assess other dimensions of fidelity, document and track adaptations to 

menu labelling interventions, and develop and test implementation strategies to address 

the determinants identified in the current research.  
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Keywords: Menu Labelling, Implementation Science, Determinants, Implementation 

Fidelity, Consolidated Framework for Implementation Research, Systematic Review, Mixed 

Methods 
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CHAPTER 1: THESIS OVERVIEW 

1.1. INTRODUCTION 

The global obesity epidemic among adults and children is one of the most pressing 

public health challenges today (Swinburn et al., 2019; World Health Organization [WHO], 

2022). Ireland has the second highest rate of obesity in Europe, with 26% of Irish adults 

obese in 2019 (Eurostat, 2019). Figures show the prevalence of obesity in Irish children is 

stabilising (20% in 2020), but still remains high by international standards (Bel-Serrat et al., 

2017; Mitchell et al., 2020). While the causes of obesity are complex and multifaceted, poor 

diet is a leading risk factor (Government Office for Science, 2007; Swinburn et al., 2019). The 

interplay of these various factors create an obesogenic environment, which has been 

defined ŀǎ άǘƘŜ ǘƻǘŀƭ ǎǳƳ ƻŦ ƛƴŦƭǳŜƴŎŜǎ ƛƴ ǘƘŜ ŜƴǾƛǊƻƴƳŜƴǘ ƻƴ ǇǊƻƳƻǘƛƴƎ ƻōŜǎƛǘȅ ƛƴ 

ƛƴŘƛǾƛŘǳŀƭǎ ŀƴŘ ǇƻǇǳƭŀǘƛƻƴǎέ (Swinburn, Egger, & Raza, 1999, p. 564).  

It is recognised that the food environment influences dietary behaviours, and is 

therefore, one of the major settings for health promotion (Hawkes, 2013; Mikkelsen, 2011). 

The food environmenǘ ƛǎ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜ άŎƻƭƭŜŎǘƛǾŜ ǇƘȅǎƛŎŀƭΣ ŜŎƻƴƻƳƛŎΣ ǇƻƭƛŎȅ ŀƴŘ 

ǎƻŎƛƻŎǳƭǘǳǊŀƭ ǎǳǊǊƻǳƴŘƛƴƎǎΣ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŀƴŘ ŎƻƴŘƛǘƛƻƴǎ ǘƘŀǘ ƛƴŦƭǳŜƴŎŜ ǇŜƻǇƭŜΩǎ ŦƻƻŘ ŀƴŘ 

beverage choices and ƴǳǘǊƛǘƛƻƴŀƭ ǎǘŀǘǳǎέ (Swinburn, Sacks, et al., 2013, p. 2). Evidence 

suggests that policies that are targeted at creating healthy food environments are likely to 

have a more equitable impact than interventions focused on individual behaviour change 

(Ananthapavan et al., 2020; Peeters & Backholer, 2015; Swinburn et al., 2019). Such policies 

align with the goals of health promotion, ǿƘƛŎƘ ŀǊŜ ǘƻ ǇǊƻƳƻǘŜ Ŝǉǳƛǘȅ ŀƴŘ ƛƴŎǊŜŀǎŜ ǇŜƻǇƭŜΩǎ 

control over their health (WHO, 1986). 

Over the past several decades, dietary patterns have shifted from eating home-

cooked meals to eating foods prepared outside the home (e.g., fast food outlets, 

restaurants, worksite canteens) (Lachat et al., 2012; Popkin & Gordon-Larsen, 2004). 

Frequent consumption of foods prepared outside the home is associated with poor dietary 

quality and increased body weight (Bes-Rastrollo, Basterra-Gortari, Sanchez-Villegas, et al., 

2010; Gesteiro, García-Carro, Aparicio-Ugarriza, & González-Gross, 2022; Lachat et al., 2012; 

Nago, Lachat, Dossa, & Kolsteren, 2014). One commonly proposed strategy to improve the 



2 
  

nutritional quality of foods served by the food service industry and selected by consumers in 

the out-of-home food environment is menu labelling (Theis & Adams, 2019). Menu labelling 

includes the provision of nutrition information on menus at the point-of-sale. While 

evidence suggests menu labelling may only have a modest effect on consumer and industry 

behaviour (Crockett et al., 2018; Shangguan et al., 2019), this may result in a meaningful 

impact for frequent users of out-of-home prepared foods (Liu, Mozaffarian, et al., 2020; 

Robinson et al., 2021), and over an extended period of time and in conjunction with other 

obesity policies (Block, 2018a; Rummo et al., 2021).   

To date, a growing number of countries and regions around the world have adopted 

menu labelling policies on a voluntary or mandatory basis. Despite growing evidence of 

implementation issues (e.g. delays in legislation implementation, poor uptake by food 

service businesses, lack of adherence to best practice and inaccurate calorie menu labels), 

no previous review has synthesised the evidence on the determinants of menu labelling 

implementation. Furthermore, evidence on the degree of menu labelling implementation 

(i.e. fidelity) is limited. These implementation challenges are not unique to menu labelling, 

with research showing implementation of evidence-based obesity prevention policies being 

slow and inconsistent (Vandevijvere et al., 2019). International obesity experts now call for a 

greater application of implementation science to understand the contexts and drivers of 

successful policy implementation (Swinburn et al., 2019). It is recognised that the potential 

public health benefits of evidence-based obesity prevention policies, including menu 

labelling, may not be realised without adequate implementation (Swinburn et al., 2019). The 

core focus of this thesis is on implementation of menu labelling interventions, including 

determinants and fidelity of implementation.  

 

1.2. RESEARCH AIM AND OBJECTIVES  

The overall aim of this thesis is to contribute to the evidence base on 

implementation of menu labelling interventions in the out-of-home food environment, with 

the goal of shaping policy to reduce overweight and obesity. In line with the aim of the 

research, the following objectives were set: 
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¶ To synthesise the evidence on the barriers and facilitators to implementing menu 

labelling interventions from a food service industry perspective (Study 1). 

¶ To assess the levels of implementation fidelity to a calorie posting policy in Irish 

public hospitals; and to identify the perceived factors influencing 

implementation, and in particular, factors specific to fidelity (Study 2). 

 

1.3. RESEARCH TIMELINE 

The research timeline for Study 1 was as follows: data collection January to April 

2018 and data analysis May 2018 to February 2019. The research timeline for Study 2 was as 

follows: data collection February to September 2019 and data analysis October 2020 to 

January 2021. 

 

1.4. STRUCTURE OF THE THESIS  

This thesis is organised into seven chapters. Following this introductory chapter, the 

thesis consists of the following chapters: 

¶ Chapter 2 will provide a wider context to the research questions explored in this 

thesis and conclude with a rationale for the current research.  

¶ Chapter 3 will present the methods and approach taken in conducting a mixed 

methods systematic review of the barriers and facilitators to implementation of 

menu labelling interventions. Details of any deviations in methods from the 

published review protocol will be provided.  

¶ Chapter 4 will present findings from the mixed methods systematic review of the 

barriers and facilitators to implementation of menu labelling interventions from 

a food service industry perspective. The review findings will be followed by a 

discussion and conclusion. The implications of this research for the thesis will 

also be discussed. 
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¶ Chapter 5 will present the methods and approach taken in conducting a study 

which explores the factors influencing fidelity to a calorie posting policy in Irish 

public hospitals. Details of any deviations in methods from the published study 

protocol will be provided. 

¶ Chapter 6 will present findings from the mixed methods study which explores 

the factors influencing fidelity to a calorie posting policy in Irish public hospitals. 

The study findings will be followed by a discussion and conclusion.  

¶ Chapter 7 will provide the overall discussion, which includes: key research 

findings, significance and implications of these findings, broader strengths and 

limitations of the research and finally, a conclusion. 
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CHAPTER 2: LITERATURE REVIEW 

2.1. PURPOSE OF THIS REVIEW 

This chapter provides a wider context to the research questions explored in this 

thesis and how they align with health promotion. To begin, this chapter will provide an 

overview of overweight and obesity which includes the prevalence, health and economic 

consequences of obesity, contributing factors, obesity prevention and the associated 

implementation challenges. This is followed by an overview of eating out-of-home, which 

includes the definition, trends, influencing factors, dietary quality, consumer 

underestimation and the associated health outcomes. Subsequently this chapter examines 

the literature around menu labelling, which includes a description and rationale, public and 

legislative support, impact on consumer and industry behaviour, economic impact and 

finally, challenges to menu labelling adoption and implementation. Following this, an 

overview of key areas in implementation science that are relevant to the current research 

are provided. This includes the rationale, definition and scope of implementation science, 

determinant frameworks and fidelity to implementation. Finally, the chapter concludes with 

a summary of the literature review and the rationale for the current research. 

 

2.2. OVERWEIGHT AND OBESITY 

2.2.1. Overweight and obesity: a global health and economic issue 

The prevalence of overweight and obesity has risen globally over the last four 

decades and is now one of the largest contributors to poor health in most countries (NCD 

Risk Factor Collaboration [NCD-RisC], 2016, 2017). The United States of America (USA) 

currently ranks first in obesity prevalence levels (36.5% in 2011ς2014) (OECD, 2014), with 

Europe in second place globally (15.9% across European Union (EU) member states in 2014) 

(Eurostat, 2016). In a recent projection of future obesity trends across Europe and the USA, 

the prevalence of obesity will continue to rise and reach peak levels between 2026 and 

2054, with the USA, United Kingdom (UK) and Ireland expected to reach maximum levels 

first (Janssen, Bardoutsos, & Vidra, 2020).  
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In 2015, excess body weight contributed to approximately 4 million deaths 

worldwide and to 120 million disability-adjusted life-years (GBD 2015 Obesity Collaborators, 

2017). The increase in prevalence of overweight and obesity is also contributing to the rapid 

rise in non-communicable diseases (NCDs), including cardiovascular disease, diabetes and 

cancer (NCD-RisC, 2016). Obesity-related NCDs account for over 5 million deaths globally 

each year (GBD 2019 Risk Factors Collaborators, 2020). The economic impact of excess 

weight is aƭǎƻ ŜǾƛŘŜƴǘΣ ǿƛǘƘ ŜǎǘƛƳŀǘŜŘ Ŏƻǎǘǎ ƻŦ ƻōŜǎƛǘȅ ǊŜǇǊŜǎŜƴǘƛƴƎ нΦу҈ ƻŦ ǘƘŜ ǿƻǊƭŘΩǎ 

gross domestic product (Dobbs et al., 2014). Obesity generates substantial costs for the 

health service, employers, and society as a whole (Tremmel, Gerdtham, Nilsson, & Saha, 

2017). 

 

2.2.2. Overweight and obesity in the Irish population 

Ireland has the second highest rate of obesity in Europe, with 26% of Irish adults 

obese in 2019, exceeding the EU average of 16% (Eurostat, 2019). The WHO has forecasted 

that the prevalence of obesity will increase to 47% of Irish adults by 2030 (WHO, 2013). In 

children, the prevalence of overweight and obesity has stabilised since 2018, with 20% 

overweight or obese in Ireland (Mitchell et al., 2020). Ireland has now one of the 

lowest rates of childhood obesity in Europe (OECD/EU, 2018). 

In an effort to reverse obesity trends in Ireland, the first national obesity policy 

ŜƴǘƛǘƭŜŘ ΨA Healthy Weight for IrelandΩ was released in 2016 (Department of Health [DoH], 

2016) . This policy outlined a 10-ȅŜŀǊ Ǉƭŀƴ ŎƻƴǎƛǎǘƛƴƎ ƻŦ ΨǘƻǇ-ŘƻǿƴΩ ŀƴŘ Ψbottom-ǳǇΩ 

approaches across 10 action areas (see Figure 1). A recently published progress report 

indicates a number of key actions that have been delivered, including the introduction of 

a sugar-sweetened drinks tax, appointment of a national clinical obesity lead in the Irish 

health service and the development of nutrition standards for schools (DoH, 2019). Despite 

this progress, a number of policy recommendations have yet to be implemented, including 

calorie posting legislation, development of food industry reformulation targets and 

development of a multi-annual obesity research plan (DoH, 2019). 
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Figure 1. Summary of action areas in ΨA Healthy Weight for Ireland, Obesity Policy and 

Action Plan 2016-2025Ω (DoH, 2016) 
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2.2.3. Contributing factors to overweight and obesity 

The Foresight Obesity Map was the first conceptual model to describe the complex 

dynamic influences driving the obesity epidemic (Government Office for Science, 2007). This 

model broadly groups determinants of obesity into physiological factors, eating habits, 

activity levels and psychosocial influences. It highlights that obesity is determined by a 

complex multifaceted set of determinants, where no single influence dominates. A more 

ǊŜŎŜƴǘ ƳƻŘŜƭ ŎŀƭƭŜŘ Ψ¢ƘŜ Dƭƻōŀƭ {ȅƴŘŜƳƛŎΩ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ŀƴŘ ŀŘŘǊŜǎǎ the 

intertwined drivers of three pandemics ς obesity, undernutrition and climate change 

(Swinburn et al., 2019). The model is focused on the systemic drivers of these closely aligned 

challenges that require common action. Major drivers include policies, economic 

(dis)incentives and social norms. 

While the causes of obesity are complex and multifaceted, poor diet is a leading risk 

factor (Government Office for Science, 2007; Swinburn et al., 2019). In recent years, there 

has been an increase in the availability of unhealthy food commodities in our existing 

environments including soft drinks and processed foods that are high in salt, sugar and fat 

(Chan, 2011; Moodie et al., 2013). Dietary patterns have shifted from a traditional diet (low 

in salt, saturated fat and glycaemic indexes) to a more heavily processed Western diet (high 

in saturated fat, sugar and salt and low in fruit and vegetables) which is linked with an 

increased prevalence of obesity and the associated NCDs (Azzam, 2021; Popkin, 1998; 

Popkin, Adair, & Ng, 2012; Swinburn et al., 2011). 

Recent attention has been placed on the commercial determinants of health and 

their influence on NCDs, including obesity (Buse & Ralston, 2022; Buse, Tanaka, & Hawkes, 

2017; /ƘŀǾŜȊπ¦Ǝŀƭde et al., 2021; Mialon, 2020; Swinburn et al., 2019). Commercial 

determinants of health refer to the role of the private sector (such as tobacco, alcohol, and 

food and beverage companies) in driving NCDs through their market and non-market 

activities (Maani et al., 2020). They shape the food environment by determining the 

availability, promotion and pricing of (un)healthy food items (/ƘŀǾŜȊπ¦ƎŀƭŘŜ Ŝǘ ŀƭΦΣ нлнм). 

The Vienna Declaration of Public Health, which builds upon the Ottawa Charter, notes that: 

άƛǘ ƛǎ ŜǎǎŜƴǘƛŀƭ ǘƻ ǊŜŎƻƎƴƛȊŜ ǘƘŜ ƎǊƻǿƛƴƎ ǊƻƭŜ ƻŦ ŘƛǾŜǊǎŜ ƴƻƴ-state actors, and especially the 

importance of distinguishing those that pursue public interest objectives from those that 

ǇǳǊǎǳŜ ŎƻƳƳŜǊŎƛŀƭ ƛƴǘŜǊŜǎǘǎέ (European Public Health Association, 1993). Maani and 
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colleagues (2020) highlight the need for health determinant models to recognise the 

important role of the private sector in shaping individual and population health. 

  

2.2.4. Multi -pronged approach to obesity prevention and the role of health promotion 

It is widely recognised that no single intervention can address the obesity epidemic 

but rather a multi-pronged approach consisting of a portfolio of systemic, sustained 

interventions is required (Mozaffarian, Angell, Lang, & Rivera, 2018; Rutter, Cavill, Bauman, 

& Bull, 2019; Rutter et al., 2017; Swinburn et al., 2019). A multi-pronged approach to 

obesity prevention aligns with the health promotion priority action areas identified in the 

Ottawa Charter, which include: build healthy public policy, create supportive environments 

for health, strengthen community action for health, develop personal skills, and re-orient 

health services (WHO, 1986). More recently, international obesity experts highlight that 

άǎǳŎŎŜǎǎ ǿƛƭƭ ǊŜǉǳƛǊŜ ŀ ƴŀǊǊŀǘƛǾŜ ǎƘƛŦǘ ŀǿŀȅ ŦǊƻm individual responsibility to stronger state 

ƻǾŜǊǎƛƎƘǘ ƻŦ ǘƘŜ ŜƴǾƛǊƻƴƳŜƴǘǎ ǿƘƛŎƘ ƭŜŀŘ ǘƻ ƻōŜǎƛǘȅέ (Buse & Ralston, 2022, p. 2). This 

includes policies and regulations which are critical influences on the healthiness of food 

environments (WHO, 2022). 

A number of cost-effective interventions and policy options for the prevention of 

obesity have been recommended as part of the ²Ih ƭƛǎǘ ƻŦ άōŜǎǘ ōǳȅǎέ (WHO, 2017). It 

aims to encourage policy-makers around the world to consider population-based regulatory 

and fiscal measures, such as food labelling, taxes on sugar-sweetened beverages, and 

restrictions on food and beverage marketing to children. While it is recognised that 

population-level interventions may only have a small effect on individuals, they can drive 

large changes when aggregated at a population level (Marteau et al., 2019; Rutter et al., 

2017). In adopting a comprehensive policy approach, the aim is to target individuals at high 

risk and the population as a whole (Marteau et al., 2019). Furthermore, a comprehensive 

policy approach has the potential to produce the greatest equitable impact on obesity levels 

(Løvhaug et al., 2022; Marteau et al., 2019; Sacks, Swinburn, & Lawrence, 2009; Swinburn et 

al., 2019). This approach aligns with the Ottawa Charter for Health Promotion, which states 

health promotion should focus on achieving equity in health (WHO, 1986). 
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Policies targeting the food environment have been used to tackle obesogenic 

environments and many such policies, including food and menu labelling, have been found 

to be equitable, acceptable and cheap to implement (Ananthapavan et al., 2018; Lobstein, 

Neveux, & Landon, 2020). A recent review of systematic reviews found policies targeting the 

food environment to be effective in improving population diets (Hansen, Golubovic, Eriksen, 

Jørgensen, & Toft, 2021). Another way to conceptualise policy options is to consider them in 

terms of settings, such as healthy restaurants, workplaces and others, in line with 

salutogenic health promotion principles (WHO, 2022). A settings approach to health 

ǇǊƻƳƻǘƛƻƴ ǊŜŎƻƎƴƛǎŜǎ ǘƘŀǘ άƘŜŀƭǘƘ ƛǎ ŎǊŜŀǘŜŘ ŀƴŘ ƭƛǾŜŘ ōȅ ǇŜƻǇƭŜ ǿƛǘƘƛƴ the settings of their 

ŜǾŜǊȅŘŀȅ ƭƛŦŜΤ ǿƘŜǊŜ ǘƘŜȅ ƭŜŀǊƴΣ ǿƻǊƪΣ Ǉƭŀȅ ŀƴŘ ƭƻǾŜέ (WHO, 1986, p. 405). This approach 

facilitates health promotion interventions to focus more on the broader determinants of 

health rather than simply addressing individual and/or population behavioural risk factors 

(Whitelaw et al., 2001). The food environment is recognised as one of the major settings for 

health promotion (Hawkes, 2013; Mikkelsen, 2011). 

 

2.2.5. Health services as a setting for obesity prevention and health promotion 

As employees now spend longer periods of time in the work environment (Artazcoz 

et al., 2016; Cygan-Rehm & Wunder, 2018; Johnson & Lipscomb, 2006) and frequently 

consume meals acquired in the worksite canteen (Blanck et al., 2009; Roos, Sarlio-

Lähteenkorva, & Lallukka, 2004), the workplace has been identified by the WHO as a priority 

setting for health promotion (WHO, 2004). In the workplace setting, obesity is linked with 

increased sick leave, absenteeism, injuries and discrimination (Fitzgerald, Kirby, Murphy, & 

Geaney, 2016; Flint & Snook, 2015; Koepp, Snedden, & Levine, 2015; Shrestha, Pedisic, Neil-

Sztramko, Kukkonen-Harjula, & Hermans, 2016).  

The health care industry is one of the largest employers in many countries and relies 

upon a healthy and engaged workforce to deliver its services (Quirk, Crank, Carter, Leahy, & 

Copeland, 2018). Research ǎǳƎƎŜǎǘǎ ǘƘŀǘ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ lifestyle behaviours 

influence the frequency and willingness with which they engage in health promotion 

practice (Blake & Harrison, 2013; Dalton, 2014; Fie, Norman, & While, 2013; Lobelo & de 

Quevedo, 2016) and thus, may have important implications for patient care (While, 2015). 
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As the largest employer in many countries, the health care setting provides an opportunity 

for workplace health promotion to reach a larger portion of the population (Al-Khudairy, 

Uthman, Walmsley, Johnson, & Oyebode, 2019). Despite the importance of workplace 

health promotion, research shows challenges to implementation in the health service 

setting such as lack of policy guidance and inertia in dealing with obesity (Dalton, 2014; 

Quirk et al., 2018).  

A Cochrane review assessed the effects of strategies for improving the 

ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǿƻǊƪǇƭŀŎŜπōŀǎŜŘ ǇƻƭƛŎƛŜǎ ƻǊ ǇǊŀŎǘƛŎŜǎ ǘŀǊƎŜǘƛƴƎ ŘƛŜǘΣ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅΣ 

obesity, tobacco use and alcohol use (Wolfenden et al., 2018). The review findings showed 

ƴƻ ŘƛŦŦŜǊŜƴŎŜ ƛƴ ǘƘŜ ƭŜǾŜƭ ƻŦ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ƘŜŀƭǘƘπǇǊƻƳƻǘƛƴƎ ǇƻƭƛŎƛŜǎ ƻǊ ǇǊŀŎǘƛŎŜǎ 

between workplaces that received implementation strategy support versus those that did 

not receive support. However, the authors noted that the available evidence was sparse and 

inconsistent. In the health care setting, Cochrane reviews on the effectiveness of 

implementation strategies suggest that a range of strategies may improve health service 

ŀƴŘ ǎǘŀŦŦ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ŜǾƛŘŜƴŎŜπōŀǎŜŘ ǇƻƭƛŎƛŜǎ ŀƴŘ ǇǊŀŎǘƛŎŜǎΣ ƛƴŎƭuding audit and 

feedback (Ivers et al., 2012), training (Forsetlund et al., 2009; Forsetlund et al., 2021), and 

academic detailing (O'Brien et al., 2007).  

In Ireland, the Health Service Executive (HSE) is responsible for delivering public 

health services and is the largest employer in the state (HSE, 2022). In 2015, the HSE 

ǇǳōƭƛǎƘŜŘ ǘƘŜƛǊ ŦƛǊǎǘ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ Ǉƭŀƴ ŦƻǊ ΨIŜŀƭǘƘȅ LǊŜƭŀƴŘ ƛƴ ǘƘŜ IŜŀƭǘƘ {ŜǊǾƛŎŜǎΩ (HSE, 

2015b). One of the priority areas was to develop evidence-informed policies, guidelines and 

practices to create healthier food environments in the health services. One such policy 

included the HSE Calorie Posting Policy which was introduced in 2015 (HSE, 2015c). The 

purpose of which was to promote staff health and wellbeing, and to act as an exemplar in 

calorie posting across the public service (HSE, 2015c). The policy, which applies to all 

publicly funded health services, aims to promote awareness and increase consumption of 

healthier food and drink choices among HSE staff and the visiting public, by highlighting the 

calorie content of food and drinks provided in HSE facilities (HSE, 2015c). The policy does 

not apply to hospital in-patient menus. Progress report findings on the implementation of 

this policy are presented in section 2.4.5. 

 

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012439.pub2/references#CD012439-bbs2-0355
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012439.pub2/references#CD012439-bbs2-0344
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012439.pub2/references#CD012439-bbs2-0380
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2.2.6. Implementation challenges for obesity prevention 

While obesity rates have plateaued in some countries, with a slight decline in 

childhood obesity, no country has decreased the obesity epidemic across its population 

(Swinburn et al., 2019). Poor implementation of evidence-based policy recommendations, 

ƛƴŎƭǳŘƛƴƎ ǘƘŜ ²Ih ΨōŜǎǘ-ōǳȅΩ ǇƻƭƛŎƛŜǎΣ Ƙŀǎ ōŜŜƴ ŎƛǘŜŘ ŀǎ ŀ ŎƻƴǘǊƛōǳǘƛƴƎ ŦŀŎǘƻǊ (Clarke, Kwon, 

Swinburn, & Sacks, 2021; Ngqangashe, Goldman, Schram, & Friel, 2022; Roberto et al., 

2015; Swinburn et al., 2019). Research associated with the International Network for Food 

and Obesity/NCDs Research, Monitoring, and Action Support (INFORMAS) describes varying 

levels of policy adoption and implementation across countries (Vandevijvere et al., 2019). 

Furthermore, variation exists across different policy areas within countries, with some 

countries implementing one or two key policies rather than a comprehensive policy package 

to tackle obesity and NCDs (Vandevijvere et al., 2019). 

The Healthy Food Environment Policy Index (Food-EPI), an initiative of the 

INFORMAS Network, was recently ǳǎŜŘ ǘƻ ŀǎǎŜǎǎ ǘƘŜ LǊƛǎƘ DƻǾŜǊƴƳŜƴǘΩǎ level of policy 

implementation on food environments in comparison with international best practice 

(Swinburn, Vandevijvere, et al., 2013). The results showed Ireland had a high level of 

implementation of a sub-group of priority policies and infrastructure support such as 

monitoring overweight and obesity prevalence in the population and implementation of 

evidence-based, food-based dietary guidelines (Harrington, Leydon, Twohig, & 

Vandevijvere, 2020). However, of concern was the low level of implementation across a 

range of food environment policies such as marketing of unhealthy foods to children on 

social and non-broadcast media, fiscal policies to support healthy food choices and the 

provision of menu labelling (Harrington et al., 2020). 

According to Swinburn and colleagues (2019), the slow and patchy progress in terms 

of implementation of evidence-based obesity policy recommendations across countries may 

reflect the complexities that are intrinsic to the obesity problem itself as well as policy 

inertia challenges. tƻƭƛŎȅ ƛƴŜǊǘƛŀ ƛǎ ŀ ŎƻƭƭŜŎǘƛǾŜ ǘŜǊƳ ǳǎŜŘ ǘƻ ŘŜǎŎǊƛōŜ άǘƘŜ ŎƻƳōƛƴŜŘ ŜŦŦŜŎǘǎ 

of inadequate political leadership and governance to enact policiesΧ, strong opposition to 

those policies by powerful commercial interests, and a scarcity of demand for policy action 

ōȅ ǘƘŜ ǇǳōƭƛŎέ (Swinburn et al., 2019, p. 795). Wang and colleagues (2016) also propose that 
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implementation of WHO guidelines (which include obesity prevention guidelines) in 

countries around the world have been hindered by limited guidance on implementation.  

With implementation of effective obesity-prevention policies being slow and 

inconsistent, international obesity experts call for a greater application of implementation 

science to increase understanding of the contexts and drivers of successful policy 

implementation (Swinburn et al., 2019). However, despite growing recognition of the role of 

implementation science in chronic disease prevention (Peters, Tran, & Adam, 2013), there 

has been limited guidance available on how best to achieve this. In a recent commentary 

piece, Wolfenden and colleagues (2022) propose recommendations about how this could be 

achieved, including greater investment in implementation science for chronic disease 

prevention and creating infrastructure for collaborative implementation research in 

prevention. 

 

2.3. EATING OUT-OF-HOME 

2.3.1. Definition of eating out-of-home 

In the international literature, there is a lack of consensus on the definition for 

eating out-of-home (Gesteiro et al., 2022; Orfanos et al., 2009; Wellard-Cole, Davies, & 

Allman-Farinelli, 2021). In general, two definitions have been used: (i) all food items sourced 

from external eating locations, irrespective of place of consumption, and (ii) all food items 

consumed at external locations, regardless of whether they were prepared in or outside the 

home. Furthermore, there is inconsistency in the terminology and definition of different 

sources of eating out-of-home, such as cafes, restaurants and fast-food chains (Gesteiro et 

al., 2022; Wellard-Cole et al., 2021). However, in the majority of studies, eating out-of-home 

and its source have not been clearly defined  (Gesteiro et al., 2022; Orfanos et al., 2009; 

Wellard-Cole et al., 2021).  

In the absence of a common definition for eating out-of-home and its different 

sources (including fast food outlets, restaurants, cafes, and any online businesses that sell 

food for takeaway or home delivery), comparisons across studies is difficult. Classifying 

foods according to their place of preparation is more appropriate for studies interested in 
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nutrient composition, since the place of preparation is where the nutritional quality of food 

is determined (Nago et al., 2014).  

 

2.3.2. Eating out-of-home trends 

Over the past several decades, dietary patterns have shifted from eating home-

cooked meals to eating out more frequently (Lachat et al., 2012; Popkin & Gordon-Larsen, 

2004; Venn, Banwell, & Dixon, 2017). In US adults, energy intake from foods prepared 

outside the home increased from 17% in 1977-1978 to 34% in 2011-2012 (Saksena et al., 

2018). Over half of US household food expenditure is now spent on foods prepared outside 

the home, with fast food accounting for much of this spending (Saksena et al., 2018). Similar 

trends in terms of increased consumption of out-of-home foods have been noted in 

Australia (Cameron et al., 2022; Hogan, 2018; Venn et al., 2017), with household 

expenditure on these foods increasing from 27.5% in 2003-2004 to 34% in 2015-2016 

(Hogan, 2018). However, less is known about the type of establishment from which these 

foods are purchased (Cameron et al., 2022). In Canada, restaurant meals account for 30% of 

household food expenditure, an annual increase of 1-2% over the last 5 years (Charlebois et 

al., 2019; Heart and Stroke Foundation Canada, 2017). Similar trends have been observed in 

the UK, with greater use of online food delivery platforms (Adams et al., 2015; ŘΩ!ƴƎŜƭƻΣ 

Gloinson, Draper, & Guthrie, 2020). In Ireland, daily energy intake from foods prepared 

outside the home accounts for 24% in adults (Irish Universities Nutrition Alliance [IUNA], 

2011), with fast food consumption increasing over the past 15 years (De Vogli, Kouvonen, & 

Gimeno, 2014). Across other European countries there has been an increase in energy 

intake from foods prepared outside the home (Orfanos et al., 2009). A review by Lachat and 

colleagues (2012) showed public catering (school and worksite canteens) and fast food 

outlets were the most important source of eating out-of-home in Europe and the US, 

respectively. 

Recent restrictions imposed due to the Covid-19 pandemic has seen changes in 

eating behaviours. Studies have reported a shift towards less consumption of foods 

prepared outside the home to more home-cook meals across several high-income countries 

(Acton et al., 2022; Gerritsen et al., 2021; Murphy et al., 2020). However, the prevalence of 
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eating foods sourced from out-of-home has remained high in the UK and Ireland, with an 

increase in alternative methods of procuring these foods, such as drive-through, takeout 

and delivery (Cummins et al., 2020; Fáilte Ireland, 2020). In the US, fast food consumption 

was slightly lower during the pandemic; however, high levels remained among 

socioeconomically disadvantaged adults (Cohen et al., 2022). With the food service industry 

now reopened in many countries, future research will need to monitor trends in terms of 

consumer eating behaviours in the out-of-home food environment.  

 

2.3.3. Factors influencing eating out-of-home  

 Studies have shown higher frequency of consumption of foods prepared outside the 

home among men and younger age groups, with fast-food outlets the most common food 

source (Adams et al., 2015; Cameron et al., 2022; Gesteiro et al., 2022; Thornton, Bentley, & 

Kavanagh, 2009). Evidence on the associations between socio-economic status (SES) and 

frequency of eating foods prepared outside the home has been inconsistent, with some 

research showing variation by meal source (Adams et al., 2015; Mills, Adams, Wrieden, 

White, & Brown, 2018; Thornton et al., 2009). For example, research found lower SES was 

associated with increased takeaway consumption, while higher SES was associated with 

eating out more frequently (Adams et al., 2015). Furthermore, other research showed lower 

SES was associated with increased fast-food consumption, while higher SES was associated 

with increased consumption of restaurant meals (Thornton et al., 2009). 

Several factors have contributed to the trend towards increased consumption of 

food from out-of-ƘƻƳŜ ǎƻǳǊŎŜǎ ƻǾŜǊ ǘƘŜ Ǉŀǎǘ ƴǳƳōŜǊ ƻŦ ŘŜŎŀŘŜǎΦ aƻǎǘ ƴƻǘŀōƭȅΣ ǿƻƳŜƴΩǎ 

participation in the workforce has contributed to less time available for meal preparation 

and a demand for ready-to-eat food (French, Story, & Jeffery, 2001; Prochaska & Schrimper, 

1973). Similarly, increased working hours with adults spending more than half of their 

waking hours at work has increased the demand for convenience food (Mhurchu, Aston, & 

Jebb, 2010; Saksena et al., 2018). Falling household sizes and the increase number of single 

households have also led to a reduction in the economies of scale of meal preparation at 

home (Stewart & Yen, 2004). Other contributing factors include the growth in the number of 

food service operators (Hawkes, 2002) and their density and placement within a short 
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distance of the home, workplace and/or school (Cameron et al., 2022; Fleischhacker, 

Evenson, Rodriguez, & Ammerman, 2011; Maguire, Burgoine, & Monsivais, 2015). The rise 

in food industry marketing strategies (Wood, Williams, Nagarajan, & Sacks, 2021), digital 

technology and the expansion of online food delivery platforms have also been contributing 

factors (Cameron et al., 2022; ŘΩ!ƴƎŜƭƻ Ŝǘ ŀƭΦΣ нлнл). Attitudes have also changed over the 

past few decades, with eating outside the home no longer reserved for special/formal 

occasions (Paddock, Warde, & Whillans, 2017).  

More recent changes in eating behaviours towards less eating out during the COVID-

19 pandemic have been attributed to increased time-availability to cook at home and 

restricted access to out-of-home food establishments (Lamy et al., 2022). However, 

emerging evidence across Europe highlights the role of meal delivery apps in increasing 

access to food prepared outside the home since the start of the pandemic (European 

Institute of Innovation and Technology [EIT], 2020; WHO, 2021; WHO, 2022). In Ireland, 

recent research using a mixed methods approach suggests factors such as taste and 

relaxation are important motivations for adults when choosing to eating out or order in 

(Fáilte Ireland, 2020). These motivating factors have remained largely consistent pre and 

post the COVID-19 pandemic. The research also found a stronger emphasis on different 

experiences (i.e. a break from enforced routine) post the COVID-19 pandemic, with Irish 

adults planning to dine out more frequently after the pandemic (Fáilte Ireland, 2020). 

 

2.3.4. Dietary quality of food outside the home 

A systematic review found eating foods prepared outside the home was associated 

with a higher intake of energy and fat, and a lower intake of micronutrients, particularly 

vitamin C, calcium and iron (Lachat et al., 2012). More recently, a scoping review reported 

eating foods prepared outside the home was related to poorer dietary quality, characterised 

by higher intakes of energy, fat, sugar and sodium, and lower intakes of fibre, dairy, fruit, 

vegetables and micronutrients (Gesteiro et al., 2022). In a large cross-sectional study across 

the UK, adults who ate meals outside the home at least weekly consumed 75ς104 calories 

more per day than adults who rarely ate meals out (Goffe, Rushton, White, Adamson, & 

Adams, 2017). While there was no association between energy intake and frequency of 
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consumption of meals out in children, consuming takeaway meals at home at least weekly 

was associated with 55ς168 calories more per day than children who ate takeaway meals 

rarely (Goffe et al., 2017).  

In a recent cross-sectional analysis of the nutritional quality of menu items available 

on a market-leading online food delivery platform (UberEATS®) in Australia and New 

Zealand, the study found 85.9% of the most popular menu items were considered 

ŘƛǎŎǊŜǘƛƻƴŀǊȅ ŦƻƻŘǎ όΨǳƴƘŜŀƭǘƘȅΩύ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ !ǳǎǘǊŀƭƛŀƴ 5ƛŜǘŀǊȅ DǳƛŘŜƭƛƴŜǎ (Partridge et 

al., 2020). While the poor nutritional quality of fast food meals has been well documented 

(Cohen et al., 2022; Liu, Rehm, Micha, & Mozaffarian, 2020; Palos Lucio, Sansores Martínez, 

Olvera Miranda, Quezada Méndez, & Tolentino-Mayo, 2020), recent research across high 

and low income countries has reported higher energy and sodium levels in full-service 

restaurant meals compared to fast food meals (Roberts et al., 2018; Robinson, Jones, 

Whitelock, Mead, & Haynes, 2018; Wolfson, Moran, Jarlenski, & Bleich, 2018). Other 

research has indicated that eating at restaurants is comparable with eating at fast food 

outlets in terms of nutritional quality (Alter & Eny, 2005; An, 2016; Fryar & Ervin, 2013; 

Nguyen & Powell, 2014). The average energy content of main meals served in both fast food 

and full servƛŎŜ ǊŜǎǘŀǳǊŀƴǘǎ ŜȄŎŜŜŘ ǇǳōƭƛŎ ƘŜŀƭǘƘ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ όƛΦŜΦ слл ƪŎŀƭ ƻǊ ƭŜǎǎ ŦƻǊ 

main lunch/dinner meals) (Roberts et al., 2018; Robinson et al., 2018).  

In Ireland, research has shown food prepared outside the home contains 

considerably more dietary fat than food prepared within the home and it is also lower in 

fibre and micronutrients (O'Dwyer, McCarthy, Burke, & Gibney, 2005). The authors of this 

research note that the contribution of fat to energy intake is almost 45% in the takeaway 

sector, indicating that this is one possible sector that could be targeted for fat reduction 

(O'Dwyer et al., 2005). In addition, nutritional surveys completed on the takeaway sector 

have revealed that certain foods, i.e. potato, chicken, pizzas, burgers and Chinese food 

prepared outside the home, are high in calories, fat and salt (Safefood, 2009, 2011, 2012a, 

2012b, 2012c). These surveys also reported major differences in portion sizes served across 

takeaway outlets in Ireland (Safefood, 2009). 

 

 



18 
  

2.3.5. Consumer underestimation of calorie, fat and sodium content  

Research has shown adults and children underestimate the calorie, fat and sodium 

content of menu items when eating outside the home, particularly in less healthy options 

(Bates, Burton, Howlett, & Huggins, 2009; Burton, Creyer, Kees, & Huggins, 2006; Elbel, 

2011; Elbel, Gyamfi, & Kersh, 2011; Petimar, Ramirez, et al., 2019; Taksler & Elbel, 2014; 

Tangari, Burton, Howlett, Cho, & Thyroff, 2010; Tapper, Yarrow, Farrar, & Mandeville, 2022). 

Furthermore, levels of calorie underestimation are higher in adults with overweight and 

obesity (Lansky & Brownell, 1982; Livingstone & Black, 2003; Tooze et al., 2004). A study by 

Block and colleagues (2013) examined the difference between the estimated and actual 

calorie content of foods purchased by adults and adolescents across six fast food outlets in 

the US. Findings showed both groups underestimated the calorie content of meals, with 

larger meals underestimated by 500 or more calories (Block et al., 2013). Interestingly, 

underestimation of the calorie content of Subway® products was significantly more than 

other fast food outlets (Block et al., 2013). The authors suggested branding could be an 

ƛƳǇƻǊǘŀƴǘ ŎƻƳǇƻƴŜƴǘ ƻŦ {ǳōǿŀȅΩǎ ƘŜŀƭǘƘ Ƙŀƭƻ ŜŦŦŜŎǘ (Block et al., 2013). Research has 

shown the health halo and horn effects in the context of fast food brands can contribute to 

consumers' tendency to overestimate and underestimate the healthiness of certain menu 

items, respectively (Joe, Lee, & Ham, 2020). 

 

2.3.6. Health outcomes associated with eating out-of-home 

A systematic review of prospective studies found eating foods prepared outside the 

home was associated with an increased risk of becoming overweight or obese (Nago et al., 

2014). More specifically, the increase was 33% when eating foods prepared outside the 

home at least twice per week (Bes-Rastrollo, Basterra-Gortari, Sánchez-Villegas, et al., 

2010). With regards the out-of-home food source, Nago and colleagues (2014) reported 

eating at fast food outlets positively predicted weight change. One study showed eating at 

fast food outlets was associated with a greater increase in waist circumference over time 

than eating at restaurants (Duffey, Gordon-Larsen, Steffen, Jacobs Jr, & Popkin, 2009). 

Another study across nine European countries showed no association between BMI and 

eating at work among both genders, however the use of self-reported height and weight 

data was noted as a limitation (Naska et al., 2011). In terms of take-away meals, frequent 
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consumption of these was found to be positively associated with BMI change in women, 

with 15% less likely to maintain their BMI within a 5% range after four years when 

consuming these meals once a week (Ball, Brown, & Crawford, 2002). Studies published 

since this review have also linked frequent consumption of food prepared out-of-home, 

particularly fast food, with higher BMI (Bhutani, Schoeller, Walsh, & McWilliams, 2018; Kim 

& Ahn, 2020; Seguin, Aggarwal, Vermeylen, & Drewnowski, 2016).  

Regular consumption of food from out-of-home sources has also been linked with 

increased risk of diabetes (Cahill et al., 2014; Dominguez et al., 2014; Krishnan, Coogan, 

Boggs, Rosenberg, & Palmer, 2009; Zong, Eisenberg, Hu, & Sun, 2016) and biomarkers of 

other chronic diseases (Fulkerson et al., 2011; Kant, Whitley, & Graubard, 2015). 

Furthermore, several studies have linked fast food consumption to increased risk of 

mortality (Alter & Eny, 2005; Barrington & White, 2016; Rico-Campà et al., 2019). In a recent 

study, Du and colleagues (2021) found two or more meals from out-of-home sources per 

day was significantly associated with an increased risk of all-cause mortality. The study did 

not investigate the risk of mortality by out-of-home food source. Another study by Kant and 

colleagues (2018) found eating restaurant meals was not significantly related to increased 

mortality risk. This finding may be attributed to the smaller sample size and shorter follow-

up years compared to the aforementioned studies. Furthermore, the study examined lower 

frequency levels of restaurant meal consumption and thus, was unable to determine the 

potential effect associated with a higher frequency of consumption (Du et al., 2021). 

 

2.4. MENU LABELLING 

2.4.1. Description and rationale for menu labelling 

One commonly proposed strategy to improve the nutritional quality of foods served 

by and selected from out-of-home food sources is menu labelling (Theis & Adams, 2019). 

Menu labelling includes the provision of nutrition information on foods served by out-of-

home establishments at the point of order or purchase (Thomas, 2016). The format of menu 

labels can be numeric (i.e. using numerical information such as calories) and/or interpretive 

(i.e. using graphics, symbols or colours) (Crockett et al., 2018). Obesity experts highlight that 

without nutrition information on menus, it is difficult to know the nutritional value of food 
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prepared outside the home and where improvements are needed (Robinson et al., 2021; 

Theis & Adams, 2019). The main components of menu labelling initiatives usually include: (i) 

creating standardised recipes and portion sizes, (ii) conducting nutrient analysis on all 

standard menu items, (iii) displaying nutritional information per portion or per meal for all 

standard menu items at the point of choice, and (iv) displaying contextual information to 

help consumers understand the values in reference to recommended daily intake (Toronto 

Public Health, 2015).  

The overall aim of menu labelling is to assist consumers in making both informed and 

healthier food choices, and to encourage food businesses to improve the nutritional content 

of menu items (Crockett et al., 2018). Given this dual goal, menu labelling can be viewed as 

a high agency intervention that relies on individuals to use substantial personal resources to 

benefit from the intervention (i.e. individuals are required to read, understand, interpret, 

and apply the information provided) but also as a low agency intervention that requires 

individuals to use few resources in order to benefit (i.e. by changing what food 

ŜǎǘŀōƭƛǎƘƳŜƴǘǎ ǎŜǊǾŜΣ ǘƘǊƻǳƎƘ ǊŜŦƻǊƳǳƭŀǘƛƻƴ ŀƴŘκƻǊ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ƴŜǿ ΨƘŜŀƭǘƘƛŜǊΩ ƳŜƴǳ 

options) (Adams, 2018; Theis & Adams, 2019). Figure 2 shows the logic model explaining the 

processes by which menu labelling might exert an impact on individuals, resulting in 

improved health. 

 

Figure 2. Logic model of the process by which menu labelling may have an impact on diet 

and health (Crockett et al., 2018) 
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2.4.2. Public and legislative support for menu labelling: Global context 

Across several countries, research shows high levels of public support for 

food/obesity policies that provide information such as calorie labelling on menus (Kwon et 

al., 2019; Reynolds et al., 2019). More specifically, there is public support for legislation to 

mandate these information-based policies (Morain & Mello, 2013). In terms of menu 

labelling legislation, high levels of public support have been documented across many 

countries, including the US (Bleich & Pollack, 2010; Roberto, Schwartz, & Brownell, 2009), 

UK (Navigator Research, 2009), Ireland (Food Safety Authority of Ireland [FSAI], 2012a), 

Canada (Mah et al., 2013) and Australia (Obesity Policy Coalition, 2018).  

Successive government agency reports and syntheses have recommended menu 

labelling as part of a comprehensive suite of policies to address the obesity epidemic 

(Commonwealth of Australia, 2022; Department of Health & Social Care, 2020; DoH, 2016; 

Healthy Kids Panel, 2013; Institute of Medicine, 2009, 2012; Public Health Ontario, 2012). 

Menu labelling initiatives are often viewed as encompassing two approaches: voluntary 

guidance (led by various governmental and non-governmental agencies) and mandatory 

requirement (menu labelling legislation) (Toronto Public Health, 2015). To date, a number of 

countries and regions around the world have passed menu labelling legislation that requires 

calorie/kilojoule information to be displayed on menus, generally applying to large food 

service businesses (e.g. chain restaurants with 20 or more locations in the US). These 

include the US (Food and Drug Administration, 2017), UK (Department of Health & Social 

Care, 2021), Saudi Arabia (Saudi Food and Drug Authority, 2019), the province of Ontario in 

Canada (Ontario Ministry of Health and Long-Term Care, 2017) and several Australian 

states/territories including Australian Capital Territory, New South Wales, Queensland, 

South Australia and Victoria (Obesity Policy Coalition, 2018). Other countries in the process 

of developing and implementing menu labelling legislation, include Ireland (DoH, 2019), 

New Zealand, and other Australian states/territories (Ministry for Primary Industries, 2021). 

 

2.4.3. Public and legislative support for menu labelling: Irish context 

In Ireland, a voluntary approach to calorie menu labelling has been in place since 

2012. This approach was adopted following consultation with the Irish food service sector 
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and the public (FSAI, 2012a). The consultation revealed a high level of consumer demand 

(96%) for calorie menu labelling in all or some food outlets in Ireland. Of those in favour of 

calorie menu labelling in some outlets, most wanted it in fast food outlets (95%), followed 

by coffee shops and delis (63%), cinemas (58%), vending machines (57%), pubs (26%), and 

fine-dining restaurants (18%) (FSAI, 2012a). Following this consultation, the FSAI proposed 

that menu labelling be initially introduced on a voluntary basis to allow a period of time for 

the development of a system, including technical tools, to support the food service sector 

and for the voluntary scheme to be fully evaluated (FSAI, 2012a).  

The FSAI proposed a best practice menu labelling system guided by four principles: 

(i) calorie information is provided for all standard food and drink items sold, (ii) calorie 

ƛƴŦƻǊƳŀǘƛƻƴ ƛǎ ŘƛǎǇƭŀȅŜŘ ŎƭŜŀǊƭȅ ŀƴŘ ǇǊƻƳƛƴŜƴǘƭȅ ŀǘ ǘƘŜ ΨǇƻƛƴǘ ƻŦ ŎƘƻƛŎŜΩ ŦƻǊ ǘƘŜ ŎƻƴǎǳƳŜǊΣ 

(iii) calorie information is provided per portion or per meal, and (iv) information on how 

many caƭƻǊƛŜǎ ŀƴ ŀǾŜǊŀƎŜ ǇŜǊǎƻƴ ƴŜŜŘǎ ƛƴ ŀ Řŀȅ ƛǎ ƎƛǾŜƴ ǘƻ ƘŜƭǇ ŎƻƴǎǳƳŜǊǎ ΨƳŀƪŜ ǎŜƴǎŜΩ ƻŦ 

calories on menus (FSAI, 2012b)Φ Lƴ нлмпΣ ǘƘŜ C{!L ƭŀǳƴŎƘŜŘ άaŜƴǳ/ŀƭέ - a new online 

calorie calculator available free-of-charge to the Irish food service sector (FSAI, 2014). In 

2015, an evaluation of the uptake of this voluntary menu labelling scheme in Ireland was 

undertaken (see findings in section 2.4.5) (Fitzgerald, Gilgan, McCarthy, Perry, & Geaney, 

2018).  

In 2016, the first national obesity policy was launched in Ireland (DoH, 2016). The 

policy outlined a 10-year plan consisting of 10 action areas, one of which was to regulate for 

a healthier food environment. Under this action area, the policy recommended the 

development of legislation for calorie labelling on menus in Ireland. A recently published 

progress report indicates that legislation was in preparation in 2019 (DoH, 2019). A 

consultation with the Irish food service sector on the introduction of mandatory calorie 

labelling was  conducted in 2020 (findings not publicly available) (DoH, 2020). To this end, a 

voluntary approach to calorie menu labelling still remains in Ireland, with plans to move to a 

mandatory scheme in the near future. 
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2.4.4. Impact of menu labelling on consumer and industry behaviour 

Numerous systematic reviews and meta-analyses have examined the influence of 

menu labelling on consumer behaviour across multiple settings (e.g. restaurants, cafeterias, 

coffee shops, vending machines) with mixed findings (Bleich, Economos, et al., 2017; Cantu-

Jungles, McCormack, Slaven, Slebodnik, & Eicher-Miller, 2017; Crockett et al., 2018; 

Fernandes, Oliveira, Proença, et al., 2016; Harnack & French, 2008; Kiszko, Martinez, 

Abrams, & Elbel, 2014; Littlewood & Lourenço, 2016; Long, Tobias, Cradock, Batchelder, & 

Gortmaker, 2015; Sacco, Lillico, Chen, & Hobin, 2017; Sarink et al., 2016; Shangguan et al., 

2019; Sinclair, Cooper, & Mansfield, 2014; Swartz, Braxton, & Viera, 2011; Zlatevska, 

Neumann, & Dubelaar, 2018). Evidence from a recent Cochrane review found calorie 

labelling may reduce energy purchased per meal by an average of 8%, though the quality of 

evidence was rated as poor (Crockett et al., 2018). The Cochrane review is currently being 

updated, with a new protocol published (Clarke, Marteau, et al., 2021). Furthermore, a 

recent systematic review and meta-analysis found menu labelling may lead to a 7% 

reduction in energy, 11% reduction in total fat and 14% increase in vegetable intake per 

meal (Shangguan et al., 2019). The review found no difference in effect by label type 

(numeric or interpretive) (Shangguan et al., 2019). More recently, three studies found no 

effect of menu labelling on consumer behaviour at a US fast-food restaurant chain (Petimar, 

Ramirez, et al., 2019) or in UK worksite cafeterias (Vasiljevic et al., 2018; 2019). By contrast, 

a recent study showed menu labelling in three US fast-food restaurant chains was 

associated with a 4% reduction in energy intake per meal, though this effect diminished 

over time (Petimar, Zhang, et al., 2019).  

To date, fewer studies have examined the effects of menu labelling on industry 

practices (i.e., changes in formulation or availability of menu items). A meta-analysis 

conducted in 2018 found that, on average, the food service industry reduced the energy 

content of menu items by 15 calories after implementation of menu labelling legislation 

(Zlatevska et al., 2018). Furthermore, a 2019 meta-analysis found menu labelling on a 

voluntary or mandatory basis led to reformulation of menu items to lower trans-fat by 64% 

and sodium by 9% (Shangguan et al., 2019). More recently, a study conducted in the UK 

(prior to mandatory menu labelling requirements) found that restaurant chains who 

voluntarily provided menu labelling had 45% less fat and 60% less salt than those without 
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(Theis & Adams, 2019). Another recent study conducted in the US (prior to mandatory menu 

labelling requirements) found that voluntary calorie labelling at a fast-food restaurant chain 

was associated with a small positive change in the nutritional quality of adult meals (i.e. 4% 

fewer calories from sugar) but not adolescent/children meals (Petimar, Moran, Ramirez, & 

Block, 2020). More recently, two studies have examined the calorie content of menu items 

at large restaurant chains before and after nationwide implementation of calorie labelling 

legislation in the US (Grummon et al., 2021; Petimar, Zhang, Rimm, & Simon, 2021). One 

study found no changes in the energy content of existing menu items; however, newly 

introduced menu items after labelling contained approximately 25% fewer calories than 

items introduced before labelling (Grummon et al., 2021). The other study showed the 

average calorie content of meals was 4.7% lower in fast food restaurants after nationwide 

implementation of calorie labelling legislation (Petimar et al., 2021).  

Only one systematic review has summarised the evidence on the effectiveness of 

menu labelling by SES (Sarink et al., 2016). The review suggested a lack of, or limited 

effectiveness of calorie menu labelling policies among lower SES groups; however, 

highlighted that studies were limited in quantity and quality (Sarink et al., 2016). A more 

recent study found calorie menu labelling may exacerbate socio-economic and certain race-

ethnic obesity differences (Feng & Fox, 2018). In contrast, a recent online experiment 

showed calorie menu labelling was not effective in reducing total energy ordered for both 

higher and lower SES groups; however, increasing the availability of lower energy menu 

options had an equitable effect, in terms of reducing total energy ordered across both 

groups (Marty, Jones, & Robinson, 2020). Other researchers have also noted that changes in 

industry behaviour (such as reformulation to reduce energy content) in response to menu 

labelling may benefit all groups and particularly, lower SES groups where fast food 

consumption may be higher (Ananthapavan et al., 2018).  

While evidence suggests menu labelling may only have a modest effect on consumer 

and industry behaviour, this may result in a meaningful impact for frequent users of out-of-

home prepared foods (Liu, Mozaffarian, et al., 2020; Robinson et al., 2021), and over an 

extended period of time and in conjunction with other obesity policies (Block, 2018a; 

Rummo et al., 2021). For example, a sustained daily reduction in energy intake of 13 calories 

among people aged 16-29 years is estimated to reduce obesity by 7% (Briggs et al., 2013). 
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The impact of menu labelling policies on industry behaviours, such as reformulation, may 

also to be greater when these policies are mandatory, and thoroughly monitored and 

evaluated (Vandevijvere & Vanderlee, 2019). With more countries introducing menu 

labelling legislation, robust longitudinal evidence on the effects should be generated (Theis 

& Adams, 2019). Finally, international obesity experts highlight that menu labelling is 

necessary though not sufficient for obesity prevention and should form part of a wide 

ranging portfolio of policies and interventions to contribute to global obesity control efforts 

(Robinson et al., 2021; Rutter et al., 2017). 

 

2.4.5. Economic impact of introducing menu labelling at a population level 

A recent study using a validated microsimulation model suggests full implementation 

of and compliance with the US calorie menu labelling law will generate significant 

healthcare and societal cost-savings (Liu, Mozaffarian, et al., 2020). Changes in industry 

behaviour to reformulation of menu items could provide even larger additional cost-saving 

benefits (Liu, Mozaffarian, et al., 2020). Using a microsimulation model in children, 

Gortmaker and colleagues (2015) projected the US calorie menu labelling law to be cost-

effective in reducing childhood obesity; however, it did not assess the potential additional 

impact of industry reformulation. Another recent study which examined the economic 

credentials of a suite of obesity prevention policies found legislation for kilojoule menu 

labelling on fast food to be a cost-effective component of a comprehensive obesity 

prevention strategy to address obesity in the Australian population (Ananthapavan et al., 

2020). Finally, another study found implementation of the US calorie menu labelling law to 

be cost-effective in reducing the incidence of cancers associated with obesity, with larger 

cost-saving effects if accompanied by modest industry reformulation (Du et al., 2020). 

 

2.4.6. Menu labelling adoption and implementation challenges 

New York City was the first jurisdiction to enact calorie menu labelling legislation in 

2008. Shortly thereafter, in 2010, a new law was passed requiring calorie labelling at chain 

restaurants with 20 outlets or more throughout the US. Due to several delays in 
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implementation of the law, eight years passed before the final enforcement date which 

required nationwide implementation of calorie labelling legislation as of May 2018 (see 

Figure 3) (Block, 2018b). Factors which influenced this delay included federal preemption 

(where US federal law had more robust requirements than most existing state and local 

laws), industry resistance and lobbying, and a change of government (the Obama and Trump 

administrations) (Block, 2018b). In Australia, similar factors were noted in creating 

complexity and delays in the adoption and implementation of kilojoule menu labelling 

legislation. These factors included the need for multiple formal iterations of policy proposals 

(so as to align with decision-maker beliefs and to increase decision-maker acceptability), 

industry opposition, and a change of government during the policy development process 

(Clarke, Kwon, et al., 2021).  

 

 

Figure 3. Calorie menu labelling timeline in the US (Block, 2018b) 

 

To date, a vast body of literature has highlighted the food industry as a central 

barrier to obesity prevention policy progress (Cullerton, Donnet, Lee, & Gallegos, 2016; 

Mialon, Swinburn, Allender, & Sacks, 2017; Nestle, 2003). The food industry has challenged 

menu labelling legislation on the grounds of whether action is required (i.e. individual 

responsibility to select healthier foods), whether a mandatory policy is needed and/or the 
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feasibility of implementing calorie labelling policies (Block, 2018b; Johnson, Payne, 

McNeese, & Allen, 2012). Research highlights sustained efforts from the food 

industry to influence policy processes, which take multiple and diverse forms (Lauber, 

Ralston, Mialon, Carriedo, & Gilmore, 2020; Mialon, Swinburn, & Sacks, 2015). This 

systematic opposition to regulation and to governance approaches may prove challenging to 

countries seeking to adopt public health measures such as menu labelling legislation (Lauber 

et al., 2020). 

Thus far, limited research has examined the uptake and adherence to voluntary 

government-led/national calorie menu labelling policies (Fitzgerald et al., 2018; Robinson, 

Burton, Gough, Jones, & Haynes, 2019). In Ireland, a mixed methods study conducted in 

2015 found only 7% of food businesses (a higher proportion of chain food-service 

businesses compared with single-outlet owned businesses) reported displaying calories on 

menus (Fitzgerald et al., 2018). Of these businesses, observation visits revealed that 10% 

were not displaying calorie information (Fitzgerald et al., 2018). Furthermore, progress 

reports have suggested inconsistent implementation of the HSE Calorie Posting Policy across 

hospitals in Ireland (HSE, personal communication, October, 2018). Similarly, in the UK, 

research has shown inadequate calorie menu labelling practices in response to a voluntary 

government-led policy (Robinson et al., 2019). Robinson and colleagues (2019) found 17% of 

eligible restaurant and takeaway chains provided calorie menu labelling, and of those that 

did, provision of calorie information did not adhere to recommended labelling practices 

(Robinson et al., 2019). Furthermore, the study found only 25% of chains that had previously 

signed up to a voluntary public health pledge to provide calorie labelling (via the Public 

Health Responsibility Deal) had in fact provided calorie labelling (Robinson et al., 2019). 

Collectively these findings echo concerns of international public health experts, that a 

voluntary approach to obesity prevention policies may not be successful in encouraging 

widespread and adequate adoption (Mozaffarian et al., 2018; Ngqangashe et al., 2022; 

Swinburn et al., 2019).  

Researchers have suggested that the success of menu labelling policies, in terms of 

achieving its intended outcomes, may be proportional to the level of implementation 

(Vasiljevic et al., 2018). Furthermore, any benefit from the provision of nutrition information 

on menus is contingent on the accuracy of this information (Huang, Pomeranz, & Cash, 
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2018). To date, studies assessing the accuracy of calorie and other nutrition information on 

menus is limited. One study by Urban and colleagues (2011) found restaurant dishes 

contained at least 100 calories per portion more than that stated on the menu. Another 

study by this research group identified low-calorie menu items contained more labelling 

errors, with these items containing 18% more calories than stated on the menu and some 

items containing twice the stated calories (Urban et al., 2010). In a university with 

contracted food services, Feldman and colleagues (2015) found a greater than 10% average 

discrepancy between measured and labelled nutrients. In a recent evaluation of the uptake 

of a voluntary calorie labelling scheme in Ireland, food businesses reported concerns about 

potential inaccuracies in calorie information (Fitzgerald et al., 2018). Factors commonly 

cited as contributing to inaccurate calorie information include lack of adherence to 

standardised recipes and serving sizes (Huang et al., 2018; Lipscomb, 2011; Urban et al., 

2011; Vasiljevic et al., 2018). Researchers highlight the need for effective mechanisms, such 

as monitoring and enforcement, to ensure labelling accuracy (Huang et al., 2018; Raine et 

al., 2017). Despite the growing evidence on implementation challenges and proposed 

recommendations to address these, to date there have been no studies on the effectiveness 

of strategies to support implementation of menu labelling.  

 

2.5. IMPLEMENTATION SCIENCE  

2.5.1. Implementation science: Rationale, definition and scope 

The implementation of evidence-based interventions and policies is a persistent 

challenge around the world (Colditz & Emmons, 2018). A frequently quoted statistic is that it 

takes on average 17 years to translate original research into practice for public health 

impact (Green, 2008). Furthermore, generating evidence alone does not guarantee its 

uptake or use in practice (Bauer, Damschroder, Hagedorn, Smith, & Kilbourne, 2015; Bauer 

& Kirchner, 2020). Green (2008) depicts the transfer of research to practice as a leaky 

pipeline, where delays or gaps occur at each stage (see Figure 4). Bastian and colleagues 

(2010) highlight the increasing number of trials and systematic reviews over the past 50 

years, which focus on what works to improve health outcomes. While the authors 

recommend prioritising systematic reviews over unnecessary trials, it also highlights the 
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ŜƳǇƘŀǎƛǎ ƻƴ ΨǿƘŀǘ ǿƻǊƪǎΩ ǿƛǘƘƻǳǘ ŘǳŜ ŀǘǘŜƴǘƛƻƴ ǘƻ ΨƘƻǿ ƛǘ ǿƻǊƪǎΩ ƛƴ ǇǊŀŎǘƛŎŜ (Bastian et al., 

2010). 

 

 

Figure 4. Research to practice pipeline and the potential gaps and delays (Green, 2008)  

 

In response to the growing awareness of the research-to-practice gap, the field of 

implementation science emerged. Implementation science is defined as the study of 

methods to promote the systematic uptake of evidence based interventions and policies 

into practice to improve health (Eccles & Mittman, 2006). As illustrated in Figure 5, 

implementation research represents a distinct stage in the translational research pipeline 

(Brown et al., 2017). It follows efficacy and effectiveness research which focus on whether 

an intervention works. It is also distinct from, but shares characteristics with, both quality 

improvement and dissemination research (Bauer et al., 2015). Implementation studies focus 

on (i) identifying factors that affect uptake of evidence-based interventions/policies across 

multiple levels of context, and (ii) developing and testing implementation strategies to 

address these factors to increase the uptake of these interventions/policies into practice 

(Bauer et al., 2015). 
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Figure 5. Traditional translational pipeline (Brown et al., 2017) 

 

2.5.2. Determinant frameworks used in implementation science 

The field of implementation science draws on a number of theoretical models and 

frameworks to guide the approach, selection of implementation strategies and methods of 

evaluation. As synthesized in a recent taxonomy, there are numerous implementation 

theories, models and frameworks that aim to (a) describe and/or guide the process of 

translating research into practice (process models), (b) understand and/or explain what 

influences implementation outcomes (determinant frameworks, classic theories and 

implementation theories) and (c) evaluate implementation strategies (evaluation 

frameworks) (Nilsen, 2015). The choice of theories, models and frameworks should be 

guided by the aims and objectives of the implementation research project (Moullin et al., 

2020). 

Determinant frameworks describe the factors that are theoretically linked or have 

been shown to be associated with implementation outcomes (Nilsen, 2015). Determinants 
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are typically categorised as either barriers (that hinder) or facilitators (that enable) to 

implementation and operate at multiple levels (individual, organisational, system). The 

context is an integral part of all the determinant frameworks (Nilsen & Bernhardsson, 2019). 

Identification of the factors influencing implementation is important in the design of 

implementation strategies, which are dŜŦƛƴŜŘ ŀǎ ǘƘŜ άƳŜǘƘƻŘǎ ƻǊ ǘŜŎƘƴƛǉǳŜǎ ǳǎŜŘ ǘƻ 

enhance the adoption, implementation, sustainment, and scale-up of an intervention" 

(Powell et al., 2019a). 

The Consolidated Framework for Implementation Research (CFIR) is one of the most 

widely used determinant frameworks (Nilsen, 2015) (see Figure 6). It describes 39 

implementation constructs across five domains considered to be influential moderators or 

mediators of implementation outcomes, providing a structure by which to systematically 

assess context within which implementation occurs (Damschroder et al., 2009). CFIR has 

been applied in a range of settings in developed and developing countries to understand 

implementation efforts (Kirk et al., 2015). An updated version, CFIR 2.0, which is based on a 

literature review and follow-up survey with authors who have used the framework, is 

currently under peer review (Damschroder, Reardon, Opra Widerquist, & Lowery, 2022a; 

Damschroder, Reardon, Opra Widerquist, & Lowery, 2022b). 

 

 

Figure 6. The Consolidated Framework for Implementation Research (Touchette, 2020) 
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2.5.3. Implementation fidelity: Definition, assessment and reporting 

Implementation fidelity refers to the degree to which an intervention is 

implemented as intended or designed (Dusenbury, Brannigan, Falco, & Hansen, 2003). 

Fidelity typically relates to the implementation of core intervention components although 

these are not always specified. Core components are parts of the intervention considered 

fundamental to impact, that is the parts considered directly responsible for intervention 

effects. They are the essential ingredients that represent the underlying theory and internal 

logic of an intervention (Allen, Shelton, Emmons, & Linnan, 2018). Fidelity is measured more 

often than other implementation outcomes, which include: acceptability, appropriateness, 

adoption, feasibility, implementation cost, penetration and sustainability (Proctor et al., 

2011). 

Accurate fidelity assessment is essential for drawing conclusions about the 

effectiveness of interventions (internal validity) (Moore et al., 2015; Walton, Spector, 

Tombor, & Michie, 2017) and for facilitating replication and generalizability (external 

validity) (Bellg et al., 2004; Mowbray, Holter, Teague, & Bybee, 2003). It allows researchers 

and implementers to understand whether lack of impact is due to poor implementation 

όǘŜǊƳŜŘ άǘȅǇŜ о ŜǊǊƻǊέύ ƻǊ ŀƴ ƛƴŜŦŦŜŎǘƛǾŜ ƛƴǘŜǊǾŜƴǘƛƻƴΣ ƻǊ ǎƻƳŜ ŎƻƳōƛƴŀǘƛƻƴ ǘƘŜǊŜƻŦ (Allen 

et al., 2018; An, Dusing, Harbourne, & Sheridan, 2020). Despite its importance, fidelity is 

often underexplored in complex behaviour interventions (Ginsburg et al., 2021). 

Furthermore, there are few comprehensive and detailed fidelity studies that report on 

procedures used to assess/monitor fidelity (Breitenstein, Gross, et al., 2010; Toomey et al., 

2020). 

To guide the assessment of fidelity, there are different frameworks available such as 

the Conceptual Framework of Implementation Fidelity (Carroll et al., 2007), the 

Comprehensive Intervention Fidelity Guide (Gearing et al., 2011), and the Treatment Fidelity 

Model (Bellg et al., 2004; Lichstein, Riedel, & Grieve, 1994). Several components of fidelity 

are common to all of these frameworks and include delivery (i.e. extent to which the 

intervention content is delivered as intended), receipt (i.e. whether intervention recipients 

understand/ engage with the intervention) and enactment (i.e. extent to which recipients 

apply intervention skills and behaviours in daily life) (Ginsburg et al., 2021). 
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It is widely recognised that the assessment of fidelity is often complex and onerous 

(Ginsburg et al., 2021; Toomey et al., 2020). Two recent reviews found that few studies 

employed a fidelity framework to guide assessment and few studies measured aspects of 

fidelity common to different frameworks (delivery, receipt, enactment) (Toomey et al., 

2020; Walton et al., 2017). Studies of implementation fidelity have focused more on 

ΨŘŜƭƛǾŜǊȅΩ ǘƘŀƴ ƻǘƘŜǊ ŦƛŘŜƭƛǘy components (Toomey et al., 2020). A recent narrative review by 

Toomey and colleagues (2020) outlines key issues regarding fidelity assessment within trials 

of health behaviour change interventions and associated recommendations. Furthermore, 

Walton and colleagues (2020) outline a systematic approach for developing 

psychometrically sound approaches to fidelity assessment within complex health 

interventions. In addition, a recently published article provides key recommendations for 

improved reporting of implementation outcomes, such as fidelity (Lengnick-Hall et al., 

2022). Reference to best practice in terms of measuring and reporting on fidelity are 

discussed in later sections (see 6.8.1, 6.8.2, 7.4.1, 7.5.2). 

 

2.5.4 Developing the field of policy implementation research  

Policies, in the form of laws and administrative regulations, have tremendous 

potential to improve population health (Burris et al., 2010; Institute of Medicine, 2011). For 

example, seat belt laws and regulations governing workplace exposures have contributed to 

the greatest public health achievements of the 20th century (Centers for Disease Control and 

Prevention, 1999). Despite the potential of health policies to shape public health, policy-

focused research is understudied in the field of implementation science (Oh, Abazeed, & 

Chambers, 2021; Purtle, Dodson, & Brownson, 2018; Purtle, Peters, & Brownson, 2016). 

Limited research in this area has identified challenges facing evidence-based policy making 

as well as the roll-out of such policies (Oh et al., 2021; Purtle et al., 2018). Purtle and 

colleagues (2018) highlight the need to grow the field of policy implementation research 

and integrate theories, frameworks, and methods across the fields of public administration 

research, political science and implementation science. 

Two policy implementation studies in Canada (Valaitis et al., 2016) and Sweden 

(Strehlenert et al., 2015) offer examples of methodological approaches in this area. Valaitis 
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and colleagues (2016) explored ǇǳōƭƛŎ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎΩΣ ƳŀƴŀƎŜǊǎΩ ŀƴŘ ǎŜƴƛƻr 

ƳŀƴŀƎŜƳŜƴǘǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ ƻƴ ǘƘŜ ǇǊƻŎŜǎǎ ƻŦ policy implementation and factors influencing 

implementation within two exemplar public health programs in Ontario, Canada. The study 

ǳǎŜŘ ŎƻƴŎŜǇǘǎ ƛƴ DǊŜŜƴƘŀƭƎƘΩǎ ŦǊŀƳŜǿƻǊƪ (Greenhalgh et al., 2004) to guide data collection 

so as to ensure that the broad domain of known influences on successful policy and 

innovation implementation were covered. An integrated knowledge translation approach 

(Canadian Institutes of Health Research, 2012) was adopted in the study, where 

practitioners and policymakers were co-investigators on the research team. In another 

study, Strehlenert and colleagues (2015) explored and compared two policies aimed at 

improving health and social care in Sweden and empirically tested a new conceptual model 

for evidence-informed policy formulation and implementation. The two policies were 

studied during the entire policy process using a longitudinal, comparative case study 

approach. In developing the new model, they combined central features of a framework for 

evidence-informed policymaking (Bowen & Zwi, 2005) and a framework for policy 

dissemination and implementation (Purtle et al., 2018) in order to cover the whole policy 

process (i.e. agenda setting, policy formulation, policy implementation, and evaluation). The 

conceptual model was used to organize and analyse data from multiple sources. 

 

2.6. CONCLUSION 

Obesity is a growing public health challenge worldwide with significant health and 

economic impacts. While obesity is determined by a complex multifaceted set of 

determinants, poor diet is a leading contributor. Foods prepared outside the home (e.g., fast 

food outlets, restaurants, worksite canteens) represent increasing proportions of diets 

worldwide. Frequent consumption of these foods is associated with poorer dietary quality 

and increased risk of chronic disease such as obesity and type 2 diabetes, and all-cause 

mortality. One commonly proposed strategy to improve the nutritional quality of foods 

served by the food service industry and selected by consumers in the out-of-home food 

environment is menu labelling. While evidence suggests menu labelling may only have a 

modest effect on consumer and industry behaviour (Crockett et al., 2018; Shangguan et al., 

2019), this may result in a meaningful impact for frequent users of out-of-home prepared 
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foods. Menu labelling may contribute to global obesity control efforts when combined with 

a wide ranging portfolio of policies and interventions. 

To date, a growing number of countries and regions around the world have adopted 

menu labelling policies on a voluntary or mandatory basis. However, recent research has 

identified issues relating to the adoption and implementation of such policies (Block, 2018b; 

Clarke, Kwon, et al., 2021; Fitzgerald et al., 2018; Robinson et al., 2019). Despite evidence of 

implementation issues, no previous review has focused on the challenges facing the key 

actors responsible for adopting this intervention, the food service industry. Furthermore, 

research on the degree of implementation (i.e. fidelity) of menu labelling interventions is 

limited. Of these, the predominant focus has been on the restaurant setting, with issues 

identified concerning poor uptake (Fitzgerald et al., 2018; Robinson et al., 2019), lack of 

adherence to standardised recipies and portions, and inaccurate calorie information being 

displayed (Feldman et al., 2015; Huang et al., 2018; Urban et al., 2011). Thus far, no study 

has examined adherence to menu labelling policies in the healthcare setting. With growing 

evidence that fidelity of implementation is associated with success in achieving intervention 

outcomes (Carroll et al., 2007; Durlak & DuPre, 2008; Eames et al., 2008; Johnson-Kozlow et 

al., 2008), a greater understanding of the factors influencing menu labelling implementation 

in the healthcare setting is required. 

Without adequate implementation of effective obesity-prevention policies, the 

potential public health benefits of menu labelling to contribute to obesity prevention efforts 

will not be realised. The current research represents an important addition to the 

international literature by synthesising the evidence on the determinants of menu labelling 

implementation and assessing factors influencing fidelity to a calorie posting policy in Irish 

public hospitals. The research explores the implementation process through the lens of the 

CFIR, which brings together constructs from an array of implementation theories to 

understand the complexity of implementing policies and interventions. Identification of 

determinants guided by an established framework provides a foundation to select and tailor 

implementation strategies to improve adoption, implementation, sustainment, and scale-up 

of menu labelling interventions (Powell et al., 2019a). The current research responses to a 

call from international obesity experts for a greater application of implementation science 

to understand the contexts and drivers of successful obesity prevention policy 
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implementation (Swinburn et al., 2019). The research illustrates methods, applications of 

theory, and potentially salient factors that may shape policy and impact on reducing obesity. 
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CHAPTER 3: METHODS FOR STUDY 1 

3.1. INTRODUCTION  

This chapter describes the methods used for a systematic review of the barriers and 

facilitators to implementation of menu labelling interventions from a food service industry 

perspective. The review objectives were to: (1) synthesise existing research on the 

perceived barriers and facilitators to implementation of menu labelling interventions from 

the perspective of the food service industry; (2) map these determinants to the CFIR 

constructs; (3) in instances where data does not fit the CFIR, to generate new constructs and 

themes; (4) identify relationships between a priori and new constructs; and (5) develop an 

adapted framework based on the review findings. The chapter includes details of any 

deviations in methods from the published review protocol. The published review protocol 

and completed review are presented in Appendices A1 and A2, respectively. 

 

3.2. REVIEW METHODOLOGY 

The review was conducted according to Preferred Reporting Items for Systematic 

Reviews and Meta-Analysis (PRISMA) guidelines (Moher, Liberati, Tetzlaff, & Altman, 2009) 

(see Appendix A3) and registered with PROSPERO (CRD42017083306). The review followed 

ǘƘŜ ǎǘŜǇǎ ƻŦ ǘƘŜ ΨōŜǎǘ ŦƛǘΩ ŦǊŀƳŜǿƻǊƪ ǎȅƴǘƘŜǎƛǎ ŀǇǇǊƻŀŎƘ (Carroll, Booth, Leaviss, & Rick, 

2013), which starts with identification of a pre-existing framework to be used for initial 

coding of data which is then updated in response to the emerging synthesis, thus creating 

an adapted framework. This approach produces a relatively rapid evidence synthesis and is 

thus suited to a range of policy urgent questions (Carroll et al., 2013). 

 

3.3. CONCEPTUAL FRAMEWORK 

In this review, the CFIR was chosen as the a priori framework because it was 

developed following a comprehensive review of the implementation science literature 

(Damschroder et al., 2009)Τ ǘƘǳǎΣ ŎƻƳǇƭŜǘƛƴƎ ǘƘŜ ƛƴƛǘƛŀƭ ǎǘŜǇ ƛƴ ǘƘŜ ΨōŜǎǘ ŦƛǘΩ ŦǊŀƳŜǿƻǊƪ 

synthesis approach (Carroll et al., 2013). This meta-theoretical framework incorporates 

constructs from existing implementation theories into a single comprehensive framework 
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which can help guide systematic evaluation of potential barriers and facilitators to 

successful implementation (Damschroder et al., 2009).  

 

3.4. ELIGIBILITY AND SEARCH CRITERIA  

The criteria for study eligibility are summarised in Table 1. All primary research 

studies using qualitative, quantitative or mixed methods approaches were eligible for 

inclusion. The primary outcome included any barrier or facilitator to the implementation of 

menu labelling interventions to support healthy food choices. A barrier was defined as any 

variable that impedes or obstructs the implementation of menu labelling. A facilitator was 

defined as any variable that eases and promotes the implementation of menu labelling. The 

ΨŦƛƴŘƛƴƎǎ ǳƴƛǘΩ ƛƴŎƭǳŘŜŘΥ όƛύ ǇŀǊǘƛŎƛǇŀƴǘ ǉǳƻǘŀǘƛƻƴǎ ŦǊƻƳ ǎǘǳŘƛŜǎ ǳǎƛƴƎ ǉǳŀƭƛǘŀǘƛǾŜ Řŀǘŀ 

collection methods such as interviews and focus groups; (ii) excerpts, quotations or entire 

passages from studies using the qualitative research method of documentary analysis; (iii) 

narrative descriptive summaries of results from studies using qualitative data collection 

methods; and (iv) statistical analyses from studies using quantitative data collection 

methods such as surveys and questionnaires. 

As per the review protocol (Kerins et al., 2018), we had initially planned to include 

supply-side stakeholders (direct and indirect) with a role in implementation of menu 

labelling interventions; however, we decided to narrow the population of interest to direct 

supply-side stakeholders only (i.e. food service staff and management). These direct supply-

side stakeholders are responsible for the initial decision to adopt/implement menu labelling 

interventions, and thus need to be targeted first to ensure adoption, implementation, 

sustainment, and scale-up of menu labelling interventions.  

PubMed, EMBASE, CINAHL, PsycINFO, Web of Science and Scopus electronic 

databases were searched. Grey literature were sourced from: Google Scholar, OpenGrey, 

RIAN, EThOS, ProQuest, WorldCat, Networked Digital Library of Theses and Dissertations, 

Open Access Theses and Dissertations, and public health organisation websites. The search 

included studies up until February 2018. All search results were reviewed for eligibility, 

except in the case of Google Scholar where the first 200 citations from this search engine 

were screened. This is based on research which shows that optimal searches in Google 
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Scholar, for purposes of systematic reviews, should include a minimum of 200 references 

sorted by relevance (Bramer, Rethlefsen, Kleijnen, & Franco, 2017; Haddaway, Collins, 

Coughlin, & Kirk, 2015). The search strategy is presented in Appendix A4. Screening 

reference lists, citation chaining and contacting authors of all included studies were 

undertaken. To ensure that the search strategy was implemented in a systematic manner, a 

memoing process was used to record the working notes of the lead review author (CK) 

when conducting the iterative search process as well as documenting the protocol-driven 

search strategy (Booth, 2016). 

 

Table 1. Study eligibility criteria 

Inclusion criteria Exclusion criteria 

Population: direct supply-side stakeholders with a role in 

menu labelling implementation (e.g. food service business 

staff and management, caterers). 

Population: demand side stakeholders (e.g. consumers) 

and indirect supply-side stakeholders (e.g. suppliers, 

policy makers, guideline developers, health professionals). 

Intervention: no restriction on menu labelling format 

(numeric or interpretive), scheme (voluntary or 

mandatory) or type of food service business. 

Intervention: menu labelling as part of a multi-component 

intervention. 

Type of research: all primary research studies (from grey 

or peer-reviewed literature) using qualitative, quantitative 

or mixed methods approaches. 

Type of research: editorials, commentary and opinion 

pieces. 

Language and publication year: no restrictions. 

Outcome: any barrier or facilitator to the implementation 

of menu labelling interventions. 

 

 

3.5. STUDY SELECTION AND APPRAISAL 

The lead review author (CK) uploaded the search results and removed duplicates 

using EndNote X7 (Clarivate Analytics). Search results were then imported into Covidence, 

an online systematic review software, to conduct relevance screening and quality 

assessment. At least two independent reviewers (CK, CH, SS, CKelly, FG) conducted the 

study selection process (i.e. title and abstract screening followed by full text articles). The 

quality of the included studies were assessed by two independent reviewers (CK, JMS) using 

the Mixed Methods Appraisal Tool (MMAT) (Pluye et al., 2009). The MMAT has established 
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content validity and has been piloted across all methodologies (Pace et al., 2012; Souto et 

al., 2015). Reviewers resolved discrepancies through discussion and consensus. No studies 

were excluded based on quality scores; the quality cut-off points were used as part of the 

sensitivity analysis to explore whether studies with different quality scores affected the 

presence of any constructs or domains in the adapted framework (Carroll, Booth, & Lloyd-

Jones, 2012). 

 

3.6. DATA EXTRACTION AND SYNTHESIS 

Two independent reviewers (CK, JMS) extracted data from all included studies (see 

Appendix A5 for data extraction form). Data on barriers and facilitators were extracted from 

the results and discussion sections of the included studies. This included: (i) verbatim 

quotations from research participants; (ii) excerpts, quotations or entire passages from 

studies using documentary analysis; (iii) narrative descriptive summaries of results; and (iv) 

statistical analyses from surveys and questionnaires. The rationale for extracting data from 

the results and discussion sections was based on findings that raw data from qualitative 

research may be presented in both sections (Boland, Cherry, & Dickson, 2017; Booth, 

Sutton, & Papaioannou, 2016; Noyes & Lewin, 2011). 

Upon reaching consensus on data extracted, the synthesis was initiated (see Figure 

7). Data synthesis was led by one reviewer (CK) using a mix of deductive and inductive 

analysis techniques, with regular consultation with review team members (SMH, CMR, 

CKelly) through a consensus decision making process (Hill et al., 2005; Hill, Thompson, & 

Williams, 1997). As the intervention (i.e. menu labelling) was predominantly targeted at 

settings outside of healthcare, the first step involved developing a codebook in which the 

CFIR constructs were operationalised and adapted. Deductive coding using the CFIR 

codebook was an iterative process, which required familiarisation with the data. Any 

resulting modifications to construct definitions were discussed with review team members 

until consensus was reached (see Appendix A6 for final codebook). Secondly, inductive 

coding was used to develop themes within broadly-defined CFIR constructs to capture the 

detail of the barrier or enabler in the context of menu labelling. Similarly, in instances where 

data did not fit existing CFIR constructs, thematic analysis was performed (Thomas & 
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Harden, 2008). Findings were clustered and synthesised into a final set of constructs and 

themes representing the whole dataset. 

A member of the analysis team (CMR) is from the CFIR development group and 

provided expert input on CFIR construct definitions during the deductive coding. Other 

quality checks included double-coding a sub-set of four papers (CK, CKelly), a review of 

constructs and supporting data following the deductive coding (CK, CMR, SMH) and a review 

of data that did not fit existing CFIR constructs and new constructs generated following the 

inductive coding (CK, CKelly, CMR, SMH). No estimates of inter-rater reliability were 

calculated. 

Barriers and facilitators (coded to constructs) were rank-ordered according to the 

frequency of studies that reported them to identify the most common determinants to 

menu labelling implementation. In addition, review team members (CK, CMR, SMH) 

examined the relationships between constructs based on data from the primary research 

studies. These relationships were based on the results of the primary studies, i.e., the 

authors of the primary studies reported relationships based on their analysis of the raw 

data.  All relationships were captured, regardless of study type, and given equal weight. In 

addition, a review of theories, frameworks and models underpinning the CFIR was 

undertaken to examine relationships between constructs/domains. The results of the coding 

and analysis of relationships informed the construction of an adapted CFIR framework of the 

implementation determinants for menu labelling interventions. The depiction of the 

adapted framework (as a figure) was guided by input from review team members (CK, SMH, 

CH, CKelly) and reviewed by all members of the team until consensus was reached.  
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Figure 7. Flow diagram of data analysis and synthesis process 

 

3.7. TESTING THE SYNTHESIS 

Following the construction of an adapted CFIR framework, one reviewer (CK) 

assessed the potential for bias by examining differences between the a priori and adapted 

framework so as to provide explanations for the absence of particular constructs and the 

addition of new construct. Furthermore, purposive efforts were made to identify negative 

cases within the evidence base. This involved searching the review findings for evidence that 

serve as examples that do not fit emergent patterns (i.e. that oppose or limit the initial 

results in some way) (Booth, Carroll, Ilott, Low, & Cooper, 2013). A sensitivity analysis was 

also conducted to determine if the synthesis was sensitive to study methodology, quality 
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and location (Carroll et al., 2013). This involved assessing the evidence base for each 

construct in the adapted framework in terms of study methods used (i.e. qualitative, 

quantitative and/or mixed methods), the quality of studies (i.e. using the MMAT quality cut-

off points) and study locations (i.e. by country). No studies were excluded based on study 

methods, quality scores or study location; but rather the sensitivity analysis explored 

whether studies with different methods, quality scores or locations affected the presence of 

any constructs or domains in the adapted framework (Carroll, Booth, & Lloyd-Jones, 2012). 

Overall, the bias and sensitivity review process will help ensure reflexivity, rigor and quality. 

 

3.8. SUMMARY 

This chapter presents the methodology of a systematic review of barriers and 

facilitators to implementation of menu labelling interventions from a food service industry 

perspective. Deviations from the published review protocol are justified and discussed in 

this chapter. The following chapter provides the review findings and discussion, and the 

implications of this research for the thesis.  
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CHAPTER 4: RESULTS AND DISCUSSION FOR STUDY 1 

4.1. INTRODUCTION  

This chapter details the findings from the mixed methods systematic review of the 

barriers and facilitators to implementation of menu labelling interventions from a food 

service industry perspective. The chapter also provides a discussion on the findings within 

the context of the existing literature, the significance and implications of these findings, and 

the review strengths and limitations. Finally, the chapter provides a conclusion and a section 

on implications for the thesis. The published review and associated policy brief are 

presented in Appendices A2 and B1, respectively.  

 

4.2. RESULTS 

4.2.1. Study selection 

The search yielded a total of 2,806 records, after duplicates were removed. 

Following title and abstract review, 47 records (representing 39 distinct studies) were 

included in the full-text review. In instances where two or more records represented the 

same study, the record with the most data reported was used; except in the case of two 

records (peer-reviewed article in English and dissertation in Portuguese) representing one 

study, the less comprehensive dataset available in English was selected to avoid issues with 

language translation. Following full-text review, 17 studies were included (see Figure 8). 

 

4.2.2. Study characteristics and quality appraisal 

Study characteristics are provided in Appendix B2. Included studies were largely 

based in developed countries (n=15). Studies used mostly quantitative data collection 

methods (n=8), followed by qualitative (n=7) and mixed methods (n=2). Only two studies 

used an explicit theory and in both instances, the Diffusion of Innovation Theory 

(Roodenburg, Payens, & Vrijhof, 2013; Vyth, Van Der Meer, Seidell, & Steenhuis, 2012). The 

study setting ranged from small independently owned restaurants to large foodservice 

corporations including chain and franchise restaurants, as well as large catering companies. 
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Menu labelling schemes were predominately voluntary (n=16), with one study including 

both voluntary and mandatory schemes (Jeong JY, Kim E, Yang IS, & Ham S, 2015). Most 

studies assessed both pre- and post-implementation of menu labelling (n=9), while the 

remaining studies examined pre-implementation (n=3) and post-implementation (n=5). In 

terms of study quality, the majority of studies were rated as average quality (n=10). 

Appendix B3 presents a detailed breakdown of the quality assessment for each study. 

 

 

Figure 8. PRISMA flow diagram of study selection process 

 

4.2.3. Barriers and facilitators 

A summary of perceived barriers and facilitators coded to the CFIR constructs, 

including constructs with no supporting data, are presented in Table 2. New constructs 

generated inductively from the data, that did not align with existing CFIR constructs, are 
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presented in Table 3 (see definitions and eligibility criteria in Appendix A6). While some a 

priori and new constructs manifested as either barriers or facilitators to implementation, 

others acted simultaneously as barriers and facilitators (e.g. increased consumer demand 

for menu labelling or the lack thereof). Appendix B4 provides more detailed results, 

including themes with references under each construct and illustrative quotes. A narrative 

summary of frequently cited perceived barriers and facilitators (i.e. those discussed in 10 or 

more of the included studies) is presented below. 

 

4.2.4. Barriers 

The most commonly reported barriers to implementation were coded to the CFIR 

ŎƻƴǎǘǊǳŎǘǎ άLƳǇƭŜƳŜƴǘŀǘƛƻƴ /ƭƛƳŀǘŜέ όмпκмтύ ŀƴŘ ά/ƻƴǎǳƳŜǊ bŜŜŘǎ ŀƴŘ wŜǎƻǳǊŎŜǎέ 

όмоκмтύΦ aƻǊŜ ǎǇŜŎƛŦƛŎŀƭƭȅΣ ǿƛǘƘƛƴ ǘƘŜ ŎƻƴǎǘǊǳŎǘ άLƳǇƭŜƳŜƴǘŀǘƛƻƴ /ƭƛƳŀǘŜέΣ ŦǊŜǉǳŜƴǘƭȅ 

reported barriers were coded to the sub-ŎƻƴǎǘǊǳŎǘ ά/ƻƳǇŀǘƛōƛƭƛǘȅέ όмнκмтύΦ .ŀǊǊƛŜǊǎ ǊŜƭŀǘƛƴƎ 

ǘƻ ά/ƻƳǇŀǘƛōƛƭƛǘȅέ όƛΦŜΦ ŎƻƳǇŀǘƛōƛƭƛǘȅ ǿƛǘƘ ƻǊƎŀƴƛǎŀǘƛƻƴ ǿƻǊƪ ǇǊƻŎŜǎǎŜǎύ ƛƴŎƭǳŘŜŘ ƭŀŎƪ ƻŦ 

standardised recipes/menus, limited space on menus, frequent menu changes/variations, 

too many products/menu items, no sense of responsibility, lack of alignment with food 

served/aesthetics, fast-paced environment and lack of mass-produced food. Barriers 

ǊŜƭŀǘƛƴƎ ǘƻ ά/ƻƴǎǳƳŜǊ bŜŜŘǎ ŀƴŘ wŜǎƻǳǊŎŜǎέ όƛΦŜΦ ŎƻƴǎǳƳŜǊ ƴŜŜŘǎ ŀƴŘ ǇǊŜŦŜǊŜƴŎŜǎύ 

included lack of customer demand for/interest in menu labelling, risk of 

overwhelmed/confused customers and interference with customer dining experience. 

hǘƘŜǊ ŦǊŜǉǳŜƴǘƭȅ ǊŜǇƻǊǘŜŘ ōŀǊǊƛŜǊǎ ǿŜǊŜ ŎƻŘŜŘ ǘƻ ǘƘŜ /CLw ŎƻƴǎǘǊǳŎǘǎ ά/ƻǎǘέ όмнκмтύΣ 

άwŜƭŀǘƛǾŜ !ŘǾŀƴǘŀƎŜέ όммκмтύ ŀƴŘ ά9ȄǘŜǊƴŀƭ tƻƭƛŎƛŜǎ ŀƴŘ LƴŎŜƴǘƛǾŜǎέ όмнκмтύΦ Barriers 

ǊŜƭŀǘƛƴƎ ǘƻ ά/ƻǎǘέ όƛΦŜΦ Ŏƻǎt of the intervention) included the general cost of menu labelling, 

nutritional analysis, changing menu/displays, printing nutrition information, hiring 

consultants/appointing advisors, purchasing nutrition analysis software, staff time in 

implementation and finally, the cost of training staff. .ŀǊǊƛŜǊǎ ǊŜƭŀǘƛƴƎ ǘƻ άwŜƭŀǘƛǾŜ 

!ŘǾŀƴǘŀƎŜέ όƛΦŜΦ όŘƛǎύŀŘǾŀƴǘŀƎŜ ƻŦ ƛƳǇƭŜƳŜƴǘƛƴƎ ƛƴǘŜǊǾŜƴǘƛƻƴ ŎƻƳǇŀǊŜŘ ǘƻ ŀƭǘŜǊƴŀǘƛǾŜύ 

included reduced sales/profitability, loss of flexibility/creativity, customer loss, negative 

impact on image/brand and lack of economic return on time investment. Barriers relating to 

ά9ȄǘŜǊƴŀƭ tƻƭƛŎƛŜǎ ŀƴŘ LƴŎŜƴǘƛǾŜǎέ όƛΦŜΦ external policies to spread intervention) included 
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absence of legislation, lack of monitoring and enforcement, lack of guidelines, fears of 

liability due to inaccurate information and perceived excessive bureaucratic burdens on 

businesses. 

Frequently reported barriers were also coded to the CFIR construct άwŜŀŘƛƴŜǎǎ ŦƻǊ 

LƳǇƭŜƳŜƴǘŀǘƛƻƴέ όмнκмтύ. ¦ƴŘŜǊ άwŜŀŘƛƴŜǎǎ ŦƻǊ LƳǇƭŜƳŜƴǘŀǘƛƻƴέΣ commonly reported 

barriers were coded to the sub-ŎƻƴǎǘǊǳŎǘǎ ά!ǾŀƛƭŀōƭŜ wŜǎƻǳǊŎŜǎέ όмлκмтύ ŀƴŘ ά!ŎŎŜǎǎ ǘƻ 

YƴƻǿƭŜŘƎŜ ŀƴŘ LƴŦƻǊƳŀǘƛƻƴέ όмлκмтύΦ .ŀǊǊƛŜǊǎ ǊŜƭŀǘƛƴƎ ǘƻ ά!ǾŀƛƭŀōƭŜ wŜǎƻǳǊŎŜǎέ όƛΦŜΦ 

available resources within the organisation) included lack of time, lack of money, limited 

staff and short-ǘŜǊƳ ōǳƛƭŘƛƴƎ ƭŜŀǎŜΦ .ŀǊǊƛŜǊǎ ǊŜƭŀǘƛƴƎ ǘƻ ά!ŎŎŜǎǎ ǘƻ YƴƻǿƭŜŘƎŜ ŀƴŘ 

LƴŦƻǊƳŀǘƛƻƴέ όƛΦŜΦ ŀŎŎŜǎǎ ǘƻ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴύ ǿƛǘƘƛƴ ǘƘŜ 

implementing food service business included lack of nutrition expertise in the organisation, 

challenges in acquiring nutrition information, lack of reliable nutrition information, lack of 

training and support, lack of nutrition analysis software and difficulties with business 

systems. There were also barriers to ΨŀŎŎŜǎǎƛƴƎ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ƛƴŦƻǊƳŀǘƛƻƴΩ ŦǊƻƳ ŀƎŜƴŎƛŜǎ 

external to the food service businesses, which included difficulty in obtaining information 

from suppliers/health agencies, discrepancy in nutrition information obtained from 

suppliers and excessive information provided by health agencies. 

 

4.2.5. Facilitators  

The most commonly reported facilitators were coded to the CFIR constructs 

άwŜƭŀǘƛǾŜ !ŘǾŀƴǘŀƎŜέ ƻŦ ƳŜƴǳ ƭŀōŜƭƭƛƴƎ όмрκмтύ ŀƴŘ ά/ƻƴǎǳƳŜǊ bŜŜŘǎ ŀƴŘ wŜǎƻǳǊŎŜǎέ 

όмнκмтύΦ CŀŎƛƭƛǘŀǘƻǊǎ ǊŜƭŀǘƛƴƎ ǘƻ άwŜƭŀǘƛǾŜ !ŘǾŀƴǘŀƎŜέ ƛƴŎƭǳŘŜŘ ǇŜǊŎŜƛǾŜŘ ōŜƴŜŦƛǘǎ ƻŦ ƳŜƴǳ 

labelling for participating businesses, improved business image/reputation, 

attracting/retaining customers, increased sales/profitability, cost saving, increased customer 

trust/confidence, opportunity for better customer service, opportunity for 

creativity/learning, menu labelling as a marketing tool, building relationships with health 

ŀǳǘƘƻǊƛǘƛŜǎΦ CŀŎƛƭƛǘŀǘƻǊǎ ǊŜƭŀǘƛƴƎ ǘƻ ά/ƻƴǎǳƳŜǊ bŜŜŘǎ ŀƴŘ wŜǎƻǳǊŎŜǎέ ƛƴŎƭǳŘŜŘ ŎƻƴǎǳƳŜǊ 

demand for/interest in menu labelling, providing nutrition information to customers, 

enabling informed food choices, providing a consistent menu labelling scheme for 

customers and improving customer health. 
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CǊŜǉǳŜƴǘƭȅ ŎƛǘŜŘ ŦŀŎƛƭƛǘŀǘƻǊǎ ǿŜǊŜ ŀƭǎƻ ŎƻŘŜŘ ǘƻ ǘƘŜ /CLw ŎƻƴǎǘǊǳŎǘ άwŜŀŘƛƴŜǎǎ ŦƻǊ 

ImplŜƳŜƴǘŀǘƛƻƴέ όмлκмтύΦ aƻǊŜ ǎǇŜŎƛŦƛŎŀƭƭȅΣ ǿƛǘƘƛƴ ǘƘŜ ŎƻƴǎǘǊǳŎǘ άwŜŀŘƛƴŜǎǎ ŦƻǊ 

LƳǇƭŜƳŜƴǘŀǘƛƻƴέΣ ŦǊŜǉǳŜƴǘƭȅ ǊŜǇƻǊǘŜŘ ŦŀŎƛƭƛǘŀǘƻǊǎ ǿŜǊŜ ŎƻŘŜŘ ǘƻ ǘƘŜ ǎǳō-ŎƻƴǎǘǊǳŎǘ ά!ŎŎŜǎǎ 

ǘƻ YƴƻǿƭŜŘƎŜ ŀƴŘ LƴŦƻǊƳŀǘƛƻƴέ όмлκмтύΦ CŀŎƛƭƛǘŀǘƻǊǎ ǊŜƭŀǘƛƴƎ ǘƻ ά!ŎŎŜǎǎ ǘƻ YƴƻǿƭŜŘƎŜ ŀƴŘ 

IƴŦƻǊƳŀǘƛƻƴέ ǿƛǘƘƛƴ ǘƘŜ ƛƳǇƭŜƳŜƴǘƛƴƎ ŦƻƻŘ ǎŜǊǾƛŎŜ ōǳǎƛƴŜǎǎ ƛƴŎƭǳŘŜŘ staff training and 

support, access to information, access to (user-friendly) nutrition analysis software and 

access to an in-house technician. ¢ƘŜǊŜ ǿŜǊŜ ŀƭǎƻ ŦŀŎƛƭƛǘŀǘƻǊǎ ǘƻ ΨŀŎŎŜǎǎƛƴƎ ƪƴƻwledge and 

ƛƴŦƻǊƳŀǘƛƻƴΩ ŦǊƻƳ ŀƎŜƴŎƛŜǎ ŜȄǘŜǊƴŀƭ ǘƻ ǘƘŜ ŦƻƻŘ ǎŜǊǾƛŎŜ ōǳǎƛƴŜǎǎŜǎΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜŘ access to 

knowledge and information from designers/professionals/health agencies/suppliers, access 

to user-friendly (approved) nutrition analysis software from health agencies and access to 

training from professionals/health agencies
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Table 2. Summary of perceived barriers and facilitators to implementation of menu labelling coded to the CFIR   

CFIR Domain CFIR Construct CFIR sub-construct Studies that identified facilitators Studies that identified barriers 

Intervention 

Characteristics 

Intervention source  (Clegg S, Jordan E, & Slade Z, 2009; Geaney F et al., 2015; Toronto Public Health, 

2015) 

No data 

Evidence strength and 

quality  

 (Ottawa Public Health, 2013; Ray K, Clegg S, Davidson R, & Vegeris S, 2013) (Food Safety Authority of Ireland [FSAI], 2012a; Mah et al., 2013; Ottawa Public 

Health, 2013) 

Relative advantage  (Almanza, Nelson, & Chai, 1997; Britt, Frandsen, Leng, Evans, & Pulos, 2011; 

Clegg S et al., 2009; Din, Zahari, Othman, & Abas, 2012; Food Safety Authority of 

Ireland [FSAI], 2012a; Geaney F et al., 2015; Jeong JY et al., 2015; Maestro & 

Salay, 2008; Mah et al., 2013; Ottawa Public Health, 2013; Ray K et al., 2013; 

Roodenburg et al., 2013; Toronto Public Health, 2015; Vyth et al., 2012; Zick, 

Wake, & Reeves, 2010) 

(Almanza et al., 1997; Britt et al., 2011; Clegg S et al., 2009; Din et al., 2012; 

Food Safety Authority of Ireland [FSAI], 2012a; Geaney F et al., 2015; Mah et al., 

2013; Ottawa Public Health, 2013; Ray K et al., 2013; Shupe E, 2013; Zick et al., 

2010) 

Adaptability  No data No data 

Trialability  No data No data 

Complexity  No data (Clegg S et al., 2009; Food Safety Authority of Ireland [FSAI], 2012a; Geaney F et 

al., 2015; Ottawa Public Health, 2013; Ray K et al., 2013; Shupe E, 2013; Toronto 

Public Health, 2015; Zick et al., 2010) 

Design quality and 

packaging 

 (Britt et al., 2011; Ray K et al., 2013) (Clegg S et al., 2009; Din et al., 2012; Food Safety Authority of Ireland [FSAI], 

2012a; Geaney F et al., 2015) 

 Cost  
 

 (Geaney F et al., 2015) (Almanza et al., 1997; Clegg S et al., 2009; Din et al., 2012; Food Safety Authority 

of Ireland [FSAI], 2012a; Geaney F et al., 2015; Jeong JY et al., 2015; Logue et al., 

2013; Maestro & Salay, 2008; Mah et al., 2013; Ottawa Public Health, 2013; Ray 

K et al., 2013; Shupe E, 2013) 

Outer Setting Consumer needs and 

resources 

 (Britt et al., 2011; Clegg S et al., 2009; Din et al., 2012; Food Safety Authority of 

Ireland [FSAI], 2012a; Geaney F et al., 2015; Jeong JY et al., 2015; Logue et al., 

2013; Mah et al., 2013; Ottawa Public Health, 2013; Ray K et al., 2013; 

Roodenburg et al., 2013; Toronto Public Health, 2015) 

(Britt et al., 2011; Clegg S et al., 2009; Din et al., 2012; Food Safety Authority of 

Ireland [FSAI], 2012a; Geaney F et al., 2015; Jeong JY et al., 2015; Maestro & 

Salay, 2008; Mah et al., 2013; Ottawa Public Health, 2013; Ray K et al., 2013; 

Roodenburg et al., 2013; Shupe E, 2013; Toronto Public Health, 2015; Zick et al., 

2010) 

 Cosmopolitanism  (Clegg S et al., 2009; Geaney F et al., 2015) No data 

 Peer pressure  (Britt et al., 2011; Clegg S et al., 2009; Geaney F et al., 2015; Jeong JY et al., 

2015; Mah et al., 2013; Ray K et al., 2013; Roodenburg et al., 2013; Toronto 

Public Health, 2015) 

(Geaney F et al., 2015) 

 External policy and 

incentives 
 

 (Britt et al., 2011; Clegg S et al., 2009; Din et al., 2012; Geaney F et al., 2015; 

Jeong JY et al., 2015; Ottawa Public Health, 2013; Ray K et al., 2013; Toronto 

Public Health, 2015; Vyth et al., 2012) 
 

(Almanza et al., 1997; Clegg S et al., 2009; Din et al., 2012; Food Safety Authority 

of Ireland [FSAI], 2012a; Geaney F et al., 2015; Jeong JY et al., 2015; Maestro & 

Salay, 2008; Mah et al., 2013; Ottawa Public Health, 2013; Ray K et al., 2013; 

Shupe E, 2013; Zick et al., 2010) 
 

Inner Setting Structural 

characteristics 

 (Food Safety Authority of Ireland [FSAI], 2012a; Geaney F et al., 2015; Mah et al., 

2013; Ray K et al., 2013; Roodenburg et al., 2013) 

(Food Safety Authority of Ireland [FSAI], 2012a; Geaney F et al., 2015; Maestro & 

Salay, 2008; Ottawa Public Health, 2013; Ray K et al., 2013; Toronto Public 

Health, 2015) 

 Networks and 

communications 

 (Zick et al., 2010) No data 
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 Culture  No data No data 

 Implementation climate     

  Tension for change No data (Din et al., 2012; Food Safety Authority of Ireland [FSAI], 2012a; Geaney F et al., 

2015; Ottawa Public Health, 2013; Shupe E, 2013) 

  Compatibility (Almanza et al., 1997; Clegg S et al., 2009; Geaney F et al., 2015; Jeong JY et al., 

2015; Mah et al., 2013; Ottawa Public Health, 2013; Ray K et al., 2013; Shupe E, 

2013; Toronto Public Health, 2015)  

(Almanza et al., 1997; Clegg S et al., 2009; Food Safety Authority of Ireland 

[FSAI], 2012a; Geaney F et al., 2015; Jeong JY et al., 2015; Maestro & Salay, 

2008; Mah et al., 2013; Ottawa Public Health, 2013; Ray K et al., 2013; Shupe E, 

2013; Toronto Public Health, 2015; Zick et al., 2010) 

  Relative priority No data (Geaney F et al., 2015; Mah et al., 2013; Ottawa Public Health, 2013; Ray K et al., 

2013; Shupe E, 2013; Toronto Public Health, 2015) 

  Incentives and 

rewards  

No data (Ottawa Public Health, 2013) 

  Goals and feedback (Almanza et al., 1997; Geaney F et al., 2015; Jeong JY et al., 2015) 

 

(Almanza et al., 1997; Britt et al., 2011; Clegg S et al., 2009; Din et al., 2012; 

Geaney F et al., 2015; Mah et al., 2013; Ottawa Public Health, 2013; Shupe E, 

2013; Zick et al., 2010) 

  Learning climate No data No data 

 Readiness for 
implementation 

   

  Leadership support (Geaney F et al., 2015; Ottawa Public Health, 2013) No data 

  Available resources (Food Safety Authority of Ireland [FSAI], 2012a; Ottawa Public Health, 2013; Ray 

K et al., 2013) 

(Almanza et al., 1997; Clegg S et al., 2009; Din et al., 2012; Food Safety Authority 

of Ireland [FSAI], 2012a; Geaney F et al., 2015; Jeong JY et al., 2015; Ottawa 

Public Health, 2013; Ray K et al., 2013; Shupe E, 2013; Toronto Public Health, 

2015)  

  Access to 

knowledge and 

information 

(Britt et al., 2011; Clegg S et al., 2009; Food Safety Authority of Ireland [FSAI], 

2012a; Geaney F et al., 2015; Maestro & Salay, 2008; Ottawa Public Health, 

2013; Ray K et al., 2013; Roodenburg et al., 2013; Toronto Public Health, 2015; 

Zick et al., 2010) 
 

(Almanza et al., 1997; Clegg S et al., 2009; Geaney F et al., 2015; Jeong JY et al., 

2015; Logue et al., 2013; Maestro & Salay, 2008; Ottawa Public Health, 2013; 

Ray K et al., 2013; Shupe E, 2013; Toronto Public Health, 2015) 
 

Characteristics 

of Individuals 

Knowledge and beliefs   (Britt et al., 2011; Geaney F et al., 2015; Ray K et al., 2013) (Almanza et al., 1997; Food Safety Authority of Ireland [FSAI], 2012a; Logue et 

al., 2013; Ottawa Public Health, 2013; Shupe E, 2013; Toronto Public Health, 

2015) 

Self-efficacy  No data No data 

Individual stage of 

change 

 No data 

 

No data 

 

 Individual identification 

with food business 

 No data 

 

No data 

 

 Other personal 

attributes 
 

 (Shupe E, 2013) (Shupe E, 2013; Toronto Public Health, 2015) 

Process Planning  No data No data 

 Engaging  (Ray K et al., 2013) No data 

  Opinion leaders (Clegg S et al., 2009) No data 



 

 
  

5
1 

  Formally appointed 

internal 

implementation 

leaders 

No data No data 

  Champions No data No data 

 

  External change 

agents 

(Britt et al., 2011; Clegg S et al., 2009; Food Safety Authority of Ireland [FSAI], 

2012a; Geaney F et al., 2015; Ottawa Public Health, 2013; Ray K et al., 2013; 

Toronto Public Health, 2015)  

(Geaney F et al., 2015; Ray K et al., 2013; Toronto Public Health, 2015) 

 Executing  No data (Geaney F et al., 2015; Jeong JY et al., 2015; Ottawa Public Health, 2013) 

 Reflecting and 

evaluating 

 (Vyth et al., 2012) No data 
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Table 3. Summary of new constructs generated inductively from the data   

 

4.2.6. Construct relationships 

Relationships between constructs, within and/or across domains, were evident in 14 

out of 17 studies; where one or more constructs facilitated and/or hindered one or more 

ŀŘŘƛǘƛƻƴŀƭ ŎƻƴǎǘǊǳŎǘǎΦ CƻǊ ŜȄŀƳǇƭŜΣ ōŜƛƴƎ ǇŀǊǘ ƻŦ ŀ ƭŀǊƎŜ ŦǊŀƴŎƘƛǎŜ όƛΦŜΦ ά{ǘǊǳŎǘǳǊŀƭ 

/ƘŀǊŀŎǘŜǊƛǎǘƛŎǎέύ ŦŀŎƛƭƛǘŀǘŜŘ ŀŎŎŜǎǎ ǘƻ ǎǘŀƴŘŀǊŘƛǎŜŘ ǊŜŎƛǇŜǎ ŀƴŘ ƛƴŦƻǊƳŀǘƛƻƴ όƛΦŜΦ 

ά/ƻƳǇŀǘƛōƛƭƛǘȅέ ŀƴŘ ά!ŎŎŜǎǎ ǘƻ YƴƻǿƭŜŘƎŜ ŀƴŘ LƴŦƻǊƳŀǘƛƻƴέύ (Ray K et al., 2013) . In 5 out of 

17 studies, there was a relationship between the barriers encountered and the way the 

intervention was tailored or may be tailored for future scale. For example, in response to 

ƭƛŀōƛƭƛǘȅ ŎƻƴŎŜǊƴǎ ŘǳŜ ǘƻ ƛƴŀŎŎǳǊŀǘŜ ƴǳǘǊƛǘƛƻƴŀƭ ƛƴŦƻǊƳŀǘƛƻƴ όƛΦŜΦ ά9ȄǘŜǊƴŀƭ tƻƭƛŎȅ ŀƴŘ 

LƴŎŜƴǘƛǾŜǎέύΣ ōǳǎƛƴŜǎǎŜǎ ƛƴŎƭǳŘŜŘ ŀ ŎŀǾŜŀǘ ƻƴ ǘƘŜƛǊ ƳŜƴǳǎ ǎǘŀǘƛƴƎ ǊŜŀǎƻƴǎ ŦƻǊ ǇƻǎǎƛōƭŜ 

variation from staǘŜŘ ǾŀƭǳŜǎ όƛΦŜΦ ά!ŘŀǇǘƛƴƎ ǘƘŜ LƴǘŜǊǾŜƴǘƛƻƴέύ (Clegg S et al., 2009). Another 

example includes a perceived lack of consumer knowledge and non-user friendly menu 

ƭŀōŜƭǎ όƛΦŜΦ ά/ƻƴǎǳƳŜǊ bŜŜŘǎ ŀƴŘ wŜǎƻǳǊŎŜǎέ ŀƴŘ ά5ŜǎƛƎƴ vǳŀƭƛǘȅ ŀƴŘ tŀŎƪŀƎƛƴƎύ ǿƘƛŎƘ ƭŜŘ 

CFIR 

Domain 

New Construct Studies that identified facilitators Studies that identified barriers 

Outer 

Setting 

 

Media & societal pressure (Britt et al., 2011; Jeong JY et al., 2015) 

 

No data 

Economic climate No data (Food Safety Authority of Ireland [FSAI], 

2012a; Ottawa Public Health, 2013; Ray K 

et al., 2013) 

Educational system (Geaney F et al., 2015; Ray K et al., 2013) No data 

 

Process Engaging: internal key 

stakeholders  

 

(Clegg S et al., 2009)   (Almanza et al., 1997; Clegg S et al., 2009; 

Geaney F et al., 2015; Ottawa Public 

Health, 2013; Ray K et al., 2013; Shupe E, 

2013) 

 Engaging: external key 

stakeholders  

 

(Food Safety Authority of Ireland [FSAI], 

2012a; Ray K et al., 2013) 

 

(Almanza et al., 1997; Clegg S et al., 2009; 

Geaney F et al., 2015; Ottawa Public 

Health, 2013; Ray K et al., 2013; Shupe E, 

2013; Toronto Public Health, 2015) 

 Adapting the organisation 

 

 

(Geaney F et al., 2015; Ray K et al., 2013; 

Zick et al., 2010) 

No data 

 

 Adapting the intervention (Britt et al., 2011; Clegg S et al., 2009; Din 

et al., 2012; Food Safety Authority of 

Ireland [FSAI], 2012a; Geaney F et al., 

2015; Ottawa Public Health, 2013; Shupe 

E, 2013; Zick et al., 2010) 

No data 

 Trialing (Ray K et al., 2013) No data  

 Scaling up (Clegg S et al., 2009; Ray K et al., 2013) No data 
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businesses to recommend a consumer education campaign to be rolled out alongside future 

ƳŜƴǳ ƭŀōŜƭƭƛƴƎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ όƛΦŜΦ ά!ŘŀǇǘƛƴƎ ǘƘŜ LƴǘŜǊǾŜƴǘƛƻƴέύΦ CƻǊ ƳƻǊŜ ŘŜǘŀƛƭŜŘ 

information on construct relationships, including illustrative quotes and reference studies, 

see Appendix B5.  

 

4.2.7. Framework revision  

The adapted framework maintained many of the elements of the CFIR but a number 

of (sub)constructs with no supporting data were removed and newly developed constructs 

incorporated. For clarity and ease of understanding, the barriers and facilitators to 

implementation of menu labelling interventions are illustrated separately in Figure 9 and 10, 

respectively. The adapted framework, consisting of the five original CFIR domains, also 

ƛƭƭǳǎǘǊŀǘŜǎ ǘƘŜ ǊŜƭŀǘƛƻƴǎƘƛǇ ōŜǘǿŜŜƴ ǘƘŜǎŜ ŘƻƳŀƛƴǎΤ ǘƘǊŜŜ ŘƻƳŀƛƴǎ όƛΦŜΦ άLƴǘŜǊǾŜƴǘƛƻƴ 

/ƘŀǊŀŎǘŜǊƛǎǘƛŎǎέΣ άLƴŘƛǾƛŘǳŀƭ /ƘŀǊŀŎǘŜǊƛǎǘƛŎǎέ ŀƴŘ άtǊƻŎŜǎǎέύ ŀǊŜ ƴŜǎǘŜŘ ǿƛǘƘƛƴ ǘƘŜ 

άhǊƎŀƴƛǎŀǘƛƻƴ /ƘŀǊŀŎǘŜǊƛǎǘƛŎǎέ ŘƻƳŀƛƴΣ ǿƘƛƭŜ ǘƘŜ άhǊƎŀƴƛǎŀǘƛƻƴ /ƘŀǊŀŎǘŜǊƛǎǘƛŎǎέ ƛǎ ƴŜǎǘŜŘ 

ǿƛǘƘƛƴ ǘƘŜ άhǳǘŜǊ {ŜǘǘƛƴƎέ ŘƻƳŀƛƴΦ ¢Ƙƛǎ ŘŜǇƛŎǘƛƻƴ ǊŜŦƭŜŎǘǎ ǘƘŜ ƛƴŦƭǳŜƴŎŜ ƻŦ ǘƘŜ ŜȄǘŜǊƴŀƭ 

context (e.g. legislation, economy, consumers) on the internal setting of food service 

businesses (e.g. ways of working, perception of importance of implementing menu labelling) 

and subsequently, their contribution to shaping positive or negative perceptions of the 

menu labelling intervention itself (e.g. perceived benefits of menu labelling compared to an 

alternative), the individuals involved in implementation (e.g. their knowledge and beliefs 

about menu labelling) and the process involved in implementation (e.g. refining workflows 

to accommodate menu labelling, engaging relevant stakeholders).  

 

4.2.8. Sensitivity analysis 

Sensitivity analysis showed the adapted framework was sensitive to a number of 

factors including study methodology, quality and study location. While all overarching 

domains were not sensitive to study methodology or quality, the following domains were 

sensitive to study locatioƴΥ άLƴƴŜǊ {ŜǘǘƛƴƎέΣ ά/ƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ LƴŘƛǾƛŘǳŀƭǎέ ŀƴŘ άtǊƻŎŜǎǎέ 

(illustrated in Figure 9 and 10). None of these domains contained all eight categories of 
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ǎǘǳŘȅ ƭƻŎŀǘƛƻƴΦ /ƻƴǎǘǊǳŎǘǎ ŎƻƳƳƻƴ ǘƻ ŀƭƭ ǎǘǳŘȅ ƭƻŎŀǘƛƻƴǎ ƛƴŎƭǳŘŜŘΥ άwŜƭŀǘƛǾŜ !ŘǾŀƴǘŀƎŜέΣ 

ά/ƻƴǎǳƳŜǊ bŜŜŘǎ ϧ wŜǎƻǳǊŎŜǎέ ŀƴŘ ά9ȄǘŜǊƴŀƭ tƻƭƛŎȅ ϧ LƴŎŜƴǘƛǾŜǎέΦ CƻǊ ƳƻǊŜ ŘŜǘŀƛƭŜŘ 

results of the sensitivity analysis, see Appendix B6. No constructs or domains were removed 

from the adapted framework based on the sensitivity analysis undertaken. 

 

 

Figure 9. AdaptŜŘ Ψ/ƻƴǎƻƭƛŘŀǘŜŘ CǊŀƳŜǿƻǊƪ ŦƻǊ LƳǇƭŜƳŜƴǘŀǘƛƻƴ wŜǎŜŀǊŎƘΩ ƻŦ ǘƘŜ ōŀǊǊƛŜǊǎ ǘƻ 
implementing menu labelling interventions across multiple levels 

Outer Setting = external environment to food service businesses; Organisation Characteristics = internal environment of food service 
businesses; Intervention Characteristics = features of menu labelling intervention; Individual Characteristics = characteristics of 
individuals within food service businesses; Process = process of implementing menu labelling intervention. 
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Figure 10.  !ŘŀǇǘŜŘ Ψ/ƻƴǎƻƭƛŘŀǘŜŘ CǊŀƳŜǿƻǊƪ ŦƻǊ LƳǇƭŜƳŜƴǘŀǘƛƻƴ wŜǎŜŀǊŎƘΩ ƻŦ ǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊǎ ǘƻ 
implementing menu labelling interventions across multiple levels 

Outer Setting = external environment to food service businesses; Organisation Characteristics = internal environment of food service 
businesses; Intervention Characteristics = features of menu labelling intervention; Individual Characteristics = characteristics of 
individuals within food service businesses; Process = process of implementing menu labelling intervention.
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4.3. DISCUSSION 

The review identified a range of perceived barriers and facilitators to 

implementation of menu labelling interventions, using an existing conceptual 

implementation framework (i.e. the CFIR) (Damschroder et al., 2009). Factors influencing 

implementation were predominantly related to key characteristics of the menu labelling 

intervention as well as factors operating within the inner setting of food service businesses 

and external context of food service businesses. Multiple cases of dissonance (i.e. 

contradictory views) were also evident in the review findings, with many a priori and new 

constructs acting simultaneously as barriers and facilitators. Furthermore, interrelationships 

between constructs within and across domains were also evident, highlighting the complex 

and dynamic influences at play during implementation. A key output of the review was an 

adapted framework which was constructed to illustrate how factors interact to influence 

implementation effectiveness of menu labelling interventions. 

The structure of the adapted framework (Figure 9 & 10) somewhat reflects some of 

the theories/models underpinning the CFIR (Fixsen, Naoom, Blase, & Friedman, 2005; 

Glisson & Schoenwald, 2005; Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou, 2004; 

Lukas et al., 2007) as well as key organisational theories (Birken, Bunger, et al., 2017). These 

theories/models highlight the influence of the complex interaction between organisations 

and their environment. In particular, organisational theories highlight that optimal 

conditions in the internal setting of organisations can be undermined by changes in the 

ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ŜȄǘŜǊƴŀƭ ŜƴǾƛǊƻƴƳŜƴǘ (Cabana et al., 1999; Hamilton, Mittman, Eccles, 

Hutchinson, & Wyatt, 2015; Shediac-Rizkallah & Bone, 1998; Stirman et al., 2012; Willging et 

al., 2016). Moreover, policy implementation research has emphasised the inherent 

interdependency between factors as well as the crucial importance of context (Nilsen, Ståhl, 

Roback, & Cairney, 2013). In the adapted framework, the food service business is embedded 

in their external environment to reflect the interaction between both. Nested within the 

food service business includes characteristics of individuals involved, features of the menu 

labelling intervention and the process of implementation. This structure confirms prior 

research and theory that implementation success is influenced by multi-level contextual 

factors (i.e. individual, organisational and system-level factors) (Nilsen & Bernhardsson, 

2019; Nilsen et al., 2013). 
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The findings of this review echo propositions of organisational theories which 

suggest implementation is more likely to occur if innovations promote organisational 

survival (Birken, Bunger, et al., 2017; Hannan & Freeman, 1977). For example, organisations 

will implement innovations to comply with accrediting bodies (Birken, Mayer, & Weiner, 

2013), to respond to changing patient needs (Krall et al., 2012) and to offer a valuable 

service to patients (Tsai, 2013). Similarly, in an effort to promote survival, organisations will 

minimise costs; adhere to norms, values and expectations adopted by institutions in their 

environment; develop characteristics that differentiate them from competitors; and 

acquire/maintain resources and autonomy (Hannan & Freeman, 1977). In this review, 

frequently cited factors influencing menu labelling implementation were coded to the CFIR 

όǎǳōύŎƻƴǎǘǊǳŎǘǎΥ ά9ȄǘŜǊƴŀƭ tƻƭƛŎȅ ŀƴŘ LƴŎŜƴǘƛǾŜǎέΣ ά/ƻƴǎǳƳŜǊ bŜŜŘǎ ŀƴŘ wŜǎƻǳǊŎŜǎέΣ άtŜŜǊ 

tǊŜǎǎǳǊŜέΣ ά/ƻƳǇŀǘƛōƛƭƛǘȅέΣ ά!ǾŀƛƭŀōƭŜ wŜǎƻǳǊŎŜǎέΣ άwŜƭŀǘƛǾŜ !ŘǾŀƴǘŀƎŜέ ŀƴŘ ά/ƻǎǘέΦ 

Many theories underpinning the CFIR have focused on implementation of clinical 

innovations in healthcare and mental health settings; thus, the application of the CFIR to a 

public health intervention (i.e. menu labelling) in the food service setting may explain the 

absence of a priori constructs in the data and the addition of new constructs. In particular, 

ŎƻƴǎǘǊǳŎǘǎ ǳƴŘŜǊ ǘƘŜ ά/ƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ LƴŘƛǾƛŘǳŀƭǎέ ŘƻƳŀƛƴ ǿŜǊŜ ƛƴŦǊŜǉǳŜƴǘƭȅ ŎƻŘŜŘΦ ¢Ƙƛǎ 

may ōŜ ŘǳŜ ǘƻ /CLwΩǎ ǇǊŜŘƻƳƛƴŀǘŜ ŦƻŎǳǎ ƻƴ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ŀǘ ƻǊƎŀƴƛǎŀǘƛƻƴ 

and system levels rather than individual level. Thus, the CFIR may not provide sufficient 

individual-level constructs and operationalisation of these to assist with coding. Newly 

ŘŜǾŜƭƻǇŜŘ ŎƻƴǎǘǊǳŎǘǎ ǘƘŀǘ ǿŜǊŜ ŦǊŜǉǳŜƴǘƭȅ ŎƻŘŜŘ όƛΦŜΦ ά9ƴƎŀƎƛƴƎΥ ƛƴǘŜǊƴŀƭ ƪŜȅ ǎǘŀƪŜƘƻƭŘŜǊǎέ 

ŀƴŘ ά9ƴƎŀƎƛƴƎΥ ŜȄǘŜǊƴŀƭ ƪŜȅ ǎǘŀƪŜƘƻƭŘŜǊǎέύ ŀǊŜ ƛƴ ƭƛƴŜ ǿƛǘƘ ǇǊƻǇƻǎŜŘ ŎƘŀƴƎŜǎ ŦƻǊ ǘƘŜ ǎŜŎƻƴŘ 

version of the CFIR, which will include the sub-ŎƻƴǎǘǊǳŎǘ ά9ƴƎŀƎƛƴƎΥ ƪŜȅ ǎǘŀƪŜƘƻƭŘŜǊǎέ ǳƴŘŜǊ 

ǘƘŜ άtǊƻŎŜǎǎέ ŘƻƳŀƛƴ (CFIR Research Team, 2022). 

 

4.3.1. Implications and recommendations for practice, policy, and research 

Our identification of the influential factors in the implementation of menu labelling 

can help guide policy/decision makers in selecting and tailoring implementation strategies 

(Powell et al., 2019a; Proctor, Powell, & McMillen, 2013). The Expert Recommendations for 

Implementing Change (ERIC) project provides a taxonomy of discrete implementation 
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strategies that can be used in isolation or in combination to target factors influencing 

implementation at different levels (Powell et al., 2015). More recently, the CFIR-ERIC 

Implementation Strategy Matching Tool has been developed to match ERIC implementation 

strategies to address CFIR-based barriers (Waltz, Powell, Fernández, Abadie, & 

Damschroder, 2019). Despite being a useful starting point, this tool should be used with 

caution due to the lack of consensus on which ERIC strategies best address CFIR-based 

contextual barriers (Waltz et al., 2019). Nevertheless, the tool can be used alongside 

implementation mapping (Fernandez et al., 2019), a systematic and rigorous approach 

based on intervention mapping (Bartholomew Eldredge et al., 2016; Powell et al., 2017), to 

help further develop or identify strategies to address contextual determinants of menu 

labelling implementation. 

One strategy recommended by food businesses is the development of a convincing 

ōǳǎƛƴŜǎǎ ŎŀǎŜ ŦƻǊ ƳŜƴǳ ƭŀōŜƭƭƛƴƎΣ ŦǊŀƳƛƴƎ ǘƘŜ ΨǊŜƭŀǘƛǾŜ ŀŘǾŀƴǘŀƎŜΩ ƻŦ ƳŜƴǳ ƭŀōŜƭƭƛƴƎ ƛƴ ƻǊŘŜǊ 

to attract food businesses (Ray K et al., 2013). Studies suggest food businesses are willing to 

overcome perceived barriers (e.g. cost, standardising recipes) in order to obtain the 

perceived benefits (e.g. improved business image, attracting customers) (Geaney F et al., 

2015; Ray K et al., 2013; Toronto Public Health, 2015). Moreover, there are potential cost-

saving implications from menu labelling (via removing ingredients and standardising 

recipes/serving sizes) that may attract food businesses (Ray K et al., 2013; Toronto Public 

Health, 2015). While research shows menu labelling effects consumer behaviour (Crockett 

et al., 2018; Shangguan et al., 2019), the review findings suggest food businesses rely more 

on evidence from consumers/business activity than scientific research. Despite their being 

evidence of public support for menu labelling (FSAI, 2012a; Mah et al., 2013; Morley, 

Martin, Niven, & Wakefield, 2012), further efforts are required to engage consumers in 

order to increase uptake and demand (e.g. through consumer education mass media 

campaigns) (Farrell, Moore, Warin, & Street, 2019; Thow, Jones, Schneider, & Labonté, 

2019). 

In the review, a commonly reported facilitator and recommendation was that of 

adaptation. Food businesses adapted or recommended adapting the menu labelling 

intervention to help overcome perceived barriers (e.g. lack of consumer understanding, 

limited space on menus). While adaptation can be viewed as a key step in the 
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implementation process (Wang et al., 2016; Wang, Norris, & Bero, 2018), the risk of 

compromising fidelity to core intervention components and potentially reducing the effects 

needs to be considered (Escoffery et al., 2018). Few of the included studies adequately 

reported on the intervention components of their menu labelling scheme; thus future 

studies should report on same using the Template for Intervention Description and 

Replication in Population Health and Policy interventions (TIDieR-PHP) checklist (Campbell 

et al., 2018). Moreover, research should investigate how menu labelling interventions can 

be effectively adapted to different contexts (e.g. large chain versus small independently-

owned restaurants) without jeopardising core intervention components and effect size. 

Another prominent barrier and facilitator was that of policy/legislation relating to 

menu labelling. Food businesses reported adopting menu labelling in response to 

mandatory schemes, but not in the absence of same. This finding is in line with key 

propositions of institutional theory, which suggest organisations will implement an 

innovation in response to coercion or strong pressure to comply with rules, mandates or 

regulations (Powell & DiMaggio, 2012). While it is recognised that regulation is required to 

advance public health (Mozaffarian et al., 2018; Swinburn et al., 2019; WCRF International, 

2019), the risk of tokenism, that is the superficial implementation of menu labelling, in 

response to regulation needs to be averted (Powell & DiMaggio, 2012). In the absence of 

monitoring and enforcement, food businesses may present inaccurate nutrition information 

on menus (Huang et al., 2018). This highlights the need for effective mechanisms to be put 

in place to ensure rigorous enforcement alongside regulation (Huang et al., 2018; Raine et 

al., 2017). 

Future studies should determine the phase of implementation relevant to different 

factors. Few implementation models/frameworks, including the CFIR (Damschroder et al., 

2009), recognise that different factors may influence implementation at different points in 

the implementation process (Aarons, Hurlburt, & Horwitz, 2011). Such research may help 

identify factors which manifest or present more prominently at different stages of 

implementation allowing stakeholders to anticipate and address factors in sequence or in 

tandem for effective implementation.  

Future research should investigate the relationships between the determinants. To 

date, many implementation studies have assessed determinants individually, assuming a 
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linear relationship between the determinants and the outcomes (Nilsen, 2015). However, 

there may be a synergistic negative effect between two seemingly minor barriers which 

constitute an important obstacle to effective implementation when they interact (Nilsen, 

2015). Moreover, the nature of the relationship should be examined in future studies. For 

example, interrelationships between factors may break down into more specific types of 

relationships (e.g. leverages/mitigates, engages/disengages). Future research should also 

assess the relative importance of determinants and relationships. Furthermore, this first 

review of the evidence is a starting point from which researchers can test relationships and 

refine the proposed adapted framework. 

Finally, this review adopted a bottom-up policy implementation perspective by 

focusing on the views of direct supply-side stakeholders (i.e. food service staff and 

management), a decision based on this group being key stakeholders in the decision to 

adopt/implement menu labelling (Nilsen et al., 2013). According to public health advocates, 

industry actors should not be involved in nutrition policy development due to concerns over 

conflict of interest; however, they should be involved during implementation (Raine et al., 

2017; Swinburn et al., 2019; Thow et al., 2019; WCRF International, 2019). Interestingly, 

findings from this review suggest intervention source was not a perceived barrier to 

implementation, but a facilitator in a limited number of studies. As implementation of food 

policies (such as menu labelling) are influenced by multiple actors and factors, future 

research should consider the perspective of indirect supply-side stakeholders (i.e. policy-

makers, researchers, public health professionals, food suppliers) as well as demand-side 

stakeholders (i.e. consumers).  

 

4.3.2. Strengths and limitations 

The review incorporated a number of strategies to help minimise the effects of 

meta-bias and to improve overall validity and reliability (McLeroy, Garney, Mayo-Wilson, & 

Grant, 2016; Reid et al., 2015). Firstly, the review included unpublished and grey literature 

to reduce the risk of publication bias. Similarly, no language restrictions were applied, 

thereby reducing the potential for language bias. Furthermore, the risk of selection bias was 

minimised with two independent reviewers performing study selection, data extraction and 
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quality appraisal. Secondly, the PRISMA guidelines were followed when conducting and 

reporting the systematic review (Moher, Liberati, Tetzlaff, Altman, et al., 2009). As with any 

knowledge synthesis, the documentation of the literature search process was imperative to 

ensure transparent and reproducible search methods. Thirdly, as all studies meeting the 

inclusion criteria were included in this review, necessary steps were taken to address 

concerns relating to risk of bias and lack of rigour (e.g. quality assessment, sensitivity 

analysis). Finally, research shows systematic reviews with published protocols have greater 

transparency and tend to be of higher quality than those without published protocols 

(Allers, Hoffmann, Mathes, & Pieper, 2018). Developing and publishing a protocol was an 

important step in helping to reduce bias and strengthen transparency (Stewart, Moher, & 

Shekelle, 2012).  

Despite using comprehensive and rigorous methods in this review, there were 

limitations that must be acknowledged. Firstly, most of the included studies were cross-

sectional; therefore, we cannot state with certainty the factors that represent the most 

important influence. Moreover, the relative importance of different factors and 

relationships is likely to be context dependent. The review found heterogeneity in terms of 

study setting, ranging from small independently owned restaurants to large foodservice 

corporations including chain and franchise restaurants, as well as large catering companies. 

The review also showed many a priori and new constructs acted simultaneously as barriers 

and facilitators, which highlights heterogeneity in the findings. Secondly, determinants of 

implementation were often assessed individually in the included studies; thus, (implicitly) 

assuming a linear relationship between the determinants and the outcomes. Therefore, the 

full extent of relationships between individual barriers and facilitators may not be captured 

in the primary studies. Thirdly, the majority of studies used questionnaires/surveys which 

are subject to bias due to the reǎŜŀǊŎƘŜǊΩǎ ǎŜƭŜŎǘƛƻƴ ƻŦ ŘŜǘŜǊƳƛƴŀƴǘǎ ŀƴŘ ǎƻ ǎǘǳŘƛŜǎ Ƴŀȅ ƴƻǘ 

have captured all relevant barriers and facilitators. Fourthly, included studies often failed to 

distinguish between actual barriers and facilitators experienced and those perceived to 

exist. The review findings may place equal importance on all determinants, although 

perceived importance of particular factors may not correspond with actual importance. 

Finally, despite undertaking and reporting on quality appraisal and a sensitivity analysis, all 
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studies were synthesised equally in order to provide a literature summary. Therefore, 

evidence from studies may have been given undue weight and others underemphasised.  

 

4.4. CONCLUSION 

This systematic review generates an adapted CFIR framework for understanding 

implementation of menu labelling interventions. The adapted framework highlights that 

implementation of menu labelling is influenced by multiple interdependent factors, 

particularly related to the external context of food businesses (e.g. consumers, legislation), 

internal setting of food businesses (e.g. compatibility, available information and resources) 

and features of the menu labelling intervention (e.g. perceived benefits, cost). The findings 

can be used by researchers and practitioners to develop, select, tailor and test strategies to 

address barriers that impede implementation and to leverage facilitators that assist with 

implementation effort. Future research should build on this work in order to assess the 

relative importance of determinants and relationships. 

 

4.5. IMPLICATIONS FOR THE THESIS 

 The review findings on menu labelling determinants informed the selection of CFIR 

constructs to guide data collection in the next phase of research which examined the factors 

influencing fidelity to a calorie posting policy in Irish public hospitals (Chapter 5). This 

approach has been recommended by Damschroder and colleagues (2009), where the CFIR 

should not be applied wholesale in each study but rather relevant constructs (e.g. those 

identified in the systematic review) are used to guide data collection. This may limit the 

duration of interviews to a reasonable time period and enable more in-depth discussion on 

relevant constructs (Damschroder & Lowery, 2013). This approach of using relevant 

constructs combined with encouraging ƻǇŜƴ ƴŀǊǊŀǘƛƻƴ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ 

experiences to explore the possibility of other constructs and influences was adopted in the 

next phase of the research. 
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CHAPTER 5: METHODS FOR STUDY 2 

5.1. INTRODUCTION 

This chapter describes the methods used for a study, which explores the factors 

influencing fidelity to a calorie posting policy in Irish public hospitals. The study objectives 

were to assess the levels of implementation fidelity to the policy and to identify the 

perceived factors influencing implementation, and in particular, factors specific to fidelity. 

The chapter includes details of any deviations in methods from the published study 

protocol. The published protocol and completed study are presented in Appendices C1 and 

C2, respectively. 

 

5.2. METHODS 

5.2.1. Study design 

¢ƘŜ ǎǘǳŘȅ ŜƳǇƭƻȅŜŘ ŀƴ ŜȄǇƭŀƴŀǘƻǊȅ ǎŜǉǳŜƴǘƛŀƭ ƳƛȄŜŘ ƳŜǘƘƻŘǎ ŘŜǎƛƎƴ όǉǳŀƴǘ Ҧ 

QUAL), with a nested case study for the qualitative component (Guetterman & Fetters, 

2018). Quantitative data on implementation progress were analysed first, while the 

qualitative data were collected and analysed second in sequence. The quantitative results 

provided an initial picture of implementation fidelity across hospitals, while the qualitative 

ŀƴŀƭȅǎƛǎ ǊŜŦƛƴŜŘ ƻǳǊ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ōȅ ŜȄǇƭƻǊƛƴƎ ǎǘŀƪŜƘƻƭŘŜǊǎΩ ǾƛŜǿǎ ƻŦ ǘƘŜ ŦŀŎǘƻǊǎ ǘƘŀǘ 

influenced implementation, and more specifically fidelity. In terms of methods, the 

quantitative and qualitative phases were connected when purposefully selecting cases 

(hospitals) for the nested case study (Fetters, Curry, & Creswell, 2013). Finally, the 

quantitative and qualitative results were integrated during the interpretation of the primary 

outcome, implementation fidelity as indicated by adherence to the HSE Calorie Posting 

Policy in hospital staff canteens (see Figure 11 for a diagram of the mixed methods 

sequential explanatory design). 

In a deviation from the study protocol (Kerins et al., 2019), there were changes to 

the way the study design was described. The study protocol refers to a multiple case study 

design; whereas, the published study describes a mixed methods design. According to 

Guetterman and Fetters (2018), there is a distinction in the literature between a case study 
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(as the parent design) using mixed methods versus a mixed methods study (as the parent 

design) with a nested case study for the follow-up qualitative component (Guetterman & 

Fetters, 2018). Based on this review of the literature, the description of the study design 

was amended to reflect this distinction, where the parent design was mixed methods and 

included a nested case study for the qualitative component. 

The CFIR was used to guide qualitative data collection and analysis. It is a 

comprehensive, meta-theoretical framework which guides systematic assessment of multi-

level influences on implementation (Damschroder et al., 2009; Nilsen, 2015). According to 

Damschroder et al. (2009), the CFIR should not be applied whole-sale to every problem, but 

rather applied to the context of the study. Therefore, the selection of CFIR constructs to 

guide data collection were informed by findings of the systematic review on barriers and 

facilitators to implementation of menu labelling interventions from the food service industry 

perspective (Kerins et al., 2020; see Chapter 4). Ethical approval was obtained from the 

University of Galway (Appendix C3) and the four participating hospitals. The study has been 

reported according to published best practices for mixed methods studies (O'Cathain, 

Murphy, & Nicholl, 2008b) (see Appendix C4). 
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Figure 11. Diagrammatic representation of the mixed methods sequential explanatory 

design 
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5.2.2. Policy description 

In September 2015, the HSE Calorie Posting Policy was introduced to promote 

awareness and increase consumption of healthier food and drink choices amongst HSE staff 

and the visiting public (HSE, 2015c). The policy specified the following four conditions must 

be adhered to in implementing calorie posting: 

¶ Condition 1: Calorie posting is in place for all food and drink items on sale. 

¶ Condition 2: Calorie information ƛǎ ŘƛǎǇƭŀȅŜŘ ŎƭŜŀǊƭȅ ŀǘ ǘƘŜ άǇƻƛƴǘ ƻŦ ŎƘƻƛŎŜέ ŦƻǊ ǘƘŜ 

consumer. 

¶ Condition 3: Calorie information is displayed per standard portion or per meal. 

¶ Condition 4: Information on how many calories an average person needs in a day is 

prominently displayed to help consumers better understand calorie information. 

For more detail on the policy, using the TIDieR-PHP guidelines for intervention 

reporting (Campbell et al., 2018), see Table 4.
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Table 4. Intervention description using the TIDieR-PHP guidelines for intervention reporting (Campbell et al., 2018) 

Goal & Rationale The purpose of the HSE Calorie Posting Policy is to promote awareness of healthier food and drink choices amongst HSE staff and the public using and visiting HSE 

healthcare facilities, by highlighting the calorie content of food and drinks provided in HSE facilities. 

The policy objectives are to:  

¶ create a supportive environment, including health education for patients/service users and staff to adopt healthy eating habits  

¶ encourage increased uptake of healthy food and beverage options at HSE premises  

¶ ensure that the organisation reflects best practice in relation to healthy weight management  

¶ support other initiatives in relation to the broader healthy eating and active living programme  

¶ serve as an exemplar of good practice and encourage other organisations to follow suit 
 

Materials & Training ! Ψ/ŀƭƻǊƛŜ tƻǎǘƛƴƎ ¢ƻƻƭƪƛǘΩ Ƙŀǎ ōŜŜƴ ŘŜǎƛƎƴŜŘ ǘƻ ŀǎǎƛǎǘ ƘƻǎǇƛǘŀƭǎ ǿƘŜƴ implementing the policy (HSE, 2018) and consists of the following: 

¶ ŀ ƎǳƛŘŜƭƛƴŜ ŘƻŎǳƳŜƴǘ ŜƴǘƛǘƭŜŘ ΨDǳƛŘŀƴŎŜ ŦƻǊ /ŀƭƻǊƛŜ tƻǎǘƛƴƎ LƳǇƭŜƳŜƴǘŀǘƛƻƴΩ 

¶ a presentation for catering staff on calorie posting 

¶ a checklist for calorie posting implementation 

¶ presentations from a calorie posting study day  

¶ a literature review on the impact of calorie posting in the workplace including the hospital setting 
 

Procedures & Mode 

of Delivery 

The policy applies to all food and beverage outlets on HSE premises i.e. staff canteens, staff and visitor restaurants, coffee shops, mobile shop trolleys and vending 

machines. The current study will focus on implementation in one setting i.e. hospital staff canteens. The calorie information Ƴǳǎǘ ōŜ ŎƭŜŀǊƭȅ ŘƛǎǇƭŀȅŜŘ ŀǘ ǘƘŜ ΨǇƻƛƴǘ 

ƻŦ ŎƘƻƛŎŜΩ (i.e. anywhere food and drink offerings are described and the prices are displayed). The following conditions must be adhered to in implementing 

calorie posting in all HSE facilities:  

¶ Calorie posting is in place for all food and drink items on sale  

¶ CalorƛŜ ƛƴŦƻǊƳŀǘƛƻƴ ƛǎ ŘƛǎǇƭŀȅŜŘ ŎƭŜŀǊƭȅ ŀǘ ǘƘŜ ΩǇƻƛƴǘ ƻŦ ŎƘƻƛŎŜΩ ŦƻǊ ǘƘŜ ŎƻƴǎǳƳŜǊ  

¶ Calorie information is displayed per standard portion or per meal  

¶ Information on how many calories an average person needs in a day is prominently displayed to help consumers better understand calorie information 

The policy does not apply to dishes produced and served less than once a month. Furthermore, the policy does not apply to in-patient menus. 

Monitoring implementation of the policy includes reporting on progress and a national audit to assess impact of calorie posting. 

The HSE Calorie Posting Policy is mandated until it is superseded by national legislation. 

 

Intervention 

Providers 

Stakeholders with roles and responsibilities for policy implementation include: Senior Management (Director General of HSE, National Directors, Chief Officers of 

Community Healthcare Organisations and Chief Executive Officers of Hospital Groups), Facilities and Catering Management, Frontline Catering Staff, Dietitians, 

Health Promotion and Improvement Staff, HSE Procurement / Office of Government Procurement and External Contractors. 
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5.2.3. Quantitative phase 

The sample consisted of 35 HSE-funded adult acute public hospitals in the ROI with 

internal catering services who had experience of implementing calorie posting, after the 

exclusion criteria were applied. Hospitals with external catering services (n = 2) were 

excluded as these caterers have different levels of resource to implement calorie posting 

which may not be dependent on hospital resources. Specialist hospitals (maternity, 

paediatric etc., n = 7) were excluded as they were not considered representative of adult 

acute public hospitals. Hospitals with no experience of calorie posting in staff canteens were 

also excluded (n = 6). Implementation progress reports were provided by the 35 hospitals 

(October 2018), and were analysed to assess implementation fidelity and inform case 

sampling. These reports described whether calories were posted on the breakfast menu 

only or across the full menu (i.e. adherence to policy condition one). Based on this 

information, hospitals were categorized as low implementers (i.e., calories on breakfast 

menu only) and high implementers (i.e., calories across full menu) of the calorie posting 

policy. 

 

5.2.4. Qualitative phase 

A multiple case study design was used in the qualitative phase. In link with the 

explanatory sequential design, quantitative data on implementation fidelity at hospitals 

were used to inform the sampling criteria for cases. Maximum variation sampling was used 

to select four hospitals with high and low levels of implementation, and variation in terms of 

geographic location, hospital size, complexity of care provided and hospital type (non-

voluntary hospitals - owned and funded by the HSE, and voluntary hospitals - funded but not 

owned by the HSE). According to Stake (2006), a minimum of four cases is recommended; 

while Creswell (1998) suggests no more than four cases to allow individual cases to be 

adequately explored. The four purposively selected hospitals were invited to participate by 

way of email to the hospital group gatekeepers (i.e. the Chief Executive Officer and Chief 

Operating Officer of the hospital group), which included a study information leaflet (see 

Appendix C5). After the hospital group gatekeeper agreed to enrol in the study (via verbal 

consent), the general manager of the hospital was invited to participate by email, which 
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included a study information leaflet (Appendix C5). Verbal consent to conduct the study was 

sought. Thereafter, a combination of snowball and purposive sampling techniques were 

used to recruit participants with roles and responsibilities for implementation, including 

hospital direct (e.g., catering management and staff) and indirect (e.g., hospital senior 

management, dietitians, health promotion and improvement staff) stakeholders. 

Stakeholders were invited to participate by email, which included a study information 

leaflet. Written informed consent was sought from participants at each hospital site (see 

Appendices C6 and C7). 

Data were collected by the lead investigator (CK) using multiple methods and 

included: (1) structured observations; (2) unstructured non-participant observations; (3) in-

depth semi-structured interviews. Structured observations, using an observer-rated 

implementation checklist developed by the study team and refined through initial testing at 

a pilot hospital, were used to assess implementation of the policy conditions for each menu 

(see Appendix C8). Observations were carried out over a 12-hr period in staff canteens. 

Adherence to the four policy conditions for each menu was rated (by CK) on a scale between 

0 and 2 (0 = no, 1 = partially, 2 = yes); thus, generating a total adherence score per menu 

ranging from 0 (no condition implemented) to 8 (all four conditions fully implemented). 

Written informed consent was sought from catering management prior to conducting the 

structured observation (Appendix C6).  

The study also used overt, unstructured non-participant observations in staff 

kitchens/canteens (Appendix C9). The length of observation depended on the number of 

menus being served in the staff canteen (e.g. breakfast, lunch) and the time-frame for meal 

preparation and service; however, the maximum observation time was 12-hours. The focus 

at each meal was on food preparation in the kitchen and meal service in the canteen area, 

when tasks relating to calorie posting were taking place. Field notes were recorded during 

and/or immediately following the observations. Written informed consent was sought from 

all catering staff and management prior to conducting the unstructured observation 

(Appendix C9). As observations were conducted in a public space, staff and members of the 

public were informed of the study via a study information poster displayed at the entrance 

to the observational area (i.e. hospital canteen). The A3-size poster was displayed one week 



 

70 
 

prior to the observation to allow canteen visitors time to consider if they wished to enter 

the canteen area on the day of observation (see Appendix C9). 

A number of strategies were used to reduce the risk of the Hawthorne effect (i.e. 

where study participants alter their behaviour in response to their awareness of planned 

observations). Research shows that by revealing your identity (i.e. overt observations), 

giving study participants the rationale for the observation (i.e. to help increase 

understanding of the process involved in implementing calorie posting and the factors that 

may influence implementation), establishing a good rapport and providing assurances of 

ŎƻƴŦƛŘŜƴǘƛŀƭƛǘȅΣ ǎǘǳŘȅ ǇŀǊǘƛŎƛǇŀƴǘǎΩ Ƴŀȅ ŦŜŜƭ ǊŜƭŀȄŜŘ ŀƴŘ ǳƴǘƘǊŜŀǘŜƴŜŘ (Casey, 2006; Oswald, 

Sherratt, & Smith, 2014).  

 Interviews with direct and indirect stakeholders at each hospital were also 

conducted. In determining sample size sufficiency, the principle of data adequacy were 

applied (Vasileiou, Barnett, Thorpe, & Young, 2018). As such, adequate amounts of evidence 

from different sources were sought to address the aim and scope of this study (Fusch & 

Ness, 2015; Vasileiou et al., 2018). The interview topic guides contained a set of open-ended 

questions based on the CFIR constructs identified in a systematic review of menu labelling 

determinants (Kerins et al., 2020; see Chapter 4), and also findings from the observations 

(refer to Appendix C10). The interview guide was modified to suit the category of 

participant. The purpose of the guide was to ensure all questions are covered; however, 

ƻǇŜƴ ƴŀǊǊŀǘƛƻƴ ƻƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ŜȄǇŜǊiences was encouraged and probed 

for more details when appropriate. This approach encouraged participants to share 

information they deemed important, minimise recall bias, and allow us to more deeply 

understand their context and implementation process. All interviews were audio-recorded 

and transcribed verbatim. Written informed consent was obtained from all study 

participants prior to conducting semi-structured interviews (Appendix C7). 

 

5.2.5. Analysis 

The first phase of analysis involved identifying factors influencing implementation, 

including factors specific to fidelity. In the second phase, data on fidelity were analysed. 



 

71 
 

Findings from both phases were then integrated. The analysis was performed at two levels: 

within each case and then across the cases (Stake, 2006; Yin, 2018). 

 

Factors influencing implementation 

Using NVivo 11 software for data management, framework analysis (Gale et al., 

2013; Smith & Firth, 2011) was performed, with the CFIR as the a priori framework. 

Thematic analysis was used where data did not fit within the framework (Saldana, 2021), 

and new constructs were added to the codebook. See constructs denoted with an asterisks 

in Appendix D4. Two researchers (CK and SMH) independently coded data from one hospital 

to check for coding consistency and to modify CFIR construct definitions where necessary. 

For example, the construct άPatient Needs & Resourcesέ in the άOuter Settingέ domain was 

modified to άConsumer Needs & Resourcesέ to reflect that this was a staff facing 

intervention (see Appendix C11). Once agreed, the lead investigator (CK) analysed data from 

the remaining hospitals (see Appendix C11 for final codebook). Using causation coding 

(Saldana, 2021), relationships between constructs were also identified by the lead 

investigator (CK) based on interview and observational data for each hospital and were 

checked independently by another researcher (CMR). A consensus-building coding process 

was adopted throughout the analysis (Saldana, 2021). 

 

Implementation Fidelity 

To assess fidelity, descriptive statistics were calculated for each hospital using data 

from structured observations. This included scores per policy condition for each menu and a 

total score for each menu. An average score across the menus for each hospital was then 

calculated. Finally, hospitals were categorized into high (average score greater than 4) and 

low (average score less than or equal to 4) levels of implementation fidelity by applying cut-

off points. Similar to other research (Swindle et al., 2019), these cut-off points were based 

on minimally accepted practices following discussion and consensus within the research 

group. 
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These data were supplemented with other sources of evidence relating to 

implementation fidelity, not specified in the protocol (Kerins et al., 2019). Information on 

fidelity was generated during semi-structured interviews and unstructured observations 

without formal assessment or questioning. Data were analysed thematically to further 

explore implementation fidelity at each hospital (Saldana, 2021). 

A triangulation protocol was used to integrate fidelity findings from four sources (i.e. 

HSE progress reports, structured observations, semi-structured interviews and unstructured 

observations) (Farmer, Robinson, Elliott, & Eyles, 2006; O'Cathain, Murphy, & Nicholl, 2010; 

Tonkin-Crine et al., 2016)Φ ! ΨŎƻƴǾŜǊƎŜƴŎŜ ŎƻŘƛƴƎ ƳŀǘǊƛȄΩ ǿŀǎ ŎǊŜŀǘŜŘ ǿƛǘƘ ƛƴŘŜǇŜƴŘŜƴǘ 

findings (as rows) mapped across the data sources (columns). The relationships between 

data was categorised as: 1) silence (only one data source out of the two being compared 

contained data on a particular finding), 2) dissonance (conflicting findings in the data), 3) 

partial agreement (complementarity between data) or 4) agreement (convergence in the 

data) (Tonkin-Crine et al., 2016). The triangulation process facilitated the identification of 

meta-themes that cut across the four sources of fidelity data (Farmer et al., 2006; O'Cathain 

et al., 2010). In line with best practice (Farmer et al., 2006; O'Cathain et al., 2010), multiple 

researchers (CK, SMH and ET) with combined expertise in qualitative and quantitative 

methods worked together during triangulation. 

 

Cross-case analysis and integrated interpretation 

Initially, as per the protocol and purposive sampling strategy, the study set out to 

identify determinants of implementation success by comparing hospitals with high and low 

levels of fidelity based on the progress reports (Kerins et al., 2019). However, the integrated 

analysis of fidelity from multiple sources called into question this dichotomy. As a result, the 

cross-case analysis focused on identifying patterns of fidelity and influencing factors across 

hospitals. For the cross-case analysis, data were analysed for each hospital first, as outlined 

above (i.e. examining fidelity per hospital, examining CFIR constructs per hospital). Then 

findings were compared across hospitals using matrices (displaying results in rows and 

hospitals in columns). Quantitative and qualitative data were integrated using joint displays 

to identify meaningful similarities, differences and case-specific experiences (Fetters et al., 
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2013). In a deviation from the protocol (Kerins et al., 2019), the perspectives of different 

stakeholders were not compared through formal analysis; however, the type of stakeholder 

was taken into account when presenting commonly cited influencing factors. 

 

5.2.6. Stakeholder engagement  

The research project was developed in collaboration with an advisory group 

established by the Healthy Eating Active Living Policy Priority Programme, as part of Health 

& Wellbeing, Strategic Planning and Transformation of the HSE. The advisory group 

consisted of key stakeholders with national or local roles and responsibilities for 

developing/implementing the HSE Calorie Posting Policy. The advisory group advised on the 

initial conception of the study, the selection and recruitment of hospitals, determining the 

data that would be collected and providing input into study materials (e.g. interview guides, 

observation checklist). The advisory group assisted with the dissemination of study findings 

and facilitated the translation of research into policy and practice.  

 

5.3 SUMMARY 

This chapter presents the study methods used to explore the factors influencing 

fidelity to a calorie posting policy in Irish public hospitals. Deviations from the published 

study protocol are justified and discussed in this chapter, including the rationale for changes 

in how the study was designed. The following chapter provides the study findings and 

discussion.  
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CHAPTER 6: RESULTS AND DISCUSSION FOR STUDY 2  

6.1. INTRODUCTION  

This chapter details the findings from the mixed methods study, which explores the 

factors influencing fidelity to a calorie posting policy in Irish public hospitals. The chapter 

also provides a discussion on the findings within the context of the existing literature, the 

significance and implications of these findings, the study strengths and limitations, and a 

conclusion. The published study and associated policy brief are presented in Appendix C2 

and D1, respectively.  

 

6.2. RESULTS 

Of the 35 hospitals included in the analysis of fidelity, seven hospitals were 

categorised as low implementers (i.e., calories on breakfast menu only) and 28 hospitals 

were high implementers (i.e., calories across full menu) of the calorie posting policy. 

Characteristics of the four cases are provided in Table 5. The following sections describe 

factors influencing implementation and within that, factors linked to fidelity and 

implementation fidelity across hospitals. In an effort to minimise repetition/fragmentation, 

the results of the cross-case analysis are weaved throughout the results section. 

 

6.2.1. Factors influencing implementation  

Factors influencing implementation of the calorie posting policy were coded to 

constructs across four CFIR domains (as outlined below), with no data coded to the domain 

which focuses on individual-ƭŜǾŜƭ ŎƻƴǎǘǊǳŎǘǎ όƛΦŜΦ ά/ƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ LƴŘƛǾƛŘǳŀƭǎέύ (see Table 

6). Most acted simultaneously as barriers and facilitators within and across hospitals. For 

detailed within and across-case results, including themes and illustrative 

quotes/observational field notes, see Appendix D2. A matrix of perceived barriers, 

facilitators and recommendations for future implementation efforts coded to domains and 

constructs by hospital are provided in Appendices D3, D4 and D5, respectively. While some 

factors influencing implementation operated independently, others acted in combination 

(i.e. with unidirectional and bi-directional relationships). Appendix D6 provides detail of 
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factors which operated in combination, including illustrative quotes/observational field 

notes. A narrative summary of commonly occurring factors and how they manifested within 

and across hospitals is presented below.  

 

Table 5. Hospital profiles and unstructured observation/interview characteristics 

Hospital Profile Hospital 1 Hospital 2 Hospital 3 Hospital 4 

Modela 3 4 3  4 

Typeb Non-voluntary Non-voluntary Non-voluntary Voluntary 

Size < 1500 WTE staff > 1500 WTE staff < 1500 WTE staff > 1500 WTE staff 

Menus served in staff 

canteen 

Breakfast, lunch & 

tea 

Breakfast & lunch Breakfast & lunch Breakfast & lunch 

Observation duration 

and location 

9 hours (staff 

kitchen & canteen) 

7.5 hours (staff 

kitchen & canteen) 

7 hours (staff 

kitchen & canteen) 

8 hours (staff 

kitchen & canteen) 

Interview numbers 

and stakeholder type 

9 (6 direct & 3 

indirect) 

7 (4 direct & 3 

indirect) 

6 (5 direct & 2 

indirect)c 

8 (6 direct & 2 

indirect) 

Interview average 

duration and mode 

36 minutes (face-to-

face & telephone) 

33 minutes (face-to-

face & telephone)  

34 minutes (face-to-

face & telephone) 

35 minutes (face-to-

face & telephone) 

 

a Hospital model - hospitals are categorized into one of four models which determines the complexity of patient care delivered in each 
hospital. Model 3 is a general hospital, while model 4 is a tertiary hospital - university hospital or specialist centre.  
b Hospital type ς non-voluntary hospitals (owned and funded by the HSE) and voluntary hospitals (funded but not owned by the HSE). 
c Two direct stakeholders were interviewed together at their request due to limited time availability. 
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Table 6. Summary of perceived barriers and facilitators to implementation of calorie posting policy 

Domains & Constructs Hospitals that identified facilitators Hospitals that identified barriers 

Intervention Characteristics 1,4 1,2,3,4 

Intervention Source No data No data 

Evidence Strength & Quality No data No data 

Relative Advantage 4 2 

Adaptability No data No data 

Trialability No data No data 

Complexity No data м ΣнΣоΣп 

Design Quality & Packaging 1 м Σн Σо Σп 

Cost No data 1,2,4 

Outer Setting 1,2,3,4 1,2,3,4 

Consumer Needs & Resources (OS) 1,2,4 No data 

Cosmopolitanism 1,3 1,2 

Peer Pressure 1,2,3 No data 

External Policy & Incentives 1,2,3,4 мΣнΣо Σп 

Economic Climate* No data 1 

Educational System* 4 2 

Culture (OS)** No data нΣп 

Inner Setting 1,2,3,4 1,2,3,4 

Structural Characteristics 1,2,3,4 м Σн ΣоΣп 

Networks & Communications  1,2,3,4 1,2,3,4 

Culture (IS) мΣоΣп м Σн ΣоΣп 

Consumer Needs & Resources (IS)** 1,2,4 м Σн Σо Σп 

Implementation Climate 1,2,3,4 1,2,3,4 

Tension for Change мΣнΣп мΣн Σп 

Compatibility 1,2,3,4 мΣнΣоΣп 

Relative Priority 4 м Σн ΣоΣп 

Hospital Incentives & Rewards 3 2,3,4 

Goals & Feedback 1 No data 

Learning Climate 1,2,4 No data 

Readiness for Implementation 1,2,3,4 1,2,3,4 

Leadership Support м ΣнΣоΣп мΣн ΣоΣп 

Available Resources 1,2 м ΣнΣоΣп 

Access to Knowledge & Information 1,2,3,4 м Σн Σо Σп 

Characteristics of Individuals No data No data 

Process 1,2,3,4 1,2,3,4 

Planning 1,4 1,2,3 

Engaging 1,2,3,4 1,2,3,4 



 

77 
 

Opinion Leaders No data No data 

Formally Appointed Internal Implementation 

Leaders 

м ΣнΣоΣп мΣн ΣоΣп 

Champions 3 3 

Internal Key Stakeholders* мΣнΣоΣп м Σн ΣоΣп 

Consumers (IS)* м м Σн Σо Σп 

External Key Stakeholders* 1,2,3,4 мΣн ΣоΣп 

External Change Agents мΣнΣо Σп мΣнΣо Σп 

Executing No data 1,2 

Reflecting & Evaluating м Σп мΣн ΣоΣп 

Adapting the Intervention* 1 No data 

Adapting the Organisation* 1,2,3,4 No data 

Scaling Up* 1,2,3,4 No data 

Strategy** 3,4 No data 

Symbols: * = new construct generated inductively from recent systematic review (Kerins et al., 2020), ** = new construct generated inductively from the 

ŘŀǘŀΣ  Ґ ŦŀŎǘƻǊ ƛƴŦƭǳŜƴŎƛƴƎ ŦƛŘŜƭƛǘȅ ǿƛǘƘƛƴ ƘƻǎǇƛǘŀƭ 

Abbreviations: IS = inner setting, OS = outer setting 

 

Domain: Inner Setting 

The internal environment of the hospital was both a barrier and facilitator to 

implementation across all hospitals. Factors such as the general level of implementation 

receptivity and readiness presented obstacles and (future) opportunities for 

implementation. Intervention compatibility with existing work processes exerted a positive 

and negative influence across all hospitals. Factors which undermined compatibility included 

changing ingredients or menus, consumers requesting menu variation and required 

ingredients being unavailable from suppliers. A dietitian manager described this challenge: 

Χ ƛŦ ȅƻǳΩǊŜ ǿƻǊƪƛƴƎ ǿƘŜǊŜ ȅƻǳΩǊŜ ŎƘŀƴƎƛƴƎ ƳŜƴǳǎ ǊŜƎǳƭŀǊƭȅΧ ǘƘŜǊŜ ƛǎ ŜȄǘǊŀ ǊŜǎƻǳǊŎŜ 

ǊŜǉǳƛǊŜƳŜƴǘ ƻƴ ŀƴ ƻƴƎƻƛƴƎ ōŀǎƛǎ ǘƻ Ƴŀƛƴǘŀƛƴ ŎŀƭƻǊƛŜ ǇƻǎǘƛƴƎ ƛƴ ǇƭŀŎŜΦ LǘΩǎ ƴƻǘ ƭƛƪŜ ȅƻǳ 

Řƻ ƛǘ ƻƴŎŜ ŀƴŘ ǘƘŀǘΩǎ ƛǘΧ [Dietitian Manager] 

Across all hospitals, calorie posting implementation aligned with existing practices or 

initiatives and thus, made implementation efforts easier. Existing practices or initiatives 

which enhanced compatibility, noted in interviews and observations, included: undertaking 

nutritional analysis of patient menus, serving similar meals to patients and staff, posting 

allergens and implementing workplace health initiatives. In some hospitals, compatibility 
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with work processes led to access to information required for calorie posting 

implementation. As noted by a senior dietitian: 

{ƻƳŜ ƻŦ ǘƘŜ ŦƻƻŘ ǘƘŀǘΩǎ ŀǾŀƛƭŀōƭŜ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘ ƳŜƴǳǎ ƛǎ ǘƘŜ ǎŀƳŜ ŀǎ ǿƘŀǘΩǎ ǎŜǊǾŜŘ 

in the canteen. So a lot of the time while she was processing the patient menus she 

could just take that information and put it on to the calorie posting for the canteen. 

[Senior Dietitian] 

The lack of perceived importance of calorie posting implementation was a barrier 

across all hospitals. Stakeholders spoke about calorie posting not being a priority, due to 

greater importance being placed on patient care, food safety, allergens and other initiatives. 

In all hospitals, a robust culture of patient-centred care decreased the priority of 

implementing interventions for staff health and wellbeing. A dietitian described this 

challenge: 

L ŘƻƴΩǘ ǘƘƛƴƪ ǘƘŜǊŜ ǿŀǎ ŀ ƘǳƎŜ ŀƳƻǳƴǘ ƻŦ ŜƳǇƘŀǎŜǎ ƻƴ ŎŀƭƻǊƛŜ ǇƻǎǘƛƴƎ ƛƴ ǘƘŜ ŎŀƴǘŜŜƴ 

before we had to do it for the patient menus. When it had to be done for the patient 

menus it was a big priority. Being done for the staff it was take it or leave it. [Senior 

Dietitian] 

The lack of access to knowledge and information about calorie posting and the lack 

of, or inadequate, training for catering staff was another cited barrier across all hospitals. 

The reason cited for lack of information was a poorly designed policy with no supporting 

materials and/or best practice guidelines. In some hospitals, direct stakeholders spoke 

about overcoming this barrier by accessing information through Google. Across all hospitals, 

stakeholders highlighted the need for access to knowledge and information to assist with 

implementation efforts in the future. Recommendations included providing access to 

structured training for catering staff and clear information on calorie posting 

implementation. As noted by one member of catering staff: 

Χ ǘƘŜǊŜ ǿŀǎ ƴƻ ǎǳǇǇƻǊǘƛƴƎ ƛƴŦƻǊƳŀǘƛƻƴ ǘƻ ƘŜƭǇ ǳǎΦ ²Ŝ ǿŜǊŜ ŀƭƭ ƪƛƴŘ ƻŦ ǿƻǊƪƛƴƎ ŀǘ ƛǘ 

ƻǳǊǎŜƭǾŜǎ ǘƘǊƻǳƎƘ ǘƘŜ ƛƴǘŜǊƴŜǘΧ Lǘ ǿŀǎ ǳǇ ǘƻ ȅƻǳǊǎŜƭŦ ǘƻ ƎŜǘ ƻƴ ǿƛǘƘ ƛǘΧ ǿŜ ǊŜŀƭƭȅ 

would have benefited from more information and guidance. [Catering Staff] 
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Support from leadership was a facilitator across all hospitals. Hospital management 

were supportive of policy implementation and in some hospitals, provided recognition for 

implementation efforts and funding for nutrition analysis software. In some hospitals, 

support from hospital management was considered an important factor for engaging 

catering staff and management in calorie posting implementation. As one dietitian manager 

described: 

And thankfully hospital management here have been very suppoǊǘƛǾŜ ŀƴŘ ǘƘŜȅΩǾŜ 

ŀƎǊŜŜŘ ǘƻ ŦǳƴŘ ǘƘŜ ƭƛŎŜƴŎŜΦ ²Ŝ ŎŀƴΩǘ Řƻ ƎƻƻŘ ŀƴŀƭȅǎƛǎΧ ǿƛǘƘƻǳǘ ŀ ƴǳǘǊƛǘƛƻƴŀƭ ŀƴŀƭȅǎƛǎ 

ǎƻŦǘǿŀǊŜ ǇŀŎƪŀƎŜΧ [Dietitian Manager]  

Stakeholders also highlighted the supportive role of catering management and noted 

in most hospitals, implementation efforts were led by the assistant catering manager with 

support from students on placement. Catering management support was driven by a staff-

centred or improvement culture within the catering department, improving consumer 

health, external accreditation/awards and audit/monitoring via researcher visit. As one 

senior hospital manager described: 

Χ ǘƘŜǊŜΩǎ ŀ ŎǳƭǘǳǊŜ ǿƛǘƘƛƴ ǘƘŜ ŎŀǘŜǊƛƴƎ ŘŜǇŀǊǘƳŜƴǘ ŦƛǊǎǘƭȅ ǿƘŜǊŜ ǘƘŜȅ Ƨǳǎǘ ƭƻǾŜ ǘƻ 

ǎŜǊǾŜ ǎǘŀŦŦ ŀƴŘ ǘƘŜȅ ǿŀƴǘ ǘƻ ƎƛǾŜ ǘƘŜƳ ǘƘŜ ƴƛŎŜǎǘ ŀƴŘ ǘƘŜ ōŜǎǘ ŦƻƻŘ ǇƻǎǎƛōƭŜΧ So this 

was an easy one really because we just knew it was going to build on a good 

tradition and a good sound belief that they could do better. [Clinical Support Services 

Director] 

The needs and preferences of consumers using the canteen were identified as 

barriers to implementation. Direct stakeholders discussed the lack of demand for 

standardised portions, with consumers wanting value for money and, in particular, male 

consumers having preference for larger portions. Across all hospitals, this led to consumer 

lack of compliance with standardised portions (e.g. asking for more). As noted by one head 

chef: 

People always want bang for their buck as they say. Some people have smaller 

appetites and some people have bigger appetites... You can standardise as much as 

you like within a hot serve but you are going to be dealing with people that will look 

for more. [Head Chef] 
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Domain: Process 

 The process of implementing calorie posting was both a barrier and facilitator across 

all hospitals. In particular, stakeholders highlighted challenges in engaging catering staff and 

dietitians in implementation. The lack of or limited engagement of catering staff was 

attributed, in large part, to catering management not involving staff in implementation. 

Inadequate staffing levels was another reason cited by stakeholders for lack of or limited 

engagement of catering staff and dietitians. With competing priorities such as patient 

services, existing staff had limited time to implement calorie posting. A dietitian manager 

described these challenges: 

tŀǘƛŜƴǘǎ ŀǊŜ ŀōǎƻƭǳǘŜƭȅ ǘƘŜ ǇǊƛƻǊƛǘȅ ōŜŎŀǳǎŜ ǿŜ ŘƻƴΩǘ ƘŀǾŜ ŜƴƻǳƎƘ ǎǘŀŦŦ ŀŎǊƻǎǎ ǘƘŜ 

ōƻŀǊŘΦ LǘΩǎ ŜȄǘǊŜƳŜƭȅ ǎǘǊŜǘŎƘŜŘΦ ¸ŜŀƘΦ ²Ŝ ŘƻƴΩǘ ƘŀǾŜ ǊŜǎƻǳǊŎŜǎ ǘƻ ǘŀƪŜ ƻƴ ŀƴȅǘƘƛƴƎ 

ƻǳǘǎƛŘŜΦ ²Ŝ ŘƻƴΩǘ ŜǾŜƴ ƘŀǾŜ ǘƘŜ ǊŜǎƻǳǊŎŜǎ ǘƻ ƳŀƴŀƎŜ ǘƘŜ ŎƭƛƴƛŎŀƭ ǎŜǊǾƛce never mind 

the health promotion type aspects which are very, very important but we just have to 

prioritise the patient work. [Dietitian Manager] 

Across all hospitals, stakeholders highlighted the positive influence of engaging 

individuals who were affiliated with an outside entity. Examples of successful engagement 

with external change agents included obtaining an award from the Irish Heart Foundation 

for implementing calorie posting, and receiving support from nutrition students on 

placement in terms of standardising recipes and undertaking nutritional analysis. 

Stakeholders highlighted that engaging students in implementation compensated for the 

limited involvement of catering/dietetic management and staff due to time constraints. In 

addition, the successful engagement of students and the Irish Heart Foundation facilitated 

direct and indirect stakeholder engagement in hospitals and provided access to information 

required for implementation. As a catering manager and staff member described: 

Χ Ƴȅ ǎǘǳŘŜƴǘ ƛǎ ŘƻƛƴƎ ƛǘ ōŜŎŀǳǎŜ L ƘŀǾŜƴΩǘ Ǝƻǘ ǘƘŜ ǘƛƳŜ ŘƛǊŜŎǘƭȅ ǘƻ ƎƛǾŜ ƛǘΧ [Catering 

Manager] 

hƘ ǘƘŜ LǊƛǎƘ IŜŀǊǘ CƻǳƴŘŀǘƛƻƴ ŀǿŀǊŘ ǿŀǎ ǾŜǊȅ ǎƛƎƴƛŦƛŎŀƴǘΧ ¢ƘŜǊŜ ǿŀǎ ƘǳƎŜ ōǳȅ-in 

then within the catering department. [Catering Staff] 
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Domain: Outer Setting 

The external environment to the hospital facilitated implementation across all 

hospitals. In particular, external policies and incentives such as (impending) menu labelling 

legislation, HSE national policy and external accreditation/awards exerted a positive 

influence on implementation. These external policies and incentives led to hospital/catering 

management support and engagement, and created an urgency to implement calorie 

posting. In some hospitals, stakeholders noted that policy requirements to implement 

calorie posting were more important than consumer demand/interest. As a catering and 

dietetic manager described: 

Χ ŜȄǘŜǊƴŀƭ ŀŎŎǊŜŘƛǘŀǘƛƻƴ ƘƻƭŘǎ ŀ ƭƻǘ ƻŦ ǿŜƛƎƘǘΧ ƛǘ ƳŀƪŜǎ ƛǘ ŜŀǎƛŜǊ ǘƻ ƴŜƎƻǘƛŀǘŜ ŀƴŘ ǘƻ 

ƪƛƴŘ ƻŦ ƪŜŜǇ ŀ ŘƻƻǊ ƻǇŜƴΧ ǇŀǊǘƛŎǳƭŀǊƭȅ ŀǘ ǘƘŜ ŜȄŜŎǳǘƛǾŜ ƭŜǾŜƭ ǿƛǘƘ ǘƘŜ ƘƻǎǇƛǘŀƭ /9hΧ 

[Catering Manager] 

Χ ƛǘΩǎ ƻǳǊ ƴŀǘƛƻƴŀƭ ǇƻƭƛŎȅ ǘƘŜ ŎŀƭƻǊƛŜ ǇƻǎǘƛƴƎ ƛƴ ǘŜǊƳǎ ƻŦ ǘƘŜ I{9Χ wŜƎŀǊŘƭŜǎǎ ƻŦ 

ǿƘŜǘƘŜǊ ƻǊ ƴƻǘ ŎƻƴǎǳƳŜǊǎ ǿŀƴǘ ƛǘΧ ƛǘǎ ǇƻƭƛŎȅ ǎƻ ƛǘ ǎƘƻǳƭŘ ōŜ ƛƳǇƭŜƳŜƴǘŜŘΦ [Dietitian 

Manager] 

 

Domain: Intervention Characteristics 

Features of the calorie posting policy presented barriers to implementation across all 

hospitals. In particular, the perceived quality of policy packaging and presentation, including 

materials and supports available, had a negative influence. Stakeholders described the lack 

of supporting materials, impractical display options and non-user friendly design as 

obstacles to implementation. Stakeholders recommended adapting the intervention for 

future implementation efforts, including introducing a template for calorie posting to help 

standardise across all hospitals and a more practical calorie display method such as menus 

electronically displayed with calories. As one catering manager highlighted: 

The logistics of trying to keep the poster updated with new menu items and 

ŎŀƭƻǊƛŜǎΧƧǳǎǘ ŘƻŜǎƴΩǘ ǿƻǊƪΧ ²ŜΩǾŜ ŀŎǘǳŀƭƭȅ ŀǇǇƭƛŜŘ ŦƻǊ ŦǳƴŘƛƴƎ ƻƴƭȅ ƭŀǎǘ ǿŜŜƪ ŦƻǊ ŀ 

ŘƛƎƛǘŀƭ ƳŜƴǳ ōƻŀǊŘΧ ƻƴŎŜ ǘƘŜ ƛƴŦƻǊƳŀǘƛƻƴ ƛǎ ǘȅǇŜŘ ǳǇ ƛǘ ǿƛƭƭ ōŜ ŜŀǎƛŜǊ ǘƻ ƳŀƛƴǘŀƛƴΦ 

[Catering Manager] 
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6.2.2. Factors influencing fidelity 

There were barriers and enablers to fidelity to the policy overall and specific 

dimensions which contributed to an overall pattern of partial adherence evident across 

hospitals (see Appendix D7).  

In some hospitals, inter-related factors cited by direct stakeholders which negatively 

influenced adherence to the overall policy included lack of internal monitoring of 

implementation progress over time due to hospital tick-box culture. As highlighted by one 

head chef: 

L ǘƘƛƴƪ ǘƘŜȅ ǘŀƪŜ ƻƴ ǘƘŜǎŜ ǇǊƻƧŜŎǘǎ ŀƴŘ ǘƘŜȅ ƭƻƻƪ ŀƴŘ ǎƻǳƴŘ ƎƻƻŘΧ ¢ƘŜȅΩǊŜ ticking 

ōƻȄŜǎ ŀƴŘ ǘƘŀǘ ȅƻǳ ƪƴƻǿΧ .ǳǘ ƛǘΩǎ ŀ ǘƛŎƪ ǘƘŜ ōƻȄΦ Lǘ ƭƻƻƪǎ ŘƻƴŜΦ .ǳǘ ƛǎ ƛǘ ǊŜŀƭƭȅ ŘƻƴŜΚ 

bƻ ƻƴŜ ǊŜŀƭƭȅ ŎƘŜŎƪǎΧ L ŘƻƴΩǘ ǘƘƛƴƪ ǿŜ ƘŀǾŜ Ŧǳƭƭȅ ƛƳǇƭŜƳŜƴǘŜŘ ŎŀƭƻǊƛŜ ǇƻǎǘƛƴƎ ȅŜǘΦΦΦ 

[Executive Head Chef] 

In some hospitals, catering staff and management reported the lack of adherence to 

calorie posting across all food and drink items on sale (policy conditions 1) was due to 

impractical calorie display methods. As one catering supervisor highlighted: 

bƻǿ ǘƘŜǊŜΩǎ ǎǘƛƭƭ ŀ ƭƻǘ ƻŦ ŎŀƭƻǊƛŜǎ ǘƘŀǘΩǎ ƴƻǘ ƻƴ ǘƘŜ ōƛƎ ŎƘŀǊǘΦ LǘΩǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ƪŜŜǇ ƛǘ 

updated with new menu items as need to re-do poster each time. [Catering 

Supervisor] 

Across all hospitals, lack of adherence to standardised portions was attributed, in 

large part, to lack of consumer demand for standardised portions and expressed preference 

for larger portions. As one catering manager described: 

So like there is a standard portion but like when somebody asks for more they receive 

ƳƻǊŜΧ [Catering Manager] 

In some hospitals, indirect stakeholders highlighted lack of training for catering staff 

was a contributing factor to lack of adherence to standardised recipes and portions. Direct 

stakeholders in one hospital reported the lack of internal monitoring hindered adherence to 

standardised recipes; while, direct stakeholders in another hospital noted the presence of 

internal monitoring enabled greater adherence to standardised portions. As noted by one 

dietitian manager: 
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Not giving correct portions is more to do with lack of training, than resistance from 

the catering people. [Dietitian Manager] 

Inaccurate calorie information was largely attributed to lack of adherence to 

standardised recipes and/or portions across all hospitals. Direct stakeholders in some 

hospitals highlighted challenges in serving precise standardised quantities of composite 

dishes such as curries and stews. Student supervision/input was also linked to accuracy of 

calorie information. Indirect stakeholders in one hospital reported inaccurate calorie 

information was due to lack of supervision by dietitians; while, direct stakeholders in 

another hospital noted accurate calorie information was linked to catering management 

providing student input/guidance. Tied to this, stakeholder level of nutrition knowledge, in 

particular catering staff and students, was also highlighted by indirect stakeholders as an 

influential factor in terms of achieving accurate calorie information. Stakeholders described 

these challenges in obtaining accurate calorie information: 

So two ladles of chicken curry could contain diŦŦŜǊŜƴǘ ǉǳŀƴǘƛǘƛŜǎ ƻŦ ŎƘƛŎƪŜƴ ƻǊ ǾŜƎΧ {ƻ 

ǿŜ ŀǊŜ ƴƻǘ ƎŜǘǘƛƴƎ ŀƴ ŀŎŎǳǊŀǘŜ ŎŀƭƻǊƛŜ Ŏƻǳƴǘ ǘƘŜǊŜΧ [Executive Head Chef] 

L ƴƻǘƛŎŜŘ ƻƴ ǘƘŜ ǇƻǎǘŜǊǎ ƭƛƪŜ ǎƻƳŜ ŎŀƭƻǊƛŜǎ ǎǘǊŀƛƎƘǘ ƻŦŦ ŀǎ ŀ ŘƛŜǘƛǘƛŀƴ L ŎƻǳƭŘ ǘŜƭƭ ǘƘŀǘΩǎ 

ƴƻǘ ǊƛƎƘǘΣ ǘƘŀǘΩǎ ǿǊƻƴƎΧ ōŜŎŀǳǎŜ ǘƘŜǊŜ ǿŀǎ ƴƻ ŘƛǊect supervision from a dietitian I 

think there are probably a lot of errors in the calculations. [Dietitian Manager] 

 

6.2.3. Implementation fidelity across hospitals 

aƻǎǘ ŎƻƳǇŀǊƛǎƻƴǎ ōŜǘǿŜŜƴ Řŀǘŀ ǎƻǳǊŎŜǎ ǊŜǎǳƭǘŜŘ ƛƴ ΨǎƛƭŜƴŎŜΩΣ ǿƛǘƘ ǘƘŜ ǊŜƳŀƛƴƛƴƎ 

comparisonǎ ƛƴ ΨŀƎǊŜŜƳŜƴǘΩ ŀƴŘ ǎƻƳŜ ƛƴǎǘŀƴŎŜǎ ƻŦ ΨŘƛǎǎƻƴŀƴŎŜΩ όsee Appendix D8). In terms 

of adherence to the four policy conditions, conflicting findings were noted between data 

sources: two hospitals were each categorised as having high and low levels of fidelity based 

on structured observations; while interviews revealed partial adherence across all hospitals. 

Conflicting findings on adherence to calorie posting across all food and drink items on sale 

(policy conditions 1) were also noted between the HSE progress reports and that of 

structured observations and interviews.  
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Both structured observations and interviews showed a consistent pattern of low 

adherence to calorie posting across all food and drink items on sale (policy conditions 1) and 

calorie information displayed per standard portion or per meal (policy condition 3) across all 

hospitals. There was variability in adherence to the remaining policy conditions (2 and 4) 

across hospitals.  

Overall, the integrated analysis of fidelity findings from four sources showed a 

pattern of partial adherence to the calorie posting policy across all four hospitals, with 

evidence of variation in specific fidelity dimensions (see Table 7). 
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Table 7. Summary of indicators of fidelity according to data sources  

  Fidelity Dimension Hospital 1 Hospital 2 Hospital 3 Hospital 4 

Case 

Selection 

HSE Progress 

Reportsa 

Adherence to policy 

condition 1: calories posted 

on breakfast menu only (low) 

or across full menu (high) 

 

High Low Low High 

Study Data 

Collection 

Quantitative 

findings from 

structured 

observationsb 

Adherence to four policy 

conditions across each menu 

Low (avg. score 3) 
 

Across menus: 

Condition 1 ς avg. score 1  

Condition 2 ς avg. score 1  

Condition 3 ς avg. score 1  

Condition 4 ς avg. score 0  

Low (avg. score 3) 
 

Across menus: 

Condition 1 ς avg. score 1 

Condition 2 ς avg. score 0  

Condition 3 ς avg. score 1  

Condition 4 ς avg. score 1  

High (avg. score 5) 
 

Across menus: 

Condition 1 ς avg. score 1  

Condition 2 ς avg. score 2  

Condition 3 ς avg. score 1 

Condition 4 ς avg. score 1  

High (avg. score 5) 
 

Across menus: 

Condition 1 ς avg. score 1  

Condition 2 ς avg. score 1  

Condition 3 ς avg. score 1  

Condition 4 ς avg. score 2  

 Qualitative 

findings from 

observations 

and interviews 

Adherence to overall policy 

(i.e. four conditions) 

Perceived partial implementation 

of policy over time (previous full 

implementation), including:  

¶ Calories not in place for all menu 
items (policy condition 1) 

¶ ƴƻǘ ŎƭŜŀǊƭȅ ŘƛǎǇƭŀȅŜŘ ŀǘ ΨǇƻƛƴǘ ƻŦ 
ŎƘƻƛŎŜΩ όǇƻƭƛŎȅ ŎƻƴŘƛǘƛƻƴ нύ ŀƴŘΣ 

¶ not always displayed per 
standard portion or per meal 
(policy condition 3). 

Perceived partial implementation 

of policy, including: 

¶ limited calories on display from 
previous implementation efforts 
(policy condition 1) and,  

¶ not always displayed per 
standard portion or per meal 
(policy condition 3). 

Perceived partial implementation 

of policy over time (previous full 

implementation), including:  

¶ Calories not in place for all menu 
items (policy condition 1) and, 

¶ not always displayed per 
standard portion or per meal 
(policy condition 3). 

Perceived partial implementation 

of policy, including: 

¶ Calories not in place for all menu 
items (policy condition 1) and, 

¶ not always displayed per 
standard portion or per meal 
(policy condition 3). 

  Adherence to standardised 

recipes or portions 

Perceived lack of adherence to 

standardised portions but not 

recipes: 

¶ larger portions being served.  

*Also noted during unstructured 

observation. 

Perceived lack of adherence to 

standardised portions and recipes: 

¶ larger portions being served. 

*Also noted during unstructured 

observation. 

Perceived lack of adherence to 

standardised portions and recipes: 

¶ larger portions being served. 

*Also noted during unstructured 

observation. 

Perceived lack of adherence to 

standardised portions and recipes:  

¶ larger portions being served. 

*Not noted during unstructured 

observation. 

  Accuracy of calorie 

information 

Perceived inaccuracies in calorie 

information. 

*Also noted during unstructured 

observation.  

Perceived inaccuracies in calorie 

information. 

*Also noted during unstructured 

observation. 

Perceived inaccuracies in calorie 

information. 

*Also noted during unstructured 

observation. 

Perceived inaccuracies in calorie 

information. 

*Not noted during unstructured 

observation. 

  Fidelity (overall 

interpretation) 

Partial Partial Partial Partial 



 

 
 

8
6 

 

 

 

b Structured observations using an observer-rated implementation checklist were used to assess adherence to the four specific conditions outlined in the HSE Calorie Posting Policy. For each individual menu, adherence to each of the 
four policy conditions were rated on a scale between 0 and 2 (0 = no, 1 = partially, 2 = yes), thus generating a total adherence score per menu ranging from 0 (no condition implemented) to 8 (all four conditions fully implemented). 
Hospitals with an average score across menus greater than 4 were categorized as having high levels of implementation fidelity, while hospitals with an average score across menus less than or equal to 4 were categorized as having 
low levels of implementation fidelity. 
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6.3. DISCUSSION 

This mixed methods study explored factors influencing fidelity to a calorie posting 

policy in Irish acute public hospitals. Integrated findings from multiple data sources revealed 

different levels of fidelity depending on the aspect of the policy under consideration and the 

source of data. There was an overall pattern of partial adherence across hospitals. Across all 

hospitals, there was a consistent pattern of low adherence to calorie posting across all 

menu items on sale, low adherence to calorie information displayed per standard portion or 

per meal, low adherence to standardised recipes/portions, and inaccurate calorie 

information. Factors influencing fidelity operated independently and in combination, and 

were evident across four domains: the internal and external environment of the hospital, 

the process involved in implementation and features of the calorie posting policy. For 

example, external policies and incentives (e.g. national policy, monitoring) and features of 

the calorie posting policy (e.g. availability of supporting materials) influenced hospital 

receptivity and readiness to implement (e.g. leadership support, access to knowledge and 

information, perceived importance of calorie posting implementation) and subsequently, 

the process involved in implementation (e.g. engaging relevant stakeholders). Findings 

highlight the complex and dynamic influences at play during implementation. 

Recent research highlights a nuanced relationship between direct (i.e. observer 

report) and indirect (i.e. self-report) measures of fidelity, where agreement between both 

measures is stronger for some intervention components than others (Hogue, Dauber, 

Lichvar, Bobek, & Henderson, 2015; Swindle, Selig, Rutledge, Whiteside-Mansell, & Curran, 

2018; Ward et al., 2013). The current study found good agreement between direct and 

indirect measures across most dimensions of fidelity; however, there was some instances of 

disagreement. This included conflicting findings between HSE progress reports (October 

2018) and that of structured observations and interviews (September/October 2019), which 

may reflect differences in fidelity assessment across time (Swindle et al., 2018). 

Disagreement between structured observations and interviews was also evident, where 

stakeholders from two hospitals rated themselves lower than the observer as regards 

adherence to the four policy conditions. This finding is in contrast with previous research 

which show individuals report higher fidelity than observers (Breitenstein, Fogg, et al., 2010; 

Carroll, Nich, & Rounsaville, 1998; Hardeman et al., 2008; Martino, Ball, Nich, Frankforter, & 
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Carroll, 2009; Toomey, Matthews, & Hurley, 2017). A possible explanation for this may 

include differences in conceptualisation of high and low fidelity by researchers and 

implementers. For example, cut-off points were decided arbitrarily by the research team 

and may have benefited from stakeholder engagement in this process.  

Analysis of fidelity using direct and indirect measures highlighted core intervention 

components not specified in the calorie posting policy, including adherence to standardised 

recipes/portions and accuracy of calorie information. This may reflect the low level of 

specificity with which essential components (i.e. the four policy conditions) were defined 

(Haynes et al., 2016; Stains & Vickrey, 2017) or the lack of interrogation of the intervention 

logic for calorie posting in the literature to enable specification of intervention components 

(Hawe, Shiell, & Riley, 2004; Toomey et al., 2020). Nevertheless, research shows clear 

specificity of what the intervention or policy entails is necessary to ensure effective 

implementation (Carroll et al., 2007; Dusenbury et al., 2003). Hawes (2015; 2004) also 

argues that intervention components should be clearly identified as relating to form (i.e. 

variable aspect of the intervention - calorie display method) and function (i.e. fixed aspect of 

the intervention - accurate calorie information per standard portion or per meal). So there is 

standardisation by function rather than form across sites, which allows for adaptation to 

context while maintaining fidelity (Hawe, 2015).  

Similar to research on other innovations in the health care setting (Williams, Perillo, 

& Brown, 2015), the lack of access to information and training was an obstacle to 

implementation. Studies show training of key staff is a predictor of implementation success 

(Forman et al., 2014; Green et al., 2014; Han & Weiss, 2005; Hodge & Turner, 2016). 

Although expressed as a facilitator to implementation, accessing information via the web 

may be an unreliable source of information and thus, may have contributed to inaccurate 

ŎŀƭƻǊƛŜ ƛƴŦƻǊƳŀǘƛƻƴΦ {ǘǳŘȅ ǇŀǊǘƛŎƛǇŀƴǘǎ ǿŜǊŜ ǳƴŀǿŀǊŜ ƻŦ ŀ ά/ŀƭƻǊƛŜ tƻǎǘƛƴƎ ¢ƻƻƭƪƛǘέ ǿƘƛŎƘ 

had been designed to assist hospitals when implementing the policy (HSE, 2018); this may 

have contributed to partial adherence across hospitals. According to a recent study (Thoele, 

Ferren, Moffat, Keen, & Newhouse, 2020), implementation of evidence-based interventions 

in real-world settings become a futile effort when effective strategies to help 

implementation are not used.  
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There is evidence to suggest that organisations with cultures that are more 

supportive of employee health and wellbeing are more effective in implementing evidence-

based practices (Aarons, Moullin, & Ehrhart, 2018). In the current study a lower priority was 

placed on implementing interventions such as calorie posting designed for staff health and 

wellbeing due to inadequate staffing levels and a culture which prioritised patient-centred 

care. While this was a common barrier to implementation across all hospitals, it was 

specifically linked to lack of adherence to the overall policy in some hospitals. These findings 

are similar to previous research which indicate that health care resources are under 

pressure and subsequently, patient-based tasks are the priority, with little or no time 

available for staff to implement new or existing evidence-based practices (Williams et al., 

2015). Furthermore, other research has shown that lack of perceived importance due to 

limited resource availability is associated with low levels of implementation success 

(Damschroder, Goodrich, Robinson, Fletcher, & Lowery, 2011; Damschroder & Lowery, 

2013; Klein, Conn, & Sorra, 2001; Weiner, Haynes-Maslow, Kahwati, Kinsinger, & Campbell, 

2012).  

In response to staff shortages and time restraints, students on placement were 

engaged in calorie posting implementation across all hospitals. Although the supportive role 

of external change agents is well documented (Alagoz, Chih, Hitchcock, Brown, & Quanbeck, 

2018), the current study identified issues with lack of appropriate student supervision and 

their varying levels of nutrition knowledge. According to a recent study (Evans, Murphy, & 

Scourfield, 2015), intervention responsibility and accountability need to be considered when 

engaging change agents. The authors of that study and others highlight the potential harm 

of over-reliance on these individuals and its impact on sustainable intervention practice 

(Damschroder et al., 2009; Evans et al., 2015; Rycroft-Malone et al., 2002).  

The needs and preferences of staff utilising the canteen (i.e. consumers) was 

perceived to undermine adherence to standardised portions and subsequently, result in 

inaccurate calorie information. As noted in a recent systematic review of menu labelling 

determinants (Kerins et al., 2020), these findings may reflect the lack of consumer education 

about how to utilise menu labelling effectively. The CFIR places the service user (i.e. 

patients/consumers) under the outer setting domain, suggesting their peripheral role in the 

implementation process (Varsi & Ekstedt, 2015). In the current study, the addition of a new 
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construct on consumer needs and preferences to the inner setting domain demonstrated 

the central role of consumers in the implementation process. This is in line with 

recommendations in the implementation science literature (Nevedal et al., 2020; Nilsen & 

Bernhardsson, 2019; Varsi & Ekstedt, 2015), were greater consideration of the service user 

role in implementation is required. 

In general, policies and incentives external to hospitals exerted a positive influence 

by garnering hospital/catering management support and generating an urgency to 

implement calorie posting. These findings reflect key aspects of institutional theory which 

suggest that organisations change as an adaptive response to coercion, or to strong 

pressures to comply with rules, regulations, and mandates (Birken, Bunger, et al., 2017; 

Hannan & Freeman, 1977). Research also shows organisations will implement innovations to 

comply with accrediting bodies (Birken et al., 2013). While it is recognised that national 

policy/regulation is required to advance public health (Mozaffarian et al., 2018; Swinburn et 

al., 2019; WCRF International, 2019), the risk of tokenism in the form of superficial 

implementation needs to be averted (Powell & DiMaggio, 2012). In the current study, a 

hospital tick-box culture led to lack of monitoring implementation which hindered policy 

adherence. These finding highlight the need for effective mechanisms to be put in place to 

ensure rigorous monitoring alongside policy (Huang et al., 2018; Raine et al., 2017).  

 

6.3.1. Implications and recommendations for policy, practice, and research 

The study findings point to the need for multi-level, multi-component strategies to 

maximise fidelity. Efforts to promote fidelity should begin with the initial process of policy 

ŘŜǾŜƭƻǇƳŜƴǘΦ Ψ5ŜǎƛƎƴƛƴƎ ŦƻǊ ŦƛŘŜƭƛǘȅΩ ǊŜǉǳƛǊŜǎ ŀŘŜǉǳŀǘŜ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƻŦ ƛƴǘŜǊǾŜƴǘƛƻƴ 

components and a description of activities so that they can be replicated (Allen et al., 2018). 

Ensuring the availability of supporting materials, such as a calorie posting toolkit, and the 

provision of training opportunities are necessary to equip stakeholders with the required 

knowledge and information (Liang et al., 2016; Thoele et al., 2020). For these resources to 

be properly utilised, stakeholders involved in implementation need to know how to access 

and interpret them (Williams et al., 2015). Supporting implementation also requires 

consideration of human resources and its impact on time and capacity to implement new 
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innovations (Fitzgerald, Ferlie, Wood, & Hawkins, 2002; Greenhalgh et al., 2004). In the face 

of competing demands, there is a need to prioritise staff health and create a culture that 

promotes and supports a healthy workforce (Quirk et al., 2018).  

¢ƻ ƳŀȄƛƳƛǎŜ ŦƛŘŜƭƛǘȅ ŀƴŘ ǊŜŘǳŎŜ ΨƛƴǘŜǊǾŜƴǘƛƻƴ ŘǊƛŦǘΩΣ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƴŜŜŘǎ ǘƻ ōŜ 

adequately and continuously monitored via internal and external sources (Allen et al., 2018; 

Bellg et al., 2004; Bova et al., 2017; Swindle et al., 2018; Toomey et al., 2020). A feedback 

loop is also required along with encouragement, reward or recognition for implementation 

efforts (Allen et al., 2018). Both monitoring and the provision of feedback are considered 

key to maximising stakeholder engagement and contributing to effective implementation 

(Allen et al., 2018). The Plan-Do-Study-Act cycle is a commonly used process improvement 

strategy in health care settings, which allows organisations to initiate, evaluate and refine 

over a short time period (Evans, Rieckmann, Fitzgerald, & Gustafson, 2008; Ragsdale & 

Mueller, 2005; Schneider, 2006). Furthermore, given the volunteer nature associated with 

student engagement, training and supervision must also be a priority to ensure a high 

degree of fidelity (Barwick, Barac, & Zlotkin, 2015).  

Few implementation models/frameworks, including the CFIR (Damschroder et al., 

2009), recognise that different factors may influence implementation at different points in 

the implementation process (Aarons et al., 2011). Future research should determine the 

factors relevant to different phases of implementation, so as to help stakeholders to 

anticipate and address factors in sequence or in tandem for effective implementation 

(Kerins et al., 2020). A newly developed method called Coincidence Analysis (Whitaker et al., 

2020), offers the potential to identify combinations of conditions that are minimally 

necessary or sufficient for effective implementation. Furthermore, the association between 

implementation strategies and shifts in fidelity to intervention core components could be 

examined in future studies (Swindle et al., 2018).  

Alternative methodological approaches to explore the research question in this 

study may include using a framework to comprehensively assess fidelity, such as the 

Conceptual Framework of Implementation Fidelity (Carroll et al., 2007) or the 

Comprehensive Intervention Fidelity Guide (Gearing et al., 2011). Furthermore, formal 

assessment of fidelity via multiple sources and triangulation of fidelity findings by 
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stakeholder type (direct versus indirect stakeholders) may contribute to a more 

comprehensive understanding of fidelity across hospital.  

 

6.3.2. Strengths and limitations 

While the sample of hospitals was diverse in terms of geographic region, size and 

type, they were all public hospitals with internal catering services. Thus, findings may not be 

transferable to private hospitals and those with external catering services. Furthermore, 

findings may not be transferable to settings outside of healthcare, such as menu labelling in 

restaurants or non-healthcare workplace canteens. While there may be factors in common, 

their unique context may present additional opportunities and challenges (e.g. calorie 

posting not being a priority, due to greater importance being placed on patient care in 

hospitals). 

In an effort to help minimise the effects of recall and response bias, data from 

multiple sources and types were used (Atkins et al., 2017; Yin, 2018). Despite the recognised 

benefits of using multiple measures of fidelity (Moffatt, White, Mackintosh, & Howel, 2006; 

Toomey et al., 2020), there were challenges to integrating fidelity data due to different 

levels or aspects of fidelity evident in different sources. A diffractive approach, whereby 

patterns of difference and entanglement are identified, may have offered another means 

to capture the complexity and messiness of fidelity findings (Uprichard & Dawney, 2019). 

While multiple perspectives from different stakeholders were obtained, the study did not 

consider the consumer perspective. In developing and publishing a study protocol, this 

helped to reduce the potential for bias and strengthen transparency in the research process 

(Uppstad & McTigue, 2020).  

Finally, the integrated knowledge translation approach adopted in this study, where 

researchers work with stakeholders in the planning and execution of the study, is important 

for facilitating the translation of research into policy and practice (Gagliardi, Berta, Kothari, 

Boyko, & Urquhart, 2015; Kothari, McCutcheon, & Graham, 2017). Evidence shows that 

researchers and knowledge users co-producing research are more likely to create effective 

health services and strengthen the healthcare system than researchers who work in 

isolation (Canadian Institutes of Health Research, 2013). The researchers engaged with 
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influential stakeholders who have authority to implement research recommendations, 

thereby facilitating knowledge translation (Boaz, Hanney, BoǊǎǘΣ hΩ{ƘŜŀΣ ϧ YƻƪΣ нлму).  

 

6.4. CONCLUSION 

This study found partial adherence to a calorie posting policy across hospitals, where 

influential factors were multiple, and operated independently and in combination. Factors 

were related to the hospital internal and external environment, features of the calorie 

posting policy and the process involved in implementation. The importance of multiple 

measures of fidelity to generate accurate and more comprehensive fidelity findings was also 

evident. Findings point to the need for multi-level, multicomponent strategies to maximise 

fidelity. Future research should assess the relative importance of calorie posting 

determinants and the association between implementation strategies and shifts in fidelity 

to intervention core components.
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CHAPTER 7: DISCUSSION 

7.1. OVERVIEW OF DISCUSSION 

The overall aim of this thesis was to contribute to the evidence base on 

implementation of menu labelling interventions in the out-of-home food environment, with 

the goal of shaping policy to reduce overweight and obesity. First, a systematic review was 

conducted to synthesise the evidence on the barriers and facilitators to implementation of 

menu labelling interventions from a food industry perspective. This was followed by a study 

which assessed factors influencing fidelity to a calorie posting policy in Irish public hospitals. 

A detailed discussion on the findings from these studies are presented in earlier sections. 

This chapter provides an overview of key research findings, the significance and implications 

of these findings, methodology strengths and limitations, directions for future research and 

a conclusion.   

 

7.2. KEY RESEARCH FINDINGS 

7.2.1. Systematic review of factors influencing menu labelling implementation (chapters 

3 & 4) 

The review identified multiple interdependent factors influencing implementation of 

menu labelling interventions, many of which acted simultaneously as barriers and 

facilitators. Factors influencing implementation were predominantly related to key 

characteristics of the menu labelling intervention (e.g. perceived benefits, cost) as well as 

factors operating within the internal setting of food businesses (e.g., compatibility, available 

information and resources) and external context of food businesses (e.g., consumers, 

legislation, monitoring). The most frequently cited barriers were related to the needs and 

preferences of consumers (e.g. lack of customer demand for/interest in menu labelling, risk 

of overwhelmed/confused customers). Frequently cited facilitators were related to the 

perceived advantage of implementing menu labelling intervention (e.g. improved business 

image/reputation), and the needs and preferences of consumers (e.g. customer demand 

for/interest in menu labelling, providing nutrition information to customers). Based on the 

review findings, an adapted CFIR framework consisting of a priori and new constructs was 
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constructed to illustrate how factors interact to influence implementation effectiveness of 

menu labelling interventions from a food service industry perspective. 

 

7.2.2. Factors influencing fidelity to a calorie posting policy in Irish public hospitals 

(chapters 5 and 6) 

Findings from the quantitative phase of this mixed methods study revealed seven 

hospitals were categorised as low implementers and 28 hospitals were high implementers 

of the calorie posting policy. Across the four hospitals selected as cases for the qualitative 

phase, integrated analysis of fidelity from both phases (multiple data sources) indicated a 

pattern of partial adherence to the calorie posting policy. There was a consistent pattern of 

low adherence to calorie posting across all menu items on sale, low adherence to calorie 

information displayed per standard portion or per meal, low adherence to standardised 

recipes/portions, and inaccurate calorie information across all hospitals. Across the four 

hospitals, factors influencing implementation and fidelity were multiple, and operated 

independently and in combination. Factors were related to the internal hospital 

environment (e.g. perceived importance of calorie posting implementation, needs and 

preferences of consumers using the canteen), external hospital environment (e.g., national 

policy, monitoring), features of the calorie posting policy (e.g., availability of supporting 

materials), and the implementation process (e.g., engaging relevant stakeholders). 

 

7.3. SIGNIFICANCE AND IMPLICATIONS OF RESEARCH FINDINGS 

This research includes the first systematic review to focus on the determinants of 

menu labelling implementation. With growing recognition that the private sector must be 

part of the solution to address the obesity epidemic (Swinburn et al., 2019), this review 

adopted a bottom-up policy implementation perspective by focusing on the views of the 

food service industry. The mixed method study is also one of few studies, with none in the 

healthcare setting, to examine fidelity to a calorie menu labelling policy. As evidence grows 

that fidelity of implementation is associated with success in achieving intervention 

outcomes (Carroll et al., 2007; Durlak & DuPre, 2008; Eames et al., 2008; Johnson-Kozlow et 

al., 2008), this research represents an important addition to the menu labelling literature. 
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Furthermore, in exploring the implementation process through the lens of the CFIR 

(Damschroder et al., 2009), both studies respond to the call from international obesity 

experts for greater application of implementation science to understand the contexts and 

drivers of successful policy implementation (Swinburn et al., 2019). 

There are a number of important policy and practice implications arising from this 

research, which are relevant to a wide array of stakeholders including policy-makers, 

guideline developers, health professionals, food service establishments and researchers. 

These implications can be broadly grouped under policy development, monitoring and 

accountability, and mobilising consumer demand. There are also theoretical implications 

that can be drawn from this research in terms of building on theory. These research 

implications will be discussed in turn below.  

 

7.3.1. Policy development 

A prominent determinant of implementation across both studies included national 

policy/legislation in terms of menu labelling. The research findings echo concerns of 

international public health experts (Mozaffarian et al., 2018; Ngqangashe et al., 2022; 

Swinburn et al., 2019), that a voluntary approach may be insufficient to encourage uptake of 

menu labelling by food service operators. In response to inadequate uptake of obesity 

prevention policies, such as menu labelling, governments need to be prepared to implement 

regulation (Swinburn et al., 2019). Despite research showing poor uptake of a voluntary 

calorie menu labelling scheme in Ireland (Fitzgerald et al., 2018), legislation has been under 

consideration for 10 years now (FSAI, 2012a). Research shows the development and 

implementation of nutrition legislation by governments can be hindered by several factors, 

such as insufficient knowledge, capacity and will (Mozaffarian et al., 2018). To help 

overcome these barriers, action and advocacy by many stakeholders, including consumers, 

are required (Mozaffarian et al., 2018). 

A vast body of literature has also highlighted the food industry as a central barrier to 

obesity prevention policy progress (Cullerton et al., 2016; Mialon et al., 2017; Nestle, 2003). 

The food industry has challenged menu labelling legislation on the grounds of whether 

action is required (i.e. individual responsibility to select healthier foods), whether a 
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mandatory policy is needed and/or the feasibility of implementing calorie labelling policies 

(Block, 2018b; Johnson et al., 2012). While there is much debate whether the food industry 

should be part of the policy development process due to concerns over conflict of interest 

(Raine et al., 2017; Thow et al., 2019; WCRF International, 2019), some public health experts 

suggest their involvement in this process is critical to ensure successful implementation 

(Mah et al., 2013; Swinburn et al., 2019). In recognising the need to work effectively in 

consultation with food industry actors, Swinburn and colleagues (2019) propose several 

approaches to redress the power imbalances and conflicts of interest during the policy 

development process. 

In developing menu labelling policy/legislation, clear specification of the intervention 

components is required. The mixed methods study highlighted that core intervention 

components were not specified in the calorie posting policy, including adherence to 

standardised recipes/portions and accuracy of calorie information. Research shows clear 

specificity of what the intervention or policy entails is necessary to ensure effective 

implementation (Carroll et al., 2007; Dusenbury et al., 2003). Hawe (2015; 2004) 

recommends intervention components are clearly identified as relating to form (i.e., 

variable aspect of the intervention - calorie display method) and function (i.e., fixed aspect 

of the intervention - accurate calorie information per standard portion or per meal). Such a 

delineation can help with understanding how fidelity is maintained and measured, and what 

adaptations can be made without compromising intervention effectiveness (Ginsburg et al., 

2021). Designing policies with fidelity in mind is an important step in planning to maximise 

fidelity throughout intervention delivery (Allen et al., 2018; Bellg et al., 2004; Cohen et al., 

2008). Findings from the mixed methods study will inform the review of the HSE Calorie 

Posting Policy which is currently underway (HSE, personal communication, 2022). 

 

7.3.2. Monitoring and accountability 

Lack of monitoring and enforcement was a common barrier to menu labelling 

implementation across both studies. Monitoring the degree of implementation of public 

health policies, such as menu labelling, is an important part of ensuring progress towards 

achieving its intended outcomes (Vandevijvere et al., 2019). In the absence of monitoring 
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and enforcement, there is a risk of superficial implementation in response to menu labelling 

policy/legislation (Powell & DiMaggio, 2012). This may present issues around the accuracy 

of calorie information on menus (Huang et al., 2018), as identified in the current research. 

To date, most countries and regions with menu labelling legislation do not specify the 

mechanisms of verifying the accuracy of calorie menu labels (Huang et al., 2018). If 

monitoring is in place, the focus is on the provision of calorie information on menus and not 

the accuracy of this information (Huang et al., 2018). In Ireland, a recent evaluation of the 

uptake of a voluntary calorie menu labelling scheme, which was commissioned by the DoH, 

did not assess the accuracy of calorie menu labels (Fitzgerald et al., 2018). Public health 

experts highlight the need for stronger accountability systems to ensure mechanisms are in 

place to hold the food industry to account for their actions (Swinburn et al., 2019; WHO, 

2020).  

How best to monitor implementation should be considered at the policy design 

stage (WCRF International, 2019). This involves consideration of who best to conduct this 

process, such as relevant government bodies and coordinating agencies, and if they have 

sufficient authority, capacity, financial resources and leadership to do so (Mozaffarian et al., 

2018; Swinburn et al., 2019; WCRF International, 2019). In many instances, health 

authorities/agencies lack sufficient authority and resources to enforce public health law 

(Huang et al., 2018; Mozaffarian et al., 2018; Pomeranz, 2013; Swinburn et al., 2019). In the 

absence of adequate government regulatory oversight, consumer involvement in 

monitoring, via a complaint channel, has been proposed as a possible strategy to monitor 

menu labelling implementation (Huang et al., 2018). While this approach may not achieve 

widespread policy adherence, it may direct health authorities with limited resources to 

follow-up with relevant cases (Huang et al., 2018). Huang and colleagues (2018) suggest 

health authorities with limited resources conduct random and targeted sampling to ensure 

the accuracy of menu labels. 

 

7.3.3 Mobilising consumer demand 

Consumer demand for menu labelling was another important determinant across 

both studies. This is in line with previous research which shows implementation of obesity 
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prevention policies can be facilitated or hindered by public opinion (Farrell et al., 2019). 

While research shows high levels of public support for food/obesity policies that provide 

information such as calorie labelling on menus (Kwon et al., 2019; Reynolds et al., 2019), 

international obesity experts argue that this support has not translated into sufficient public 

demand for action to overcome the industry opposition and government reluctance 

(Swinburn et al., 2019). Public demand for interventions is important for policy makers 

(Cairney, 2020; Cullerton & Donnet, 2016), and can help overcome political inertia and 

enable policy action to improve population health (Reynolds et al., 2019). Swinburn and 

colleagues (2019) highlight the need to mobilise demand for change, as public pressure 

drives both public-sector and private-sector policy actions to address obesity. 

To date, a number of strategies have been proposed to increase public 

support/demand for health policy. One such strategy is communicating evidence on the 

effectiveness of a policy (Reynolds, Stautz, Pilling, van der Linden, & Marteau, 2020). Given 

that no intervention, including menu labelling, is likely to address the obesity epidemic, 

communicating the need for a multi-pronged approach consisting of a portfolio of 

interventions may be required to increase public support (Mozaffarian et al., 2018). 

Furthermore, communicating evidence on the impact of menu labelling on industry 

behaviours may be required, so there is less emphasis on individual responsibility in 

combating obesity (Reynolds et al., 2019). Other proposed strategies to increase public 

support include framing the case for an intervention in terms of human rights (Garde, 2018; 

Swinburn et al., 2019), such that the provision of nutrition information is based on the right 

to health. Finally, a public education campaign alongside legislation may be required to 

increase uptake and demand for menu labelling (Raine et al., 2017; WCRF International, 

2019).  

 

7.3.4. Building on theory 

According to Kislov (2019), researcher engagement with theory can often be a one-

way relationship, whereby theory shapes data collection and analysis, but little effort is 

made by researchers to explain what the resulting empirical findings mean for theory. While 

the current research used the CFIR to guide data collection and analysis, a number of 
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additional steps were taken to help move theory forward. This includes going beyond listing 

determinants to illustrate the relationships between determinants to assist with 

understanding the mechanisms underpinning implementation. This approach may help 

advance the CFIR towards being more testable i.e. to generate a hypothesis that focus on 

specific constructs and their interrelationships. This approach which looks at how factors 

work together and mediate outcomes has been recommended by authors in the field of 

implementation science (Birken, Bunger, et al., 2017; Kirk et al., 2015; Kislov, 2019). Other 

steps taken to move theory forward include refining its assumptions. For example, the CFIR 

places the service user (i.e. patients/consumers) under the outer setting domain, suggesting 

their peripheral role in the implementation process (Varsi & Ekstedt, 2015). In the current 

research, the addition of a new construct on consumer needs and preferences in the inner 

setting domain demonstrates the central role of consumers in the implementation process. 

This addition and others, combined with the publication of detailed codebooks, helps to 

move theory forward. Finally, the current research has fed into the development of an 

updated framework version, CFIR 2, which is currently under review (Damschroder et al., 

2022a; Damschroder et al., 2022b).    

 

7.4. METHODOLOGICAL STRENGTHS AND LIMITATIONS 

Strengths and limitations of the individual studies are presented in earlier sections 

(see 3.8, 4.8.2, 5.8 and 6.8.2). The broader strengths and limitations of the thesis are 

discussed here.  

 

7.4.1. Strengths 

The publication of study protocols contributed to greater transparency in the 

research process as well as reducing publication bias and improving reproducibility (Chang & 

Slutsky, 2012; Li et al., 2017; Ohtake & Childs, 2014). Another strength of the research 

includes the mixed-methods approach which provided a better understanding of the 

research problem than either quantitative and qualitative research alone (Creswell & Plano 

Clark, 2011). This approach allowed for a more accurate and comprehensive picture of 

menu labelling implementation and its influencing factors. In particular, triangulating fidelity 
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data from multiple sources enhanced our understanding of fidelity to a calorie posting 

policy and the validity of these findings (Farmer et al., 2006; Toomey et al., 2020). 

Another important strength of this research was the application of theory. The CFIR 

brings together constructs from an array of implementation theories to understand the 

complexity of implementing policies and interventions (Damschroder, 2020). The theoretical 

framework provides a common language by which to guide the systematic assessment of 

multiple levels of influence on implementation (Nilsen, 2015). In applying theory, it helps to 

generalise the research findings and makes them more easy to integrate with findings from 

other studies to build a stronger evidence base of the factors that influence implementation 

efforts (Gardner, Whittington, McAteer, Eccles, & Michie, 2010; Kislov, 2019). 

 

7.4.2. Limitations 

 While the CFIR offered a comprehensive structure and consistent terminology for 

assessing implementation determinants, some gaps in the framework were identified. First, 

some construct definitions and eligibility criteria lacked detail. This included the 

Ψ/ƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ LƴŘƛǾƛŘǳŀƭǎΩ ŘƻƳŀƛƴ ǿƘƛŎƘ ŦƻŎǳǎŜǎ ƻƴ individual-level constructs. The lack 

of detail may have contributed to this domain being infrequently coded. This gap has also 

been identified in the implementation science literature, with recommendations to combine 

the CFIR and the Theoretical Domains Framework (TDF) in studies which focus on 

determinants of implementation at multiple levels (Birken, Powell, et al., 2017). Second, the 

ōƻǳƴŘŀǊƛŜǎ ōŜǘǿŜŜƴ ǎƻƳŜ ŎƻƴǎǘǊǳŎǘǎ ǿŜǊŜ ǳƴŎƭŜŀǊΣ ŦƻǊ ŜȄŀƳǇƭŜ ΨDƻŀƭǎ ŀƴŘ CŜŜŘōŀŎƪΩ ŀƴŘ 

ΨwŜŦƭŜŎǘƛƴƎ ŀƴŘ 9ǾŀƭǳŀǘƛƴƎΩΣ ŀƴŘ ǘƘǳǎ ƳƻǊŜ ŎƘŀƭƭŜƴƎƛƴƎ ǘƻ ŎƻŘŜΦ ¢Ƙƛǎ ŎƘŀƭƭŜƴƎŜ ƻŦ 

distinguishing between related constructs has also been noted in the implementation 

science literature (Kirk et al., 2015). Many of these gaps were addressed in the research by 

refining definitions with expert input from a member of the CFIR development group and 

producing a detailed codebook to increase the reliability of the coding process.  

The current research did not capture data on the phase of implementation (i.e. 

adoption, implementation and maintenance) and thus it is unclear what factors are likely to 

be important at each implementation phase. This may also reflect a gap in the CFIR, which 

unlike other implementation frameworks such as the Exploration, Preparation, 
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Implementation, Sustainment (EPIS) framework (Aarons et al., 2011), does not include the 

implementation phases nor a list of the potential influencing factors for each phase. Finally, 

the research did not consider the consumer perspective on menu labelling implementation. 

¢Ƙƛǎ ƛǎ ŀ ƭƛƳƛǘŀǘƛƻƴ ƎƛǾŜƴ ǘƘŜ ƛƴŎǊŜŀǎŜŘ ǊŜŎƻƎƴƛǘƛƻƴ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ ŎŜƴǘǊŀƭ ǊƻƭŜ ƛƴ ǘƘŜ 

implementation process (Nevedal et al., 2020; Nilsen & Bernhardsson, 2019; Varsi & 

Ekstedt, 2015). 

 

7.5. DIRECTIONS FOR FUTURE RESEARCH 

Recommendations for future research are outlined in earlier sections (see 4.8.1. and 

6.8.1.). Additional detail and information on directions for future research in the area of 

menu labelling implementation are provided below. 

 

7.5.1. Assess both implementation outcomes and their determinants 

While there is a growing number of studies which assess factors influencing menu 

labelling implementation, few studies specify which implementation outcomes are 

influenced by the determinants. In a recently published article, Damschroder and colleagues 

(2022a) propose the CFIR Outcomes Addendum which extends the framework to include 

implementation outcomes. It seeks to guide researchers to identify the implementation 

outcome(s) of interest and to carefully consider the determinants that can affect those 

outcomes. Furthermore, there has been an increased application of multiple frameworks to 

link determinants to outcomes. For example, evaluation frameworks such as RE-AIM (Reach, 

Effectiveness, Adoption, Implementation, and Maintenance) are increasingly being used in 

conjunction with determinant frameworks to link barriers and facilitators with multiple 

types of outcomes (Damschroder, 2020). Future studies should consider the application of 

multiple frameworks or a hybrid framework to guide assessment of menu labelling 

implementation outcomes and their determinants.  
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7.5.2. Assess other dimensions of fidelity 

A recent narrative review by Toomey and colleagues (2020) highlighted key issues 

regarding fidelity assessment, including the limited focus beyond assessing fidelity of 

delivery (i.e. adherence) and the limited use of existing fidelity frameworks. The review 

noted ǘƘŀǘ ŀ ΨŎƘŀƛƴ ǊŜŀŎǘƛƻƴΩ ǊŜƭŀǘƛƻƴǎhip may exist between different dimensions of fidelity 

e.g. if training is poor, then delivery is likely to be suboptimal; if delivery is poor then 

intervention receipt and patient/consumer understanding is likely to be poor. Therefore, the 

review authors highlight the importance of considering each step of the causal pathway 

underlying the intended intervention effects and to develop strategies to enhance and 

assess the fidelity across each of these stages (Toomey et al., 2020). Such a comprehensive 

assessƳŜƴǘ ǿƛƭƭ ƛƴŎǊŜŀǎŜ ŎƻƴŦƛŘŜƴŎŜ ŀōƻǳǘ ΨǿƘŀǘ ƘŀǇǇŜƴŜŘ ŀƴŘ ǿƘȅΩ ŘǳǊƛƴƎ ǘƘŜ 

intervention. 

 While the current research examined adherence to a calorie posting policy, future 

research should focus on other dimensions of fidelity. This assessment should be guided by 

an existing fidelity framework, such as the Conceptual Framework of Implementation 

Fidelity (Carroll et al., 2007) or the Comprehensive Intervention Fidelity Guide (Gearing et 

al., 2011). Other dimensions of fidelity to assess may include fidelity receipt (i.e. whether 

consumers understand/ engage with the intervention) and enactment (i.e. extent to which 

consumers apply intervention skills and behaviours in daily life). As rigorous assessment of 

intervention fidelity can be resource intensive (Ginsburg et al., 2021), it is important to 

assess one fidelity domain well, rather than all areas poorly (Toomey et al., 2020). 

 

7.5.3. Assess adaptations to menu labelling interventions 

In recent years, there has been much emphasis placed on balancing the importance 

of fidelity with the need for adaptation (Allen et al., 2018; Escoffery et al., 2019; Marshall et 

al., 2021). Adaptation refers to the changes that may be needed to make an intervention 

appropriate to the context and participants (Allen et al., 2018). Toomey and colleagues 

(2020) recommend fidelity and adaptation should be considered during intervention 

development, so core components of the intervention are explicit as well as what is 

acceptable in terms of intervention adaptations (i.e. peripheral components). The 
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adaptation of evidence-based interventions, such as menu labelling, is often not 

documented and so it is not evaluated or well understood (Escoffery et al., 2018). 

Furthermore, its effects on intervention outcomes are often unclear (Toomey et al., 2020). 

Stirman and colleagues (2019) highlight the need to evaluate when, why and how 

adaptations occur by documenting and studying adaptations during the implementation 

process. Future research should incorporate the newly developed Framework for Reporting 

Adaptations and Modifications-Enhanced (FRAME) to guide the reporting of intervention 

modifications and their determinants (Stirman et al., 2019). 

 

7.5.4. Develop and test implementation strategies 

Over 20 years ago, Grol and Grimshaw (1999) asserted that evidence-based practice 

must be complemented by evidence-based implementation. In response, implementation 

science has focused on understanding implementation determinants and generating 

evidence for implementation strategies. To build on the current research which identifies 

determinants of menu labelling implementation, future research should develop and test 

implementation strategies to address these factors. Implementation strategies are defined 

ŀǎ άƳŜǘƘƻŘǎ ƻǊ ǘŜŎƘƴƛǉǳŜǎ ǳǎŜŘ ǘƻ ŜƴƘŀƴŎŜ ǘƘŜ ŀŘƻǇǘƛƻƴΣ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴΣ ǎǳǎǘŀƛƴƳŜƴǘΣ 

and scale-ǳǇ ƻŦ ŀ ǇǊƻƎǊŀƳ ƻǊ ǇǊŀŎǘƛŎŜέ (Powell et al., 2019a). The ERIC project has published 

a compilation of 73 implementation strategies (Powell et al., 2015) and organised this 

compilation into nine clusters of implementation strategies (Waltz et al., 2015).   

Several systematic approaches to selecting and designing strategies to address 

determinants of implementation have been published (Powell et al., 2017). One popular 

approach includes intervention mapping which adopts a systematic, multi-step method that 

incorporates theory, evidence and stakeholder perspectives (Fernandez et al., 2019). This 

approach can incorporate the newly developed ERIC-CFIR matching tool to guide the 

selection of implementation strategies based on previously identified CFIR barriers (Waltz et 

al., 2019). The Implementation Research Logic Model can assist in planning an 

implementation study which looks at the process and impact of implementations strategies 

(Smith, Li, & Rafferty, 2020). A logic model can be a useful tool when engaging in research 

co-design with relevant stakeholders (Funnell & Rogers, 2011). 



 

105 
 

An implementation trial can be conducted to assess the impact of the 

implementation strategy on the implementation outcome (Bauer et al., 2015). Wolfenden 

and colleagues (2021) have recently published guidelines on the development, conduct and 

reporting of randomised trials of implementation strategies. In terms of design options, a 

stepped wedge randomised trial may be suitable when testing an implementation strategy 

to increase fidelity to the HSE Calorie Posting Policy. In this design, all participating hospitals 

would receive implementation support, though staggered in time. If further research seeks 

to examine the effects of menu labelling on consumer and industry behaviour, a hybrid type 

III design offers a dual function of assessing implementation and intervention effectiveness 

(Curran, Bauer, Mittman, Pyne, & Stetler, 2012; Landes, McBain, & Curran, 2019). Finally, 

conducting a process evaluation alongside an implementation trial can explore how and why 

implementation might improve (or not) following the application of an implementation 

strategy (Moore et al., 2015). 

 

7.6. CONCLUSION 

While research on the factors that shape menu labelling implementation is growing, 

evidence on the degree of implementation (i.e. fidelity) is limited. The current research 

includes the first systematic review to synthesise the evidence on the determinants of menu 

labelling implementation. Findings showed implementation was influenced by multiple 

interdependent factors, particularly related to the external and internal context of food 

businesses, and features of the menu labelling intervention (Kerins et al., 2020). The 

research also includes a mixed methods study to assess fidelity to a calorie posting policy in 

Irish public hospitals. Findings showed partial adherence across hospitals, where influencing 

factors were multiple, and operated independently and in combination. Factors were 

related to the external and internal hospital environments, features of the policy and the 

implementation process (Kerins et al., 2021).  

The overall research findings point to the need for menu labelling legislation with 

adequate monitoring and enforcement as well as increased consumer demand. Future 

research should assess other dimensions of fidelity, document and track adaptations to 

menu labelling interventions, and develop and test implementation strategies to address 
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the determinants identified in the current research. Finally, the current research responds 

to a call from international obesity experts for greater application of implementation 

science to understand the contexts and drivers of successful policy implementation 

(Swinburn et al., 2019). This is in response to poor implementation of evidence-based 

obesity prevention policies within and across countries world-wide. Without adequate 

implementation, the potential public health benefits of such policies, including menu 

labelling, will not be realised. 
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