Additional file 5. Detailed discussion of the findings

The discussion of the findings explicitly addresses the two purposes of this study: (1) identifying the facilitative roles of 10 Swedish clinical research funders in relation to the implementation of clinical research results; and (2) analyzing the funders’ views on implementation responsibilities. 
Research funders’ facilitative roles 

All in all, the eight facilitative roles mentioned by the funders provide a nuanced picture of research funders’ facilitative roles in relation to implementation: from a post-implementation role expressed as “Monitoring implementation outcomes” to a direct involvement in implementation in terms of “Educate healthcare personnel and parents”, and “Work actively towards implementation”; and from indirect support via “Dissemination of knowledge”, “Create structures for organized introduction”,  and “Advocacy work” to a general and abstract support such as “Create conditions for implementation through legislation in implementation related issues” and “Stimulate collaboration between researchers and industry”
Two of the identified roles were common for at least two different funding levels: “Advocacy work” and “Monitoring implementation outcomes”. “Advocacy work” is an acknowledged role for research funders aiming to facilitate implementation of research results through raising awareness and influencing for example universities to acknowledge merits that go beyond publication [1]. Creating awareness and increasing knowledge among decision makers at different levels regarding feasibility and costs of implementation was identified, in this study, as an advocatory activity. For “Monitoring implementation outcomes”, the second common role, the two national private funders even had an explicit structure for monitoring and effectiveness evaluation. This role identifies important activities for research funders occurring after implementation and has not been reported in previous research. In addition to these two common roles, a role shared by national private funders only, yet reported in previous research, was the “Dissemination of knowledge” [2, 3]. This role can be very simple, e.g. through sending out a newsletter, or more demanding, such as by organizing a seminar and inviting guest speakers to discuss the findings.
In general, many of the facilitative roles appear to fit the funders in question: the national public funders identify few facilitative roles (3), which fits their main mission of funding research; while national private funders assumed a greater number of facilitative roles (5) and especially roles related to indirect support such as “Advocacy work” and “Dissemination of knowledge”, which fits their mission of improving health. The local public funders are the units within the County Councils funding a significant amount of clinical research. However, due to the large size and complexity of their mother organization, the local public funders are not necessarily connected to the part of the County Council providing healthcare or organizing implementation. Consequently, the roles that local public funders perceive as theirs in relation to implementation may purposefully differ from the more explicit implementation roles of other healthcare-providing parts of the County Councils. This fact can explain the few facilitative roles (2) identified by the local public funders and their lack of involvement in activities such as “Advocacy work” and “Dissemination of knowledge”.
Who is responsible?

The funders from all levels considered that the actors responsible for implementation are either the healthcare providing County Councils or some actors within the County Councils. In other words, there is a consensus among funders that the responsibility for implementation lies in the healthcare setting. This consensus reflects the Swedish law stating that the County Councils are required to deliver good quality care that is continually developed [4], whereby implementation of clinical research results can be viewed as part of this assignment. However, the fact that the three funding levels together proposed five different County Council-related actors as responsible for implementation may be a potential barrier for implementation. It suggests a “problem of many hands” whereby responsibilities become so unclear that implementation risks becoming no-one’s responsibility [5]. However, on the other hand the local public funders, which are closest to the healthcare setting, proposed three different actors as responsible for implementation not so much because of the “problem of many hands”, but because actors responsible for implementation can indeed be different from one County Council to another. In fact, County Councils are independent from the central government in how they assign implementation responsibility: for instance a County Council may have attributed implementation responsibility to hospital heads, whereas in another it might be less well-defined. In cases where the quite diffuse and large actors, such as “County Councils” or even more the “Healthcare system”, were identified as responsible the “problem of many hands” is a concrete risk due to the size and complexity of these organizations.

In terms of personal or organizational responsibility, half of the funders seemed to consider that implementation is a matter of organizational responsibility [6, 7]. In fact, “County Councils”, “Healthcare system,” and “The medical practitioners together with County Councils” were suggested by five funders. Instead, a pure personal responsibility [8, 9] within County Councils was attributed by three funders to the “Head of hospital units”. This form of personal responsibility is also a form of hierarchical responsibility, whereby the person highest in rank is made responsible [9, 10]. However, the heads of hospital units are merely managers and, following the argument of hierarchical responsibility [11], the real responsibility ultimately rests on the organizational leadership, usually taking the form of a group of actors. “Hospital leadership” as a category was supported by only one local public funder. Still, the prominence of organizational or shared responsibility is confirmed by the fact that four out of five categories regarding the actors related to County Councils refer to a group of actors or organizations, indicating a collective and organizational responsibility [12, 13].
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The funders in general were somewhat hesitant whether the actors identified take responsibility for implementation as five funders considered that the identified actors take responsibility “To a certain degree” and one funder reported that the identified actor does not take responsibility. The local public funders were most positive about responsibility taking, followed by the national public funders. The national private funders were divided over this (Table 4). As for the alternative responsible actors, considering all three levels of funders, half of the funders suggested that no-one else should take responsibility (Table 5). Also three funders supported the option of another responsible actor “To a certain degree”, which is somewhere between “No” and “Yes”. This result can be interpreted as the majority of funders being rather content with the identified actors. Regarding the alternative actors, the actors proposed by the local public funders were in general more concrete than the ones proposed by the national public funders. For instance “Shared University/County Council organ”, proposed by one local public funder, seems a more concrete option for taking responsibility for implementation than “Society”, as suggested by one national public funder. 
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