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4. Reflexive monitoring

Appraisal work people do to assess
and understand the ways the inter- 4.2 Communal appraisal
vention affects themselves and 4.3 Individual appraisal

4.1 Systematization

Collecting information to determine the effectiveness and usefulness of the
intervention

Participants evaluate the worth of the intervention together

Individual participants appraise the effect of the intervention on them

others experientially

4.4 Reconfiguration

Redefining procedures or modifying practices

Adapted from May et al. (2015).

as well as weekly activities for three weeks following
completion of the final workshop. See Table 2 for an
outline of the programme.

Setting

The study is being conducted in a tertiary metropoli-
tan mental health service in Victoria, Australia. This
is the larcest nmhlic mental health <ervice in the

gramme facilitators are eligible for recruitment. Rele-
vant facilitators (two for each programme) will be
approached by email prior to each programme, given
participant information, and invited to complete hard
copy fidelity checklists for each workshop.

Barriers and facilitators survey
To capture information from key organizational stake-
holders on barriers and facilitators to staff recruitment
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TABLE 2 PRiN programme

Module

Content overview

M. V. BUI ET AL

information is found (Saunders et al. 2018). However,

saturation varies across studies and we will ultimately
ha Aiidad her tha Aata
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programme can be improved. the usefulness of the
programme to help them manage stress and interper-
sonal conflict, and the value of the programme to their
professional practice and personal life.

Telephone senmi-structured interview

Participant perspectives on the personal and profes-
sional impacts of the programme will be elicited
through a short (~30 min) follow-up audiotaped semi-
structured telephone interview. This method of inter-
view was chosen as it is a viable and effective qualita-
tive interview approach (Drabble et al. 2016) and is
convenient and flexible for participants, particularly
those spread across locations (Roller & Lavrakas
2015). as is the case for staff in this health service,
which is located across a wide geographical area. Par-
ticipants will confirm their informed consent through
audio-recorded verbal assent prior to interview com-
mencement. The interview contains five main topic
areas. with prompts: two on participants’ experience
of the programme and helpful components of pro-
gramme delivery. and three on the influence of the
programme on their personal life and professional
practice, including how COVID-19 has affected them
and their practice in the health service. The inter-
views will be transcribed verbatim, de-identified, and
integrated with written field notes following each
interview.

Data analysis

Quantitative data
For the fidelity checklist, items will be descriptively
analysed and reported according to percentage of com-
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and Clarke (2006) using an inductive approach in
accordance with the exploratory nature of the study
methodology. For each data set, the process involves
researchers familiarizing with the data through immer-
sion in data. reading for key concepts. and identifying
preliminary themes. Next, codes and sub-codes will be
generated and synthesized into categories and sorted
into major themes. Each theme is anticipated to pro-
duce key findings for data integration. In addition,
themes will be mapped onto the four main NPT con-
structs to facilitate interpretation of the overall results
and draw conclusions on PRIN programme implemen-
tation in the health service.

Mixed methods analysis and integration

Integration is the interaction between qualitative and
quantitative data and is an essential aspect of mixed
methods research to obtain greater knowledge vyield
compared with independent analysis of the data
(O’Cathain et al. 2010). Following the data triangula-
tion protocol used by Farmer et al. (2006), each key
finding from each data set will be matched against sim-
ilar key findings from the other three data sets to cre-
ate a ‘convergence coding matrix’. We will then
compare and ftriangulate the findings to establish
whether they are in agreement (data converging), par-
tial agreement (data complementing each other), disso-
nant (conflict exists between the data). or silent (only
one data source contained the data) (Morton et al
2021: O’Cathain et al. 2010).

Ethics

The trial and process evaluation have been approved
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cols is considered ‘best practice’ and is important for
improving the standards of trials (Moore et al. 2015).
By publishing the study protocol, our methodological
choices are made transparent and the importance of
process evaluation in complex intervention trials is
highlighted. This will be the first published process
evaluation nested within the design of an intervention
that aimed to improve the resilience of MHN. We

dlldl HAEIIeWOIRS dle OLICI UlUeTuscd 111 Pprocess evdluad-
tions (MclIntyre et al. 2020). even though they can pro-
vide sensitizing concepts that enhance understanding
of how the intervention was integrated into practice
and highlight the mechanisms that affect programme
implementation and trial outcomes (Nilsen 2015).
Using this framework in the current study will extend
understandings of PRIiN programme implementation in
a large public mental health service. NPT has been
used extensively in prior qualitative or quantitative
studies, but only in a few mixed methods studies (May
et al. 2018). The current study will be a valuable con-
tribution to knowledge in demonstrating the applicabil-
ity of the NPT framework to mixed methods research
and to mental health nursing research.

As with all studies, there are some potential limita-
tions. First, the study is being conducted in a large
miblic mefronalitan  health service and the findines
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tion embedded in a partially clustered randomized con-
trolled trial of the PRIN resilience education
programme for mental health nurses in the Australian
context. Outcomes of the evaluation will provide
insights into the factors that affect the process of
implementing the programme in a large public mental
health service in the context of the COVID-19 pan-
demic and may help explain differences in participant

AUU LIIULLL LULULT WSS CTLUIIauuVIL UL LIS piugElaluuc w
other health services. Findings on the implementation
of a resilience programme in a large public mental
health service may also positively impact the MHN
workforce recruitment and retention crisis. The process
evaluation will provide useful information on the value
of resilience education for MHN in managing work-
place stress, resolving interpersonal conflict, and main-
taining their psychological well-being.
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In addition to the published protocol paper, the following sections expand further on
the research paradigm, the theoretical framework underpinning the thesis, and the mixed
methods process evaluation design with a convergent approach to data collection and

analysis.

3.4. Research Framework: Pragmatism
3.4.1 Frameworks in Research

Research frameworks, or paradigms (used synonymously with worldviews or
philosophical assumptions) refer to a set of assumptions or perspectives that researchers hold
in the process of knowledge construction (Creswell & Plano Clark, 2018). These assumptions
or perspectives are related to ontology (i.e., what the nature of reality is), epistemology (i.e.,
how knowledge is generated), axiology (i.e., the role of researchers’ values in research), and
methodology (i.e., what process is used for conducting research) (Creswell & Plano Clark,
2018; Crotty, 1998). All research has a framework or philosophical foundation, from which a
researcher’s choice of study design, study rationale, research purpose, questions, and study

significance are structured and grounded (Grant & Osanloo, 2014).

In research that involves mixed methods, there are four common philosophical
paradigms: post-positivism, constructivism, transformative paradigm, and pragmatism
(Creswell & Plano Clark, 2018). The post-positivist paradigm is often adopted in quantitative
research and suggests that the phenomena of study are objective but can only be known
partially and imperfectly (Panhwar et al., 2017). This is because they are influenced by the
researcher’s presence and the historical or cultural contexts surrounding the phenomena being
investigated. According to this paradigm, knowledge can be generated through observation of
the phenomena and verification of theories (Panhwar et al., 2017). In contrast, in the

constructivist paradigm (often used in qualitative research) knowledge is considered to be
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generated by the researchers in the research process that involves meaning-making from
interaction with the phenomena of study (Krauss, 2005). Qualitative data might represent
several meanings generated by the participants, and the researcher, through the process of
analysis, generates new meanings out of the data and the phenomenon under investigation
(Krauss, 2005). The transformative paradigm is often used in research that centres around,
and advocates for, social justice for marginalised groups (Jackson et al., 2018). Here,
researchers examine different aspects of power and privilege and obtain unique knowledge
that could only be assessable through building trusting relationships with participants
(Jackson et al., 2018). Lastly, in pragmatism, there is a focus on diverting attention away
from trying to reconcile competing paradigms (e.g., post-positivism and constructivism) and
instead focusing on deciding the best methods to address the research question (Creswell &
Plano Clark, 2018). Tashakkori and Teddlie (2003) argue that addressing the research
problem should be of the utmost importance even if it requires both qualitative and
quantitative research methods with clashing ontologies and epistemologies in the same study.
They contend the forced-choice dichotomy between post-positivism and constructivism
should be disregarded, and methodological choices should be guided by the practicality and
applicability of research philosophy. As a result of this orientation towards ‘whatever works’
to produce real-world applications, many leading experts consider pragmatism the optimal

paradigm for research using mixed methods (Creswell & Plano Clark, 2018).

3.4.2 Pragmatism

In this thesis, pragmatism was chosen as the most relevant research paradigm to guide
the conduct of this mixed methods process evaluation. The ontological stance of pragmatism
(i.e., beliefs about the nature of reality) (Mukhles, 2020) holds that the nature of reality
(whether singular or multiple) depends on the researcher’s interpretations. The

epistemological assumptions (i.e., the relationship between the researchers and the
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phenomena being studied) (Mukhles, 2020) indicate that researchers may move between
subjective generation of knowledge (e.g., through biased interpretations of meaning) and
objective discovery of existing knowledge (e.g., through unbiased measurement of
phenomena) as long as they can address the research problem (Morgan, 2014). To address the
research aims in this thesis, both quantitative and qualitative methods were used. This
approach was necessary because evaluating the implementation of the PRiN program
required program participants’ and stakeholders’ subjective experiences, as well as
measurable descriptive data on program feasibility and acceptability, such as participant

satisfaction and program fidelity.

In pragmatism, theories may also be used in the research process to name and
characterise a phenomenon (i.e., descriptive theories), to illustrate the relationships between
phenomena (i.e., explanatory theories), to predict an outcome from the data (i.e., predictive
theories), or to articulate marginalised groups (i.e., emancipatory theories) (Creswell & Plano
Clark, 2018; Varpio et al., 2020). Theory (i.e., conceptual framework or theoretical rationale)
can be defined as logically related propositions that represent the relations between different
constructs (Varpio et al., 2020). There are three approaches to inform how theory is used in
the research process: inductive, deductive, and abductive (Varpio et al., 2020). In objectivist
(i.e., quantitative) research, a general theory is tested through a deductive process to
determine if research data supports or refutes the theory. In contrast, subjectivist (i.e.,
qualitative) research uses an inductive process to explore individual experiences and
perceptions, to generate generalisable conclusions and theories. Theory can also be connected
with research data through an abductive process (Mitchell, 2018). This involves moving back
and forward between inductive and deductive approaches, and theory and data, with the aim

to provide the best insight and explanation for the observed phenomenon.
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All three approaches were used in this thesis. Qualitative data were inductively
analysed to produce findings that illustrate MHNs’ experiences of the PRiN program, and
MHNSs’ experiences of resilience during COVID-19. Quantitative data from surveys were
deductively analysed and described. In the integration phase, using abduction, qualitative and
quantitative process evaluation findings (on the program implementation process) were
integrated with trial outcomes. This integration produced meta-inferences that provide new
insights and possible explanations for variation (i.e., statistically significant differences) in
trial outcomes between the intervention and control groups. In addition, qualitative and
quantitative process evaluation findings were inductively ‘mapped’ onto relevant
Normalisation Process Theory constructs to generate theory-informed interpretations of the

findings and recommendations for future PRiN program implementation.

3.4.3 Theoretical Framework - Normalisation Process Theory

As outlined in the protocol paper, Normalisation Process Theory (NPT) was used as a
theoretical framework in this research. The NPT constructs were used to aid in the
interpretation of the qualitative and quantitative process evaluation findings on PRiN
program implementation to address the thesis aim of evaluating the PRiN program

implementation. The method for mapping these findings to NPT is described in the next

chapter - Chapter 4.10.

To extend on the information provided in the protocol paper, Normalisation Process
Theory has been developed to describe, characterise, and explain the factors and mechanisms
(e.g., individuals’ understanding of the purposes and needs for the intervention) that drive and
influence implementation processes and impact their outcomes (May et al., 2018). It is a
middle-range theory that sits between grand theories (the most abstract) and situation-specific

(or micro) theories (McEwen, 2013). Middle-range theories do not offer general laws about
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behaviour and structure at a larger, societal level, but they are sufficient to understand social
behaviours (i.e., what people do) in contained contexts — for example to understand factors
that influenced embedding of a new health care practice within a healthcare setting (May et
al., 2009). It is also a theory of action and focuses on the work (instead of attitudes or beliefs)
that people do — both individually and collectively — to implement, embed, and integrate a
practice or an intervention in healthcare settings (May et al., 2009). By ‘work’, it is meant
that for new practices to become normalised in a healthcare setting, individuals must work
independently and collaboratively to implement the practices. Additionally, over time, people
must continuously work to maintain the normalisation of the new practice once it has been

introduced into practice.

NPT posits that the work needed to implement a practice is influenced by four
constructs of implementation mechanisms, i.e., coherence, cognitive participation, collective
action, and reflexive monitoring (see Table 3.1 for definitions). In the published protocol,
(Bui et al., 2022), the original four NPT constructs (coherence, cognitive participation,
collective action, reflexive monitoring) proposed by May and Finch (2009) were included.
Since the protocol was published, however, May and colleagues (2022) have posited that the
context in which people work to implement an intervention affects the implementation
outcomes. This relationship is illustrated in Figure 3.1. As a result, they expanded NPT to
include four constructs related to implementation context and four related to implementation
outcomes (May et al., 2022), bringing the total number of constructs to 12 (see Table 3.1 for

how these apply to the current thesis). This expanded version of NPT is used in this thesis,

see Chapter 9.3.
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Figure 3.1: Normalisation Process Theory Constructs of Implementation Contexts,

Mechanisms and Outcomes (May et al., 2022)

Implementation

contexts

Implementation

mechanisms

Strategic intentions
*Adaptive execution
*Negotiating capacity
*Reframing organisational

logic

Implementation

outcomes

*Coherence building
*Cognitive participation
*Collective action

*Reflexive monitoring

eIntervention performance
*Relational restructuring
*Normative restructuring

*Sustainment
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Table 3.1: Updated NPT Constructs and Definitions (May et al., 2022)

services where it

organisational

Domain NPT Description

construct
Implementation | Strategic How the PRIN program and its implementation were
context, i.e., the intentions formulated and designed to answer the needs (i.e., to
health improve nurses’ wellbeing) at health services
organisation Adaptive How health services could accommodate the
where the PRiIN execution program implementation
program was Negotiating How the intervention and its components could be
implemented and | capacity modified to fit into each health service
other health Reframing How existing social structural and resources

facilitated or hindered the implementation process of

might be logics the program

implemented in

the future

Implementation | Coherence Sense-making process that nurses and managers did

mechanisms, i.e., to evaluate relevance of the PRiN program to their

the work that practice

people did Cognitive The process of engagement and buy-in to program

(individually and | participation implementation at the health service

collaboratively) | Collective The actual operationalisation of the implementation

to implement the | action

PRiN program Reflexive The process of evaluating the benefits of the

(ie., the original | monitoring program and assessing how existing clinical

four constructs) practices might have changed following its
implementation

Implementation | Infervention The changes in nurses’ practice resulting from the

outcomes, i.e., performance operationalisation of the PRiN program

how things Relational The changes in the relationships among staff within

visibly change as | restructuring | the organisation

the Normative The changes in the norms of the organisation

implementation restructuring

processes Sustainment How the PRIN program became incorporated into

progress nurses’ practice following its implementation
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Normalisation Process Theory is applicable across the whole implementation process,
from when an intervention is first trialled at one setting, to the end point where it will be
embedded in routine practice and ‘disappears’ from view (i.e., ‘normalised’) in other settings
(Murray et al., 2010). As a framework, NPT can be applied flexibly at any stage, e.g., early in
the process to inform the design of research tools, or later as a theoretical lens to deepen
understanding of analyses of factors that influence intervention implementation (May et al.,
2018). For example, Alverbratt et al. (2014) used a deductive approach by translating the
theory concepts into practical research questions and a coding framework for directed content
analysis. Bamford et al. (2014) inductively analysed their qualitative data to generate themes
before mapping them onto relevant theory concepts. Tazzyman et al. (2017) used a hybrid
approach in which they combined the inductive method of constant comparison analysis with
the deductive approach of analysis using NPT as a coding framework. The theory has been
used in many qualitative, quantitative, and mixed methods process evaluations (May et al.,

2018), and continues to be updated and expanded (May et al., 2022).

Normalisation Process Theory was chosen over other implementation theories for this
thesis due to its flexibility, applicability to mixed methods process evaluations, and its
contemporary relevance. NPT was relevant to explore the work required by nurses (e.g., to
participate in the PRiN program), nurse unit managers (e.g., to release staff to attend the
program), senior nurses (to encourage nurses to sign up for the program), and the health
service (e.g., to allocate resources to run the program or cover staff release) to implement the
PRiN program at the health service. Understanding the work and processes required to
implement the PRiN program at this health service helps to understand how the program was
embedded as part of professional development at the service, and subsequently, how it may

be embedded and normalised at other health services.
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3.5. Mixed Methods Process Evaluation Design
3.5.1 Mixed Methods Process Evaluation

In this thesis, drawing on the process evaluation guidance from Moore et al. (2015)
and Skivington et al. (2021), and mixed methods approaches to data collection and analysis
(Creswell & Plano Clark, 2018), a mixed methods process evaluation design (Figure 3.2) was
used to address the two thesis aims: to explore factors that may influence the variation in
participant outcomes between the intervention and control group, and to examine how the

program was implemented at the health service.

Process evaluations conducted alongside intervention trials have become increasingly
common over the last 10 years (Skivington et al., 2021). As their name suggests, process
evaluations explore the functioning of an intervention to assist with understanding the factors
that influence its implementation and uptake, usually from the perspective of researchers
(Moore et al., 2015), health organisations (Cornelissen et al., 2023), and policy makers
(Barnow et al., 2024). These factors include implementation context, implementation
processes, and mechanisms of impact (Moore et al., 2015). Process evaluations are
complementary to outcome studies such as randomised controlled trials (Moore et al., 2015),
and help to explain why a successful intervention works and how it can be optimised, or why
it fails, or why it produces unexpected outcomes (Skivington et al., 2021). For example, in
this thesis, examining the context of the PRiN program implementation could help improve
future dissemination of the program to other settings. Many contextual factors in the
workplace (including workload demands, lack of workplace resources or poor dissemination
of knowledge among the staff) may act as barriers or facilitators to implementation, and

impede or strengthen the uptake of a program (Bauer et al., 2015; Grant et al., 2013).
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Further, exploring implementation (by capturing fidelity, dose, reach and acceptability
of an intervention) and mechanisms of impact (e.g., how participants respond to the PRiN
program) can help elucidate the relationship between program delivery and participant
outcomes (Moore et al., 2015). When a program is delivered as intended (i.e., strong program
fidelity and completed dose), participants might show more robust outcomes. Similarly, if
participants and managers perceive the program as useful and valuable, they will generally be
more motivated to adopt the intervention, which can lead to stronger positive changes.
Information on program fidelity also allows evaluators to assess the degree of acceptable
adaptation to program delivery to fit into a different setting without undermining the

program’s effectiveness (Moore et al., 2015).

3.5.2 Convergent Mixed Methods Approach

A convergent mixed methods approach to data collection, analysis, and integration
was selected for this thesis (Figure 3.2). This approach combines qualitative and quantitative
methods by simultaneously collecting and analysing both types of data, then integrating the
findings to generate a comprehensive understanding of the research problem. This offers
several strengths and advantages that are well-suited for process evaluation. In this thesis, to
address the second thesis aim to evaluate the PRiN program implementation, quantitative
methods were used for fidelity surveys, barriers and facilitators surveys, and program
participant satisfaction surveys to measure fidelity, satisfaction, and acceptability. Qualitative
methods were employed for semi-structured interviews (with nurses) and free-text survey
responses to explore nurses and managers’ perspectives and experiences of the program. The
qualitative and quantitative data were collected in a similar timeframe and analysed
concurrently, which facilitated the timely completion of the study (Creswell & Plano Clark,

2018).
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Quantitative and qualitative data provided complementary forms of evidence, which
were brought together through data integration to produce greater knowledge yield compared
to the independent analysis of each type of data (Creswell & Plano Clark, 2018). Outcomes
from the PRiN randomised controlled trial (Foster, Shochet, et al., 2024) were included in the
integration phase, in conjunction with the process evaluation findings. Integration was used
because Moore et al. (2015) strongly advocates for combining process evaluation findings
and intervention results. They contend this approach helps highlight the value of process
evaluation findings in randomised controlled trials and demonstrates how process evaluations
are used, for example, to help explain trial outcomes or to optimise trial conduct and
implementation. This value is often underappreciated and remains less visible in the literature
(O'Cathain et al., 2014; O'Cathain et al., 2013). The integration in this thesis was employed to
generate meta-inferences (i.e., overall conclusions) to address the first thesis aim - to explore
factors that may help explain variation in participant outcomes between the intervention and

control arms in the trial.
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Figure 3.2: Overview of the Mixed Methods Process Evaluation Design
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3.6. Chapter Summary

This chapter presented the published study protocol and expanded on the protocol
through describing the research paradigm and mixed methods process evaluation design in
more detail. This included the rationale for pragmatism as the research framework guiding
the conduct of the research. The chapter also further described the expanded Normalisation
Process Theory that was used to sensitise interpretation of process evaluation findings. The
next chapter describes the study methods and provides updated information on recruitment,

data collection and analysis that is not in the published protocol.
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Chapter 4: Methods

4.1. Chapter Introduction

This chapter provides further details and updates on the methods used in the process
evaluation, including study recruitment, and data collection, analysis, and integration
methods that are not in the published protocol paper in Chapter 3. Additional contextual
information (such as the COVID-19 pandemic and health service disaggregation) is also

provided.

4.2.  Study Setting and Context

As identified in Chapter 1, this process evaluation was conducted at NorthWestern
Mental Health (NWMH) in Victoria, Australia alongside the implementation and trial of the
PRiN program. At the time of study commencement in 2021, NWMH was a clinical division
of Melbourne Health and the largest public mental health service in the state of Victoria. Data

collection for the process evaluation occurred between April 2021 and July 2022.

Ethics approval for the trial and process evaluation had been gained from Melbourne
Health (HREC/56912/MH-2020) and Australian Catholic University (2020-127RC) and data
collection was about to commence in 2020 when the COVID-19 pandemic occurred. Program
delivery and the trial were formally put on hold for six months due to State Government
policies and the NWMH policy relating to lockdowns (Stobart & Duckett, 2022), thus
process evaluation data collection was also delayed. Participant recruitment into the trial and
process evaluation commenced in February 2021 and was put on hold for 13 weeks (between
31/08/2021 - 06/12/2021), and intervention delivery was delayed for 28 weeks (from
16/07/2021 -31/01/2022) (Foster, Shochet, et al., 2024). During this period, the research

leader met with the health service leader once a week, the program facilitators once a month,
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and the project advisory group quarterly, in order to maintain communication, motivation,

and support while waiting for lockdown mandates to be lifted.

Additionally, during the period of the trial, as part of the Mental Health reform
recommended by the Royal Commission into Victoria’s Mental Health System (State of
Victoria, 2021), from July 2022, NWMH formally commenced service disaggregation where
various area health services split off from the overall service. However, well before that time,
informal change had started to occur as staff were informed about the structural changes that
were coming and started preparing to move from current roles and sites. Operation of these
Area Mental Health Services was progressively taken over by other major health services in
the state (such as Northern Health, Western Health, or The Royal Children’s Hospital), and

there was movement of staff from NWMH to other services.

4.3. Participants, Sampling, and Recruitment — Update from Protocol

Purposive sampling (a non-probability sampling method) was used to recruit the
managers, program nurses, and facilitators to complete surveys and checklists for the process
evaluation. This sampling method is commonly used when researchers intentionally select
participants who have relevant knowledge or experiences related to particular phenomena or
processes, e.g., the PRiN program (Robinson, 2014). The inclusion and exclusion criteria are

described in the published protocol (Bui et al., 2022) in Chapter 3.3.

4.3.1 Program Fidelity Survey

Between April 2021 and May 2022, program facilitators were invited to complete a
fidelity survey (Appendix 13) after each program was delivered. In the survey, they were also
asked about any factors that may have impacted program delivery, group interaction, and

group dynamics. The sample for program fidelity was n = 7 program facilitators, since one of
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the original eight trained facilitators was unable to deliver the program due to personal
reasons. All program facilitators completed n = 7 fidelity surveys (one for each program

delivered during the trial).

4.3.2 Barriers and Facilitators Survey

Between May 2021 and June 2022, nurse unit managers and team leaders from mental
health units/teams who released staff for the program were invited to complete a survey about
the barriers and facilitators to implementation of the PRiN program (Appendix 11). The final
sample size was n = 25 managers and team leaders, corresponding to 26 mental health units
or teams involved in the PRiN trial (one manager worked across two units). A total of n =17

managers and team leaders completed the survey.

4.3.3 Participant Satisfaction Survey

The sample for the program satisfaction survey comprised all participants in all seven
programs (n = 61). Registered and enrolled nurses who participated in the program were
approached by the researcher (or other members of the research team) at the end of each
program on the second workshop day (April 2021 and May 2022) to complete the hard copy
satisfaction survey (Appendix 7). These nurses had completed the first program workshop
day three weeks prior to the second workshop, allowing them time to reflect on their
experiences of the first workshop and apply the knowledge gained to their lives and work.
This sample of n = 61 registered and enrolled nurses was lower than the planned original
sample size for program delivery (~n = 180 registered and enrolled nurses in total) (Bui et al.,
2022). This was due to the impact of the COVID-19 pandemic on participant recruitment and
revised sample of the randomised controlled trial. In total, n = 60/61 nurses who were

approached completed the satisfaction survey.
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4.3.4 Semi-structured Interview

All 60 registered and enrolled nurses from seven programs who completed the
satisfaction survey were all invited to participate in a follow-up interview. A total of n =
38/60 nurses consented to participate in the interview. For each of the seven programs, up to
three consenting nurses were then randomly selected with a random number generator (Bui et
al., 2022). The randomisation procedure is included in Appendix 8. While random sampling
is uncommon for collecting qualitative data (e.g., with semi-structured interviews), it was
chosen in the context of the PRiN randomised controlled trial (Bui et al., 2022) to create an
equal opportunity for participant selection and a relatively non-biased representation of their
experiences across the programs (Suresh et al., 2011). A total of n = 20/38 consenting nurses
completed the interview, as there were only two consenting nurses from one of the seven

programs.

4.4. Manager, Participant Satisfaction, and Fidelity Surveys

As identified previously, to explore factors that may help explain variation in
participant outcomes between the intervention and control arms of the trial, and to evaluate
the PRiN program implementation, data on acceptability, program fidelity (including factors
that may affect program delivery, group interaction, and group dynamics) and barriers and
facilitators to implementation were collected using three types of surveys. The purpose-built
program fidelity survey and participation satisfaction survey for program nurses were
originally developed by the PRiN program developers for previous iterations of the program
(Liossis et al., 2009; Millear et al., 2008), used in the pilot study of the antecedent program
PAR (Foster, Shochet, Wurfl, et al., 2018), and modified by the research team for the PRiN
trial. The barriers and facilitators survey for managers was developed specifically for the

PRIN trial by the research team and administered by the researcher.
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These three surveys (program fidelity, satisfaction survey, and barriers and facilitators
survey) contained both closed ended items and open-ended questions. For the close-ended
survey items, a 5-point Likert-type scale was used. The open-ended questions and the option
to leave open-ended responses under some survey items enhanced quantitative descriptive
findings by allowing respondents to explain or to corroborate their responses to close-ended
items (LaDonna et al., 2018). Further details of the data collection tools, including the

questions and survey items, are reported in the protocol article (Bui et al., 2022).

4.5. Semi-structured Telephone Interviews

To explore program nurses’ experiences of the PRiN program and how they applied
knowledge and skills learnt in the program to their personal life and practice (especially
during COVID-19), nurses were interviewed by phone by the researcher. Two advantages of
phone interview, i.e., convenience and flexibility, have previously been identified (Bui et al.,
2022). In addition, phone interviews can minimise response bias from an interviewer’s face-
to-face presence and promote disclosure of sensitive information by strengthening
participants’ sense of anonymity in their own private space (Novick, 2008). Further, the
interviews were conducted during COVID-19, when many social distancing measures and
restrictions (e.g., no direct face-to-face contact between individuals unless necessary; Stobart
& Duckett, 2022) prevented in-person interviews or focus groups, thus a phone interview was
more appropriate for participants (Saarijérvi & Bratt, 2021). Video conferencing technology
(such as Zoom or Teams) were considered but were unsuitable as not all nurses had access to
the technology in their workplaces. Phone interviews can have a few limitations including
absence of visual cues and challenges to establishing rapport (Novick, 2008). To counter
these limitations, the researcher started the interview with a brief conversation to initiate
rapport and paid close attention to participants’ verbal cues (Cachia & Millward, 2011; Irvine

etal., 2013).
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A semi-structured interview, as the name implies, follows an interview guide that
contains questions addressing research aims and objectives (Adeoye-Olatunde & Olenik,
2021). This data collection method is particularly useful for exploring participants’
experiences and perceptions of a phenomenon (such as their participation in the PRiN
program) to interpret the meaning participants ascribed to the phenomenon (Brinkmann,
2013). It is more focused than an unstructured interview, but still permits exploration of
pertinent ideas and details arising throughout the interview (Adeoye-Olatunde & Olenik,
2021). The conversational nature of semi-structured interview allows the researcher to be
actively involved in the process of knowledge generation, and to direct the conversation in
the direction that is the most conducive to producing knowledge to address the research aims

and questions (Brinkmann, 2013).

The interview guide (including topic areas) and protocol are described by Bui et al.
(2022), and included in Appendix 9. The interview guide was originally developed by the
research team and some questions had been piloted in the feasibility study of the antecedent
program PAR (Foster, Cuzzillo, et al., 2018). Questions were then refined, and some added
by the researcher in reference to COVID-19 in order to capture relevant information. There
were 20 interviews in total which were conducted between April 2021 and July 2022,
primarily by the researcher. Initial interviews were conducted by the principal investigator of
the trial. Participants were interviewed between 2 to 6 weeks following program completion,
except for one participant who was interviewed 11 weeks after program completion due to a
delay in interview scheduling. The interviews ranged from 21 to 54 minutes with an average
of 30 minutes. The interviews were held at a mutually convenient time, and participants were
advised to find a private space for the interview to avoid being interrupted and to be able to

speak freely. Interviews were audio recorded and transcribed verbatim by a professional
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transcription service. Transcripts were cross-checked against the audio recordings by the

researcher.

4.6. Data Management and Cleaning

Quantitative data (from survey items) and qualitative data (from open-ended
responses) were extracted from hard copy surveys and manually entered into Microsoft®
Excel® for Microsoft 365. As per Ethics requirements (National Health and Medical
Research Council, 2023), hard copy surveys and checklists were stored in a locked cabinet in
the researcher’s office. Interview audio recordings were transferred from a hand-held
recording device and audio files were kept in the secure university network drive together

with scanned digital copies of the surveys and checklists.

There were minimal missing data, and no survey nor checklist was excluded on this

basis.

e For the n = 60 participant satisfaction surveys, 900 (100%) close-ended survey items
and 171 (95%) open-ended responses were received in total.

e For the n =17 barriers and facilitators surveys received, 85 (100%) close-ended
survey items and 139 (90.8%) open-ended responses were received.

e For the n =7 program fidelity surveys received, facilitators returned 161 (100%)
close-ended items related to level of program module and content unit completion,
151 (93%) closed-ended items related to facilitators’ perceived content usefulness,
156 (97%) closed-ended items related to participant engagement with the program
content, and 149 (65%) open-ended responses on how the units in each program
module were received by nurses and any process issues and environmental factors that

might have affected program delivery.
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There was no imputation for missing data in the fidelity surveys, and close-ended

items with missing data were excluded from analysis.

4.7. Quantitative Data Analysis

Descriptive statistics were used to summarise the data derived from the participant
satisfaction survey, barriers and facilitators survey, and fidelity survey, which had 5 point
Likert scales (see the published protocol) (Bui et al., 2022). Likert-type scales are 5-point or
7-point ordinal scales commonly used to measure respondents’ opinions and the degree of
agreement (or disagreement) with a statement (Sullivan & Artino, 2013). Self-report Likert
scales are often used in several fields (e.g., psychology and health science) (Norman, 2010;

Sullivan & Artino, 2013) because they are convenient and easy to use (Jebb et al., 2021).

A major disadvantage of Likert scales is that, as the scales are ordinal, use of
parametric methods to analyse Likert scale data has been a topic of debate in the literature.
Many have argued that the distance between the points on the Likert scale (e.g., between
‘always’ and ‘often’) may not necessarily be equal, even if the numbers assigned to those
points (i.e., ‘1’ and ‘2”) are, and thus ordinal data from Likert-type items should be displayed
using median (or mode) and frequencies and should not be subjected to parametric testing
(Sullivan & Artino, 2013). However, others, like (Norman, 2010) and (Willits et al., 2016)
have suggested that it is acceptable to use parametric statistics with ordinal data because
parametric tests are robust and there is a substantial literature to show that parametric testing
is appropriate for Likert scale data. Additionally, aggregated rating scales or even individual
Likert items can be treated as continuous data, as long as the results were meaningful for the
purpose of the study (Knapp, 1990; Norman, 2010; Stevens, 1946). Consistent with other
similar studies in the literature that display process evaluation findings using means and

standard deviations (Bernburg et al., 2019; Foster, Shochet, Wurfl, et al., 2018), and in
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consultation with the University’s Faculty Statistician, quantitative data in this thesis were
reported with descriptive means and standard deviations for each item, as well as the overall
mean and standard deviation in the survey or checklist. This helped facilitate comparison

between the findings in this thesis and relevant findings from other studies.

4.8. Qualitative Data Analysis
4.8.1 Open-ended Survey Responses

Qualitative data from open-ended responses in the participant satisfaction surveys,
barriers and facilitators surveys, and fidelity surveys were inductively analysed using a
conventional approach to qualitative content analysis (Hsieh & Shannon, 2005). This
approach is descriptive in nature and is suitable for ‘thin’ data from open-ended responses in
surveys and checklists (Hsieh & Shannon, 2005). Qualitative content analysis began with
extraction of open-ended responses from surveys and checklist into an Excel spreadsheet.
The responses were grouped under the questions they were derived from (e.g., benefits of
participating in the PRiN program). Responses were read and re-read to achieve full
immersion. Next, the researcher coded responses line-by-line to generate codes, which were
then sorted into initial subcategories under each category corresponding with a survey
question. The final categories were produced through an iterative reviewing process and
consensus discussions between the researcher and supervisory team (Hsieh & Shannon,

2005).

4.8.2 Interviews

Qualitative data from the semi-structured interview transcripts were subjected to
inductive thematic analysis (Braun & Clarke, 2022). Thematic analysis, as an analytic
method, is flexible, and aligns with the pragmatic approach of the study design (Vaismoradi

et al., 2013). Thematic analysis can be more descriptive or more interpretive, depending on
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the data and the research objectives (Braun & Clarke, 2022; Vaismoradi et al., 2013). To
explore and describe mental health nurses’ experiences of the PRiN program, and how they
applied the knowledge and skills learnt in the program to their personal life and practice
(Chapter 6), interview transcripts were analysed inductively using thematic analysis, as
described in the study protocol (Bui et al., 2022). To explore the experience and impacts of
the COVID-19 pandemic on the resilience of nurses in mental health settings, a more
interpretive reflexive thematic analysis (Braun & Clarke, 2022), was used — as detailed in the
published article, Mental health nurses' experience of resilience during COVID-19: A

qualitative inquiry (Bui et al., 2023a) in Chapter 7.

4.8.3 Reflexivity

Reflexivity is an important component in the conduct of this thesis, and is defined as
the process of analytical self-introspection that researchers engage in during their research, to
evaluate how context and their personal subjectivity might influence the research processes
(Dodgson, 2019; Olmos-Vega et al., 2023). As per Chapter 1.2, the researcher was both an
insider and outsider to this study. As such, I was positioned within the research process, and
might have unconscious biases and assumptions that, if left unchecked, could influence how I
analysed the data to generate findings to fit my pre-existing beliefs (Dodgson, 2019). It is
important, as part of the process of reflexivity, that researchers describe their positionality,
i.c., as an ‘insider’, an ‘outsider’, or both, within the research and describe what, and how
they contribute to the research, and how this may have an impact on the participants and their
relationship with them (Olmos-Vega et al., 2023). When a researcher shares similar attributes
with the participants in a study (e.g., working in the same profession, as I had), they may be
considered an ‘insider’ (Braun & Clarke, 2013). Conversely, if the researcher does not belong
to the group in which the participants reside (i.e., because I was no longer a clinician in

mental health and did not work at the health service), they may be considered an ‘outsider’
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(Braun & Clarke, 2013). Attending to reflexivity throughout a study contributes to high

quality and rigorous qualitative research (Dodgson, 2019).

To position myself as a researcher in this thesis, where I am both an ‘insider’ and an
‘outsider’ I reflected on my own experience working clinically as a mental health nurse
between 2018 — 2019, and my deep connection with mental health nurses who were my
family, friends, and former colleagues (see Chapter 1.2). As an ‘outsider’ in mental health
nursing since 2020, I observed the challenges these nurses faced during, and in the aftermath
of, COVID-19. I saw nurses experienced heavy workloads, burnout, and increased
absenteeism. This led to my assumptions that nurses were not properly supported by
management during COVID-19, and that some left their job because of interpersonal
conflicts at work (particularly with management). As an ‘insider’, I reflected on my decision
to step away from the clinical work in mental health nursing following my graduate and
postgraduate years in 2018-2019. The reasons included psychological trauma from working
in a highly acute environment where staff safety was threatened due to lack of organisational
resources (such as adequate security presence) and support from management, the team being
divided because of interpersonal conflicts, and staff bullying. My ‘insider’ and ‘outsider’
experiences could have influenced my interpretation of the data and findings, particularly
those related to nurses’ workplace belonging and turnover intention, and their clinical
practice during COVID-19, so I engaged in a number of processes to manage my

assumptions.

To address my underlying assumptions and biases, throughout this research |
continuously engaged in self-reflection when analysing and interpreting the data. I kept
fieldnotes of my feelings, thoughts, and reactions when interviewing the participants and

when I familiarised myself with the interview transcripts. I included contradictory participant
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experiences and excerpts (e.g., discrepant information that runs counter to the themes) to
avoid selection bias (Creswell & Creswell, 2023). I regularly debriefed with my supervisory
team (e.g., after each interview) about how I conducted the interview, and then how I
interpreted the data. [ was transparent with them about my underlying assumptions so I could
seek feedback on the assumptions I held about the data as I was analysing it (Olmos-Vega et
al., 2023). By incorporating queries and feedback from supervisors throughout the analytic
process, I was able to view the data from different vantage points to get a fuller, more

accurate picture of nurses’ experiences with the PRiN program and with COVID-19.

4.9. Mixed Methods Analysis and Integration

Integration is an essential element of research using mixed methods (Creswell &
Plano Clark, 2018) that sets it apart from multiple methods research (Morse & Cheek, 2015;
Schoonenboom, 2022). Integrating qualitative and quantitative research findings can enhance
and expand understanding of the research problem. Integration occurs after qualitative and
quantitative data have been collected and analysed separately (Creswell & Plano Clark,

2018).

There are two approaches to integration: data transformation, or direct comparison of
the separate findings (Creswell & Plano Clark, 2018). Data transformation involves
transforming qualitative findings and data into numeric counts or transforming quantitative
data into narrative descriptions. In contrast, direct comparison involves looking for
commonality across both sets of findings, then rearranging the findings based on similar
concepts. The findings are then displayed together using visual means (e.g., the joint display
table) or a narrative discussion to weave quantitative and qualitative findings together within
the same section of text to discuss their similarities or discordance. In this thesis, direct

comparison of the findings using both a joint display table and narrative weaving of the
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findings was chosen to integrate qualitative and quantitative findings to address the first

thesis aim of understanding variation in trial outcomes between the intervention and control

groups.

In integration, there are four key considerations: integration intent, integration
analysis procedures, how integrative findings are presented, and how they are interpreted
(Creswell & Plano Clark, 2018). The integration procedures, presentation methods, and
interpretation outcomes used in this thesis are summarised in Figure 4.1. The intent of
integration in this thesis, as per the study aim on trial outcomes, was to develop meta-
inferences (i.e., overall conclusions encompassing relevant process evaluation findings) that
expanded understanding on factors that helped explain variation in trial outcomes between

the intervention and control groups.

Figure 4.1: Integration and Interpretation

Integration procedure Direct side-by-side comparison
Joint display table
Representation of the
—
Integration Results
Narrative discussion
g—
Convergence
Divergence
Interpretation of
—
Integration Results Silence
Expansion
—

115



Joint displays are the most recommended and commonly used integration method,
allowing more directed and nuanced comparison of the findings (Creswell & Plano Clark,
2018). Typically, a joint display includes qualitative and quantitative process evaluation
findings, integration interpretations (i.e., how, and why the qualitative and quantitative
strands relate to one another), and meta-inferences (i.e., the overall key conclusion generated
from the integration; Creswell & Plano Clark, 2018). In addition, to address the thesis aim of
identifying factors that may help explain variation in participant outcomes between the
intervention and control arms in the trial, the eight trial outcomes (Foster, Shochet, et al.,
2024) between program and control groups were included as part of the joint display table
and integration process to generate a total of eight meta-inferences. For each trial outcome,
relevant quantitative and qualitative findings were populated into the joint display table
(Table 4.1) and narratively compared to highlight the mixed methods interpretations, i.e.,
whether the findings and data confirmed (i.e., in agreement), were discordant (i.e., if any
conflict existed between them), were silent (i.e., only one type of findings is present), or
expanded (i.e., if the findings supported or provided additional meaning for one another)

(Younas et al., 2023). See Chapter 8.

Table 4.1: Example of Joint Display Table used for Integration

Process evaluation findings and

. Integration Meta-
Trial outcome | exemplars

interpretation (inference

Dataset  |Findings and exemplars
i | q dwh Meta-inference
ow, and W
Survey ?n(;ng ; (exemplaly quote) o y statement and
t e tria ]
inding 2 (exemplary quote) nixed methods
outcome and |, .
interpretations
Trial outcome 1 process e
evaluation jﬁl q
i indi confirmed,
Interview [Finding 1 (exemplary quote) findings .
discordant, or
connect.
expanded)
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4.10. Mapping of Process Evaluation Findings and Meta-inferences to NPT

Process evaluation findings on the PRiN program implementation were interpreted
using Normalisation Process Theory (NPT) in the Discussion chapter (see Chapter 9) to
address the second aim of the thesis: to evaluate PRiN program implementation. NPT was
outlined in the published protocol (Bui et al., 2022) and Chapter 3.4.3. In this thesis, NPT
was used in Chapter 9.3 to help explain PRiN program implementation, for example, by
exploring barriers and facilitators to implementation, acceptability of the program, and the
extent to which the program was delivered as intended. Because the purpose-built data
collection tools (e.g., program fidelity and participant satisfaction surveys) were adapted from
those used in the antecedent pilot study (Foster, Shochet, Wurfl, et al., 2018), the NPT
constructs were applied later in the research process in this process evaluation (i.e., during the
analysis and interpretation stages). Mapping of process evaluation findings from participant
satisfaction surveys, barriers and facilitators surveys, fidelity surveys, and semi-structured
interviews onto relevant NPT constructs helped to address the second thesis aim: to evaluate
the PRiN program implementation, including factors that may have facilitated or hindered the
implementation process, and to determine how the program could be transferred to other

sites.

4.11. Ethical Considerations

Prior to commencement, the study was approved by the Melbourne Health Office for
Research (HREC/56912/MH-2020; main Ethics committee) and lodged with the Australian
Catholic University Human Research Ethics Committee (2020-127RC). Ethical approval was
granted 01 April 2020 (see Appendix 4). Based on the PAR pilot findings (Foster, Cuzzillo,
et al., 2018; Foster, Shochet, Wurfl, et al., 2018), completion of participant satisfaction
survey, barriers and facilitators survey, fidelity survey, and phone interviews were not

anticipated to cause psychological distress to nurses, managers and program facilitators.
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Nurses were provided with information on the Melbourne Health Employee Assistance
Program should they need emotional support during and after the interview. To the
researcher’s knowledge, no participant experienced distress during the process evaluation. No
material rewards were provided for participating in the process evaluation, however $30
vouchers were given to nurses who participated in the PRiN trial and completed the outcome
measure surveys. The following sections describe processes addressing key ethical principles
of Informed Consent and Collection, Use, and Management of Information and Data as

applied in this research (National Health and Medical Research Council, 2023).

4.11.1 Informed Consent

For the process evaluation, before participating, managers and program facilitators
received study information, an invitation to participate in the study, and surveys via email
communication. Completion of the barriers and facilitators survey and the fidelity survey
implied their consent to participate. At the end of each program, program nurses were
provided with a hard-copy participant information sheet and verbal explanation of the study
and were invited to participate in the study. The participant information sheet included study
information for both the satisfaction survey and semi-structured interview, such as study
purpose, process, voluntary participation, confidentiality and data security, benefits and risks
of participation, and their right to withdraw — see Appendix 6. Completion of the satisfaction
survey implied informed consent. Nurses could record their contact details at the end of the
satisfaction survey to consent to be contacted for a follow-up semi-structured phone
interview. Prior to each interview, participants were reminded that participation in the
interview was completely voluntary and withdrawal from the study would not have any
adverse consequences to their relationship with the organisation. They could choose not to

answer any questions or to withdraw from the interview at any time. At the beginning of the
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interview, participants’ verbal assent to participate in the interview, and for the interview to

be audio-recorded, was recorded.

4.11.2 Participant Protection and Privacy

Program satisfaction surveys were completed anonymously, placed in a sealed
envelope, and dropped into a collection box by program nurses. Telephone interviews were
conducted in a private office, and participants were asked to confirm they were in a private
environment to avoid being disrupted and to be able to speak freely. A professional
transcription service was involved in transcribing the audio interview recordings. The service
provided a signed non-disclosure agreement (Appendix 14). Transcriptions were de-identified
to remove any identifying information, and a pseudonym (e.g., P1) was developed for
analysis and publication. Only the researcher could link the original transcription to each
participant using a separate password-protected file with both participant pseudonyms and

identifying information.

Consistent with Human Research Ethics requirements (National Health and Medical
Research Council, 2023), hard-copy participant satisfaction survey, interview transcripts, and
personal information (i.e., name and phone number) of nurses consenting to be contacted for
the interview were kept inside a locked cabinet in a locked office. Electronic data files (e.g.,
interview record Excel spreadsheet, audio recordings, and interview transcripts) were stored
in secure password-protected servers (i.e., Australian Catholic University Microsoft
OneDirive, as per the university requirements for secure storage) (Australian Catholic
University, 2023). As per the ethics approved study protocol, interview audio-recordings
were deleted from the hand-held recorder and computer hard drive once transcription was

complete. All data will be retained for at least 15 years after the thesis has been published.
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4.12. Chapter Summary

This chapter has expanded on the published study protocol to provide further detail on
the methods for data collection, analysis, integration, data management and ethical
considerations. To explore factors that may help explain variation in participant outcomes
between the intervention and control arms in the trial, and to evaluate PRiN program
implementation, quantitative and qualitative data were collected from program nurses, nurse
unit managers, and program facilitators, using participant satisfaction surveys, barriers and
facilitators surveys on barriers and facilitators to program implementation, fidelity surveys,
and semi-structured interviews with program nurses. Quantitative data were analysed
descriptively, and qualitative data were analysed using content analysis (for free-text

responses from the surveys) and thematic analysis (for interviews).

The next section contains three chapters with the quantitative and qualitative findings
from the process evaluation. Chapter 5 presents nurses’ and managers’ satisfaction with, and
acceptability of the PRiN program, and program fidelity. Chapter 6 explores nurses’
experiences with the PRiN program and how they applied the knowledge and skills learnt in
the program to their personal life and practice. Chapter 7 presents the challenges COVID-19
posed to nurses’ practice and how they applied the knowledge and skills from the program to

maintain their resilience and grow through these challenges.
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FINDINGS SECTION

Chapter 5 — Satisfaction, Acceptability, and Fidelity Findings
Chapter 6 — Program Participants’ Experiences with PRiN

Chapter 7 — Program Participants’ Experiences with COVID-19
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Chapter S: Satisfaction, Acceptability, and Fidelity Findings

This chapter is the first of three chapters presenting the process evaluation findings.
Here, three sets of findings are presented: i) program participant satisfaction and
acceptability, ii) barriers and facilitators to program implementation, and iii) program fidelity.
Participant satisfaction and acceptability findings describe nurses’ perspectives on, and
satisfaction with, the PRiN program. Barriers and facilitators to program implementation
findings identify nurse unit managers’ and team leaders’ perspectives on the program and
factors that hindered or supported nurses’ participation in the PRiN program. Program
fidelity findings assess the extent to which the programs were delivered as intended and
evaluated group interactions and dynamics within the programs from the perspective of

program facilitators.

This chapter addresses the thesis objectives of:
1. Describe mental health nurses’ and managers’ perspectives on, and
satisfaction with, the PRiN program.
2. Identify barriers and facilitators to implementation of the PRiN program.

3. Identify the extent to which the PRiN program was delivered as intended.

5.1. Participant Satisfaction and Acceptability

A total of seven PRiN programs (two workshop days per program) were delivered to
n = 61 participants over 13 months (between April 2021 and May 2022) during the trial. At
the conclusion of the second workshop day of each of the seven programs, a hard copy
satisfaction survey was completed by participating nurses that assessed their views and
satisfaction with the PRiN program. These nurses completed the first workshop three weeks
prior, allowing them time to reflect on their experiences of the first workshop and apply the

knowledge and skills they had learnt to their lives and work. As described in Chapter 4.4 and
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